SCOLIOSIS INFORMATION

PROLIANCE
ORTHOPAEDICS
& SPORTS

Date Filled Out MEDICINE

BELLEVUE ® ISSAQUAH ¢ REDMOND

Last Name First Name
Occupation:

Ml Age Birth date
Gender (1M [JF

Who First Noticed the Scoliosis?
CIMe

CIParents or Siblings

[CJSchool Screening

[CIMy Doctor Name of Doctor

Primary Care Doctor’s Name

Other Doctors Names

How Long Ago Was it First Noticed?

Have You Had Any Tests Done For This?
OX-rays

CIMRI

[CIBone Scan

[CICAT Scan

CImyelogram

Current Symptoms
Do you have any of these Symptoms now?
[IBack Pain
[shoulder Pain CIRt. (Lt
OLeg Pain Rt Lt
CINumbness ~ Where:

ClTingling ~ Where:

CIArm or Leg Muscle Weakness
Explain:

[CITrouble Controlling Bowels or Bladder

[CJpain with Coughing, Sneezing or Straining

Cpain that wakes you from Sleep

Do you get any Regular Exercise? []Yes [JNo

What Treatments Have You Had For This?
CINothing [Electrical Stimulation
Cphysical Therapy ~ [IBrace

[CJBack Exercises

[CIChiropractic

CIMmassage

[C]other:

Does Anyone Else in Your Family
Have Scoliosis? [_]Yes [_]No
If Yes Who?

If you have a family member with any of the
following diseases please check.
CIMarphan’s
CINeurofibromatosis
CIMuscular Dystrophy
Ccharcot-Marie-Tooth

If Yes What?
How Many days per Week?

Do You Have Any of the Following Symptoms? (Check all that apply.)

[JFeeling Sick [Iweight Loss [JFevers

[ Morning Stiffness

[JShaking Chills []Nausea

I Electrical Shock Feelings [1Visual Disturbance  [JBalance Problems
I Trouble Writing  CIDifficulty with fine manipulations

[0 Buzzing Sensation in Arms or Legs

Previous Scoliosis Treatment

Have You Had Surgery on Your Back Before? [Jyes [INo
If Yes Please List the Type of Operation, Approximate Year , and Doctor’s Name

Operation

Doctor

1)

2)

3)

4)
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PROLIANCE

ORTHOPAEDICS
& SPORTS
MEDICINE
Past SUFQICBJ HIStOI’V BELLEVUE * ISSAQUAH ¢ REDMOND
Social History (Don’t include operations listed above)
How Far Did You Get In School? Operation Year
[IDidn’t Graduate High School [JHS Grad 1)
[JSome College [College Grad 2)
[Professional or Advanced Degree 3)
Are You Married? CYes CINo 4)
How Many Children? 12 3 O4 s Os 5)
Are You Working? (I Disabled CIRetired CJWorking 6)
OdParenting CTaking Time off C1Unemployed 7)

Previous Medical Problems
Please Check Any Medical Problems You Have Had or Currently Have

Cardiac Respiratory Endocrine Gl

[CIHypertension JcopPD [0 Diabetes [ Irritable Bowel Syndrome
OcCoronary Artery Disease [JAsthma 0 Hypo- Thyroidism [ Colon Cancer
CIMyocardial Infarction [0 Hyper — Thyroidism [ Diverticulitis
[CCongestive Heart Disease [ GE Reflux

OAtrial Fibrillation 0 Hepatitis

[ High Cholesterol [ Ulcer Disease

Urinary and Genital Musculoskeletal Skin Neurologic
CJEnlarged Prostate [CDegenerative Arthritis ~ [IMelanoma CMultiple Sclerosis
[COKidney Stone Of: [CJother Skin Cancer [ Parkinson’s

O urinary Tract Infection [CORheumatoid Arthritis OPsoriasis [CIstroke

[CdProstate Cancer OFibromyalgia OPeripheral Neuropathy
[Bladder Cancer CINeck Pain

[IRenal Cancer Cupper Back Pain

ovarian Cancer
[ Uterine Cancer

Psychiatric/ Emotional Blood Disorders Ear/Nose/ Throat

[ Alcoholism OHIv OLip/ Tongue or Throat Cancer
[ Drug Use / Abuse [IBleeding Disorder [ Chronic Sinusitis

[ Depression CJAnemia [COHearing Problems

[ Anxiety Disorder CJLeukemia

[ Bipolar Disorder CJLymphoma

Enter Any Other Medical Problems Not Listed Above Here:

Please List Any Allergies to Medicines?

Please List All Regular Medications?

Do You Smoke? [JYes [INo If Yes, how many packs per Day:
Alcohol: How Many Drinks, Glasses of Wine or Beers per Day: CONever [J<1 [J1 2 O3 O4 [O5

Avre there Any Medical Problems That Run in the Family?
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