
Ehsan Saadat MD 
Spine Surgery 
New patient questionnaire 
 
Today’s date: _______________________ 
 
Patient name: _________________________________________ 
 
Date of birth: __________________________ Age: ________ years  Sex: Male Female 
 
 
Primary care doctor name:  _____________________________________________ 
 
Primary care doctor phone:  _____________________________________________ 
 
Primary care doctor address: _____________________________________________ 
 
    _____________________________________________ 
 
 

Referring doctor name:  _____________________________________________ � check here if your 
                primary doctor referred 
Referring doctor phone:  _____________________________________________     you 
 
Referring doctor address:  _____________________________________________ 
 
    _____________________________________________ 
 
 
SYMPTOMS 
 
What is the problem that you are here for today?   ___________________________________________________ 
  
 
1. This pain has been present for (write number below): 
 

_____ days ______ weeks   ______ months  ______ years 
 
2. Has the problem worsened? Yes No 

If yes, when did it worsen? ________________________ How did it worsen? ________________________ 
 
3. Circle the level of pain today (0=none, 10=worst imaginable) 
 

0 1 2 3 4 5 6 7 8 9 10 
 
4. Level of pain on worst day (0= none, 10=worst imaginable): _______ 
 
5. Do your troubles limit you from normal daily activities?  Yes No 
 
6. Is the pain (circle): Constant   or Comes and goes 
 
7. Is the pain (circle all that apply):     Sharp Dull  Stabbing       Aching      Burning Stiffness  
 
8. Does the pain shoot or radiate down arms or legs?  (circle all that apply):  
 

Right arm  Left arm  Right leg  Left leg 



 
9. Do you have weakness?  (circle all that apply): 

 
Right arm  Left arm  Right leg  Left leg 
 
 

10. Do you have numbness?  (circle all that apply): 
 
Right arm  Left arm  Right leg  Left leg 

 
 
11. The pain is worse when (circle all that apply):      
 

Sitting Standing Walking Bending Twisting Lying down 
 
 
12. The pain is better when (circle all that apply):      
 

Sitting Standing Walking Bending Twisting Lying down 
 
 
13. Do you have trouble standing for a long time?  Yes  No 

 
If yes, for how many minutes? ________ minutes 
 

14. Do you have trouble walking for a long time?  Yes  No 
 
If yes, for how many minutes? ________ minutes 
 
 

15. Have you lost control of bowel or bladder?   Yes  No 
 
If yes, please describe: __________________________________________ 

 
 
16. Do you drop things with your hands?    Yes  No 
 
17. Do you have difficulty buttoning your shirts?  Yes  No 
 
18. Do you have difficulty with balance when you walk?Yes  No 
 
 
19. Did an injury cause the current problems?  Yes  No 
 

Work-related?   Yes  No 
 

Auto accident?  Yes  No 
 

Other type of injury: _________________________________________ 
 

Date of injury: ___________________________ 
 

Lawsuit pending?  Yes  No  





TREATMENT HISTORY FOR SPINE CONDITION: 
� check here if you have received no treatment for your problem so far 
 
Medications:   
Anti-inflammatories  No Yes (name and dose): __________________________________ 
 
Muscle relaxants No Yes (name and dose): __________________________________ 
 
Narcotics  No Yes (name and dose): __________________________________ 
 
Other (name and dose): ________________________________________________________ 
 
 
Have you had physical therapy?  Yes  No 

If yes, did it help?   Yes  No  A little 
 
Have you had chiropractic care?  Yes  No 

If yes, did it help?   Yes  No  A little 
 

Have you had acupuncture?  Yes  No 
If yes, did it help?   Yes  No  A little 

 
Have you had injections?   Yes  No 
 If yes, circle what type and provide details: 
 

Epidural date: _____________________  Did it help?  Yes No  A little 
 

   date: _____________________  Did it help?  Yes No  A little 
 
   date: _____________________  Did it help?  Yes No  A little 
 

Nerve block date: _____________________  Did it help?  Yes No  A little 
 
  date: _____________________  Did it help?  Yes No  A little  

  
Facet block date: _____________________  Did it help?  Yes No  A little 
 
  date: _____________________  Did it help?  Yes No  A little 

 
Other treatments:  
 
__________________________________________       _________________________________________ 
 
 
Have you had spine surgery?  Yes  No 

If yes, please list details of all spine surgeries: 
  
 Date: __________  Surgeon: ___________________________________________ 
 

Surgery: _____________________________________________________________ 
 

 
 Date: __________  Surgeon: ___________________________________________ 
 

Surgery: _____________________________________________________________ 



 
OTHER HEALTH PROBLEMS: ________________________________________________________________ 
 
List ALL previous surgeries (spine and non-spine surgeries) with their dates 
 
_________________________________________       _________________________________________ 

 
_________________________________________        _________________________________________ 
  
_________________________________________        _________________________________________ 

  
 
List ALL medications you take and their doses (including Aspirin, Coumadin, or any other blood thinners) 
 
_________________________________________       _________________________________________ 

 
_________________________________________        _________________________________________ 
  
_________________________________________        _________________________________________ 

  
_________________________________________        _________________________________________ 

  
 
Any allergies to medications or substances (latex, contrast dye)?  No  Yes 
 

If yes, please list your allergies: ____________________________________________________ 
 
Do you smoke?    No  If yes, how much: ______________________________ 
 
Do you drink alcohol?   No  If yes, how much: ______________________________ 
 
Do you use drugs?    No   Yes (please list):  ______________________________ 

 
Occupation: ____________________________ Where do you work? ____________________________	



Patient Signature: ______________________________             Date: __________________


