
  HOWARD TUNG, M.D.

NEUROSURGERY

PRACTICE LIMITED TO SPINAL AND BRAIN DISORDERS

DIPLOMATE AMERICAN BOARD OF NEUROLOGICAL SURGERY
Name: __________________________
Date: __________________________





Patient History /Chief Complaint
What is the main reason for your visit today? (Check all that apply)

Back Pain

Leg Pain

Neck Pain

Arm Pain

Other: ________________________________________________________________

How long has this been a problem?

Less than 2 months
2-6 months

6-12 months

Greater than 1 year

Further Comments: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you been treated by any other care giver for this condition?

YES 
NO

If yes, please list: _______________________________________________________________
What treatments have you had for this problem? (Check all that apply)

Nothing

Chiropractic Care

Acupuncture

Epidural Steroid Injections

Physical Therapy (Please check all that apply)

Stretching
Strengthening
   Traction
 Ionophoresis/Topical Steroid

TENS

Massage
Ultrasound
Heat/Ice
Therapeutic Ball

Medications 
Muscle Relaxants
Pain Medications
Anti-Inflammatory (Prescription)

Anti-Inflammatory Over the Counter (Aspirin, Tylenol, Advil, Aleve, Etc)
Other: ________________________________________________________________________________

Have you had any tests for this problem?

YES 
NO
X-Ray

MRI

Discography

CT

EMG

CT/Myelogram
  Bone Scan
Other Specify______________________________________

Current problem is the result of a (n) (Check all that apply):

Injury at work

Auto Accident

Sports

No apparent Cause

Other: ______________________________________________________________________

Is there any litigation pending?
Lawsuit
   Workers Comp     Disability
 Social Security

Current problem began: (Check all that apply)

Suddenly
Gradually
Lifting

Twisting
Fall

Bending
Pulling

Other: _____________________________________________

What makes the pain worse?
During Exercise

After Exercise

Prolonged Sitting
Prolonged Standing Walking

Bending Forward
Bending Backward
Pushing

Pulling


Squatting

Night pain



Other: _______________________________________________________

PAST MEDICAL HISTORY

SPINE Surgical History:

Date


Surgery



Complication

__________

_______________________

________________________

__________

_______________________

________________________

__________

_______________________

________________________

__________

_______________________

________________________

Other Surgical History:

Date


Surgery



Complication

__________

_______________________

________________________

__________

_______________________

________________________

__________

_______________________

________________________

__________

_______________________

________________________

Current or Past Illnesses:

Date


Illness or Hospitalization

__________

_______________________

________________________

__________

_______________________

________________________

__________

_______________________

________________________

__________

_______________________

________________________

Medication Allergies:
Are you allergic to Latex:

YES 
NO

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medication and Dosage: (Please write clearly)



Medication


Strength

# of pills per day

1. _______________________________________________________________

2. _______________________________________________________________

3. _______________________________________________________________

4. _______________________________________________________________

5. _______________________________________________________________

6. _______________________________________________________________

7. _______________________________________________________________

8. _______________________________________________________________

9. _______________________________________________________________

10. _______________________________________________________________

SOCIAL HISTORY


Age: __________

Wt :_______________
Ht: ____________
Occupation:____________________________________________________________________________
Are you?

Single
    Married 
Divorce
Widowed

Work Status?      

Full Time        Part Time
 Disabled 
Retired
      Not Working

Do you exercise?

Daily
    Weekly
Rarely

Never
Type of exercise/activity?
 ________________________________________________________________

Do you have children?

Yes 
No

How many? _________

Do you live alone?

Yes 
No

Do you have lots of stairs? 
Yes 
No

Do you smoke?


Yes 
No

Packs per day___for_____years.

Use other nicotine products?
Yes 
No

Which product do you use?
Chew
Gum
Patch
Cigar
Other:_____________

Have you quit smoking?

Yes
No

How long ago? _____________

Drink Alcohol?

Daily           1-2x/week

1-2xmonth
1-2x/year
Never

FAMILY HISTORY
Do you have a family history of:

Arthritis
YES
NO

Blood Clots/Excessive Bleeding

YES
NO

Hypertension
YES
NO

Diabetes



YES
NO

Cancer

YES
NO

Adverse Reaction to Anesthesia

YES
NO

Mental Health Disorders YES NO
Cardiac Disorders


YES 
NO

Other: _____________________________________________________________________

REWIEW OF SYSTEMS
Are you currently or have you had problems with:
Please describe all yes answers
Skin



YES
NO
_________________________________________
Ears, Nose, Throat

YES
NO
_________________________________________
Cardiac/High Blood Pressure
YES 
NO
_________________________________________

Lungs, (Asthma, Infection)
YES
NO
_________________________________________

Stomach/Digestion

YES
NO
_________________________________________

Bladder/Bowel Problems

YES
NO
__________________________________________

Hematologic/Bleeding Problems
YES
NO
__________________________________________

Diabetes



YES
NO
___________________________________________

Cancer



YES
NO
___________________________________________

Musculoskeletal


YES
NO
___________________________________________

Neurological


YES
NO
___________________________________________

Psychiatric problems

YES
NO
___________________________________________

Reproductive/Sexual Problems
YES
NO
___________________________________________

Fever/Chills


YES
NO
___________________________________________

Night Sweat


YES 
NO
___________________________________________

Night Pain


YES
NO
___________________________________________

Unexpected Weight Loss

YES
NO
___________________________________________

WHERE IS YOUR PAIN NOW

Use the body diagram to show where you feel the following sensations.
[image: image1.emf]
Please indicate in table below the percentage of pain that you currently feel in your legs, arms, neck, and back.
Leg Pain _______%

Arm Pain_______%

Neck Pain_______%

Back Pain_______%

   Total
      100      %

Pain Line: Please mark the line to indicate your normal level. 

No Pain 



Worst Possible 
0% 




        100%

[___________________________________

Health Survey
This survey asks for your views about your health. This information will help you keep track of how you feel and how well you are able to do your usual activities.

Answer every question by selecting the answer as indicated. If you are unsure about how to answer a question, please give the best answer you can. 

 ______________________________________________________________________________

1. In general, would you say your health is:  (Circle Answer)
Excellent        Very Good      Good      Fair     Poor

The following questions are about activities you might do during a typical day. Does your health now limit these activities? If so, how much?

2. Moderate activities, such as moving a table, pushing a vacuum cleaner, bowling or playing golf. 

Yes, limited a lot
 Yes, limited a little
No, not limited at all

3. Climbing several flights of stairs
Yes, limited a lot
 Yes, limited a little
No, not limited at all
During the past 4 weeks, have you had any of the following problems with your work or other regular daily activities as a result of your physical health?

4. Accomplished less than you would like.

Yes, limited a lot
 Yes, limited a little
No, not limited at all
5. Were limited in the kind of work or other activities.
Yes, limited a lot
 Yes, limited a little
No, not limited at all
During the past 4 weeks, have you had any of the following problems with your work or other regular daily activities as a result of any emotional problems (such as feeling depressed or anxious)?

6. Accomplished less than you would like.

Yes, limited a lot
 Yes, limited a little
No, not limited at all
7. Didn’t do work or other activities as carefully as usual.

Yes, limited a lot
 Yes, limited a little
No, not limited at all
8. During the past 4 weeks, how much did pain interfere with your normal work (including both work outside the home and house work)?
Not at all
A little bit
Moderately
Quite a bit
Extremely

These questions are about how you feel and how things have been with you during the past 4 weeks. For each question, please give the one answer the come closest to the way you have been feeling.

How much of the time during the past 4 weeks…
         All of the
    Most of      Some of     A little of      None of 




                       Time
    the time      the time       the time      the time
9. Have you felt calm and peaceful?  ________
_________    _________  _________  ________



10. Did you have a lot of energy?      ________
_________    _________  _________  ________
11. Have felt downhearted and blue? ________
_________    _________  _________  ________
12. During the past 4 weeks, how much of the time has your physical health or emotional problems interfered with your social activities (like visiting friends, relatives, etc.). (Circle Answer)

All of     
Most of      Some of          A little of      
None

The time          the time       the time         the time
 time
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