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SEQUOIA ORTHOPAEDIC

& SPINE INSTITUTE, INC.

Frank L. Feng, D.O.
PATIENT INFORMATION
NAME

ADDRESS

CITY STATE ZIP

DATE OF BIRTH AGE

SS #

HOME PHONE _( ).

CELL PHONE _( ).

EMPLOYER

ADDRESS

CITYy STATE ZIP

WORK PHONE _( )

OCCUPATION

MALE[] FEMALE[] STUDENT:FULL[] PARTTIME[]
SINGLE [] MARRIED[] wipowED[]

Email:

SPOUSE / PARENT INFORMATION
NAME

ADDRESS

CITY STATE ZIP

DATE OF BIRTH AGE

SS #

HOME PHONE _( ).

CELL PHONE _( ).

EMPLOYER

ADDRESS

CITYy

WORK PHONE _( )

OCCUPATION

EMERGENCY CONTACT ( )

WHO CARRIES THE PRIMARY INSURANCE:

DO YOU HAVE A COPAYMENT? L] YEs [] NO  AMOUNT: $

REFERRED BY:

PRIMARY CARE PHYSICIAN:

| HEREBY AUTHORIZE DIRECTLY TO SEQUOIA ORTHOPAEDIC & SPINE INSTITUTE, INC. ALL SURGICAL AND MEDICAL BENEFITS AND OTHERWISE PAYABLE
TO ME FOR SERVICES PERFORMED. | HEREBY AUTHORIZE THE DOCTOR TO RELEASE ALL INFORMATION NECESSARY TO SECURE THE PAYMENT OF

BENEFITS.
X SIGNED RELATIONSHIP DATE
*NOTE: Please notify us if any of the above information changes during the course of your treatment.
BILLING INFORMATION
(OFFICE USE ONLY) SECONDARY INSURANCE
PRIMARY INSURANCE PLAN NAME
PLAN NAME BILLING ADDRESS
BILLING ADDRESS CITYy STATE ZIP
CITY STATE ZIP GROUP #
GROUP # SUBSCRIBER #
SUBSCRIBER # EFFECTIVE DATE
EFFECTIVE DATE INSURED NAME
INSURED NAME DOI BODY PART
WORKERS COMPENSATION INSURANCE INFORMATION
INSURANCE NAME EMPLOYER AT TIME OF INJURY
ADDRESS ADDRESS
CITYy STATE ZIP CITYy STATE ZIP
PHONE _( ) PHONE _( )
ADJUSTER DOI CL# BODY PART
PHONE _( ) DOI CL# BODY PART
FAX _( ) INT. NEEDED? DYES D NO PHONE
NCM NAME OF AGENCY

PHONE _( )

RECEPTIONIST INITIALS




((((a

SEQUOIA ORTHOPAEDIC & SPINE INSTITUTE, INC.

SE {\\}l:()].-‘\ ORTHOPAEDIC SPINE OUESTIONNAIRE
& SPINE INSTITUTE, INC.
Frank L. Feng, D.O.

Name: Date:

Height: Weight: Date of Birth: Age:

Referring Doctor:

Gender: [] Male [] Female

Pain Drawing

Mark these drawings using the symbol that best describes your pain quality.

Numbness=== Ache””"” Pins&Needlesooo Stabbing/// Burningxxx Cramping+++

Left Right

Right Left




Which hurts more, your legs or your back? (Check only ONE statement)
1. Legs hurt much more than back % Back Pain

2. Legs hurt somewhat more than back

3. Arms and neck hurt about the same % Leg Pain
4. Neck hurts somewhat more than arms (Total of leg & back pain
5. Back hurts much more than legs should equal 100%)

Which hurts more, your neck or your arms? (Check only ONE statement)
1. Arms hurt much more than neck % Neck Pain

2. Arms hurt somewhat more than neck

3. Arms and neck hurt about the same % Arm Pain
4. Neck hurts somewhat more than arms (Total of neck & arm pain
5. Neck hurts much more than arms should equal 100%)

Please circle the ONE number which best describes your current pain level.

o 1 2 3 4 5 6 7 8 9 10
L r e |

No pain Moderate pain Worst pain imaginable

Severity of Pain: Minimal/ Slight / Moderate / Severe
Duration of Pain:  Occasional/ Intermittent / Frequent / Constant

How did your current episode begin?
Suddenly Gradually Describe:

How long ago did your current episode begin?

Date:

Have you had back or neck symptons before your current episode?

Yes No Describe:




7. s this a work-related injury?

Yes No Describe:

If yes, date of injury:

8. Have you ever received Worker’s Compensation for your PAST spine symptoms?

Yes No

9. Isyour problem due to a car accident?

Yes No Describe:

If yes, date of injury:

10. Mark the effects of each of the following on your pain:

Increases Decreases No Change
Sitting 1 2 3
Standing 1 2 3
Rising from sitting 1 2 3
Bending forward 1 2 3
Bending backward 1 2 3
Walking 1 2 3
Lying on your back 1 2 3
Lying on your stomach 1 2 3
Driving 1 2 3
Coughing 1 2 3

11. Please list all medications and doses that you are currently taking:

Medication Dosage Time Taken




12. Please list all of your medication allergies:

Past Medical History

13. Please check any of the following medical problems you have had:

Ulcers __ HIV Positive _ Diabetes

Ulcerative Colitis ___ Seizure __ Heart Disease/Attack
Psoriasis __ Kidney/Bladder Infections __ Stroke

Arthritis __ Kidney Stones _ Asthma

Cancer __ Prostate Problem _ Depression
Tuberculosis ____ Hepatitis _______Hypertension

14. List all previous surgeries:

Date of Surgery Type of Surgery Describe Recovery

Family History

15. Please check conditions in your immediate family:

Cancer Diabetes Heart Disease Stroke

Arthritis Back Pain Bleeding Tendencies Anesthesia Difficulties

Malignant Hyperthermia



16. Do you currently smoke cigarettes? (Check only ONE statement)
_ 1. lI'have never smoked
2. Yes: __ packperday
__ 3. No, Il quitinthe last 6 months ago
4.

No, | quit more than 6 months ago

17. Do you drink alcoholic beverages (beer, wine, liquor)?
1. No
__ 2. Yes,onceinawhile
_ 3. Yes,often

If yes, type of alcoholic beverages Amount

18. Please choose ONE of the following that best describes your current situation:
Married/Living with significant other Widowed

Divorced Single
19. How many children are living with you?

Review of Systems

Skin Cardiovascular Musculoskeletal
Rashes Palpitations/Irregular Fractures/Sprains
Psoriasis heartbeat Osteoporosis
Bruise easily Hear murmur/ Joint swelling
Abnormal lumps Rheumatic fever
Painful breasts Chest pain

Eyes Respiratory Endocrine
Visual loss Short of breath Enlarged thyroid/goiter
Double vision Wheezing Excessive thirst/appetite
Cough/Sputum Diabetes
Ears Gastrointestinal Genitourinary
Decreased hearing Weight loss Blood in urine
Ringing in ears Abdominal pain Increased urination
Nausea/Vomiting Painful urination
Nose Diarrhea or Loss of bladder control
Sinus problems Constipation Kidney stones
Breathing problems Blood in stool
Loss of bowel control
Throat
Sore throat
Hoarseness

Snoring



20. Check only ONE statement.

Are you a very nervous person? Yes No

Have you been a happy person? Yes No

Have you had a happy childhood? Yes No

Have you felt downhearted and blue? Yes No
Work Status

21. Please checok ONE statement that best describes your current employment status:

_ CurrentlyWorking _ OnPaidLeave __ OnUnpaidlLeave __ Unemployed
Homemaker __ Student _ Retired (not due to health)
Disabled and/or retired because of myback _ Disabled due to a health problem not
or neck problems related to my neck or back

Other, please specify

22. When was the last date you worked?

Work History
23. What is your usual occupation?

Name of Employer:

Last date worked:

24. Who do you think is at fault for your current spine condition? (Check ALL that apply)

Yourself A Co-worker Nobody
Employer Another person

25. Have you hired a lawyer because of your condition?
___ 1. No, I have not hired a lawyer
2. Yes, | have and the case is in litigation
3. Yes, | have and the case has been settled
If yes, do you want your lawyer to receive a copy of your medical report?

Yes No If yes, send to: Name Phone

Address




Please check ONE of the following statements:

26.

27.

31.

Walking

1. Pain doesn’t prevent me from walking

2. Pain prevents me from walking more than 1 hour

3. Pain prevents me from walking more than 30 minutes
4. Pain prevents me from walking more than 10 minutes
5. lam unable to walk

1. lcansitinany chairas long as | like

2. lcanonlysitin aspecial chair for as long as | like

3. Pain prevents me from sitting more than 1 hour

4. Pain prevents me from sitting more than 30 minutes
5. Pain prevents me from sitting more than 10 minutes
6. Pain prevents me from sitting at all

1. lcanstand as long as | want

2. lcan stand as long as | want but it gives me pain

3. Pain prevents me from standing for more than 1 hour

4. Pain prevents me from standing for more than 30 minutes
5. Pain prevents me from standing for more than 10 minutes
6. Pain prevents me from standing at all

1. lcan usually dress myself without pain
2. | candress myself without increasing pain
. I can dress myself but the pain increases

3

4. |can dress myself but have significant pain
5. I can dress myself but with very severe pain
6

. I cannot dress myself

1. I can lift heavy objects without pain

2. lcan lift heavy objects butitis painful

3. Pain prevents me from lifting heavy objects off the floor, but | can manage if they
are on a table

4. Pain prevents me from lifting heavy objects off the floor, but | can manage light to
medium objects if they are on a table

__ 5. Icannotlift anything

Social and Recreational Life
1. My social and recreational life is unchanged
2. My social and recreational life is unchanged but it increases pain

3. Pain has restricted my social and recreational life
4. | have essentially no social and recreational life because of pain



32. Traveling

. I cantravel anywhere

| can travel anywhere but it gives me pain

Pain restricts me to trips of less than 1 hour
Pain restricts me to trips of less than 30 minutes
Pain prevents me from traveling

My sex life is unchanged

My sex life is unchanged but causes extra pain

My sex life is nearly unchanged but it is very painful
My sex life is nearly absent because of pain

Pain prevents any sex life at all

. Isleep well
2. Pain occasionally interrupts my sleep

Pain interrupts my sleep half of the time
Pain always interrupts my sleep
I never sleep well
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