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               CT Questionnaire
Have you had surgery on your Lumbar spine? Y / N if yes, when? __________________

What facility? ____________________________________________________________

Do you know what kind of surgery you had? Y / N if yes, explain: _________________

________________________________________________________________________

________________________________________________________________________

Symptoms

Do you have low back pain?



Y / N
Do you have difficulty raising your feet?

Y / N
Do you have difficulty lowering your feet?

Y / N
Do you unnaturally retain urine?


Y / N
Do you have pain, numbness or tingling in any of the following areas?







Right


Left

Buttocks




____


____


Side of thigh



            ____


____

Front of thigh



            ____


____

Back of thigh



            ____


____

Calf




   
____


____

Foot near big toe



____


____

Foot near small toe



____


____

Leg weakness



            ____


____




How long have you had the above symptoms? ________________________

History on patient only: 

History of medical disease (Parkinson’s, Arthritis) Y/ N

_____________________________________________________________

History of Cancer (If yes, please indicate primary cancer) Y/ N 
_____________________________________________________________

