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PLEASE COMPLETE  THE BOX BELOW WITH YOUR PERSONAL DETAILS IN BLOCK CAPITALS

	 Do you have a pacemaker?
	YES / NO
	

	 Surname: 
	
	

	 First Name: 
	
	

	 Title:
	
	

	 Date of Birth:     
	
	

	 Age:
	
	

	 Address:
	
	

	
	
	

	
	
	

	 Post Code:
	
	

	 Tel. No. (Home):
	
	

	 Daytime Tel. No:
	
	

	 GP:
	
	

	 Practice:
	
	

	
	
	

	 Today’s Date:
	
	

	 Have you visited your GP recently with this problem?:
	
	

	 Please fully complete all questionnaires within this pack




	Assessment


	
	
	
	
	
	
	
	
	

	Discharge       

                        
	
	
	
	
	
	
	
	
	


                Diagnostic Code                                                     MPI Number

Physiotherapist to complete this section.

	Time Seen (24hr):
	
	Date:
	


	LEAFLETS GIVEN:
	L&H
	RMDQ
	VAS

	
	W
	NW
	
	


	Pathway Outcome

(please tick option)
	Pending Date Offered
	Date of Attendance for BAS
	Individual Appoint-ment Date
	Discharge Date



	Advice & Discharge


	
	
	
	

	Advice & Pending


	
	
	
	

	BAS & Pending


	
	
	
	

	Individual Treatment


	
	
	
	

	Other 

(Please Specify)
	
	
	


	REFERRED ON: Please tick

	GP
	
	MSK
	
	Others (Specify)
	


	Provisional Diagnosis:

	Mechanical LBP
	
	Nerve Root
	
	Serious Spinal Pathology
	


	Drop-In

Physiotherapist Name
	Print:



	
	Sign:





Back Service Screening Audit

To be completed by Admin Staff: 

	Site:


	
	Time of Arrival (24 hr):
	


	How did the patient arrive?
	With invitation:


	
	
	Unable to speak English - patient put on waiting list for appointment with translator?
	Yes:
	

	
	With invitation and referral:


	
	
	
	No:
	

	
	Without invitation or referral:


	
	
	
	
	


To be completed by Physiotherapist on discharge:   NICE GUIDANCE
	Treatment Information: 


	Boxes 1 - 6:

You can tick more than one option.

Box 7: 

‘Total Number of Individual Sessions’ 




 Please include:

· Drop-in assessment and individual assessment. 

· Count the Back Programme as 1 session.



	Intervention:
	1.

Advice
	2.

Individual Exercise Programme
	3.

Manual Therapy
	4.

Acupuncture
	5.

Back Programme

(Specify type)
	6.

Other 

(Please Specify)
	7.

Total Number of Individual  Sessions

	Please tick relevant box.
	
	
	
	
	
	
	


Please return to Audit File
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Name:  . . . . . . . . . . . . . . . . . . . . . . .  Date of Birth:  . . . . . . . . . . . . .  MPI No.: . . . . . . . . . . . .
MARK THE AREAS ON YOUR BODY 

WHERE YOU FEEL THESE SENSATIONS

Use the following symbols and mark all of the affected areas:

Numbness          Pins and Needles          Ache          Pain          Burning
                       ====                        oooo                      xxxx           / / / /              zzzz

[image: image2.png]




                Right                           Left              Left                           Right
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	Spinal Questionnaire

(Please ensure all questions are answered)


Name:  . . . . . . . . . . . . . . . . . . . . . . .  Date of Birth:  . . . . . . . . . . . . .  MPI No.: . . . . . . . . . . . . 
Please tick the appropriate box for your answer
	1
	Have your symptoms started as a result of an injury?

	
	
	
	
	
	
	
	
	

	
	Yes
	
	
	
	No
	
	
	

	
	
	
	
	
	
	
	
	

	
	If yes, please specify the date and nature of the injury:

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 



	2.
	Have you used steroid tablets for longer than 3 months?

	
	
	
	
	
	
	
	
	

	
	Yes
	
	
	
	No
	
	
	

	
	
	
	
	
	
	
	
	

	3.
	Have you had any weight change since the onset of your symptoms?

	
	
	
	
	
	
	
	
	

	
	Yes
	
	
	
	No
	
	
	

	
	
	
	
	
	
	
	
	

	4.
	Have you had any difficulties with your bladder or bowel function since the onset of your symptoms, eg. altered toilet habits?

	
	
	
	
	
	
	
	
	

	
	Yes
	
	
	
	No
	
	
	

	
	
	
	
	
	
	
	
	

	
	If yes, please specify:

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 



	5.
	Are you experiencing altered sensation in the genital region, eg. numbness or pain?

	
	
	
	
	
	
	
	
	

	
	Yes
	
	
	
	No
	
	
	

	
	
	
	
	
	
	
	
	

	6.
	Please tick the box if you have a history of any of the following conditions.

	
	
	
	
	
	
	
	
	

	
	Osteoporosis
	
	. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

	
	
	
	
	
	
	
	
	

	
	Tuberculosis
	
	. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

	
	
	
	
	
	
	
	
	

	
	Cancer
	
	. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

	
	
	
	
	
	
	
	
	

	7.
	Please tick the appropriate box if you have received treatment from any of the following practitioners.  Please indicate approximate dates of any treatment.

	
	
	
	
	
	
	
	
	

	
	Physiotherapy
	
	. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

	
	
	
	
	
	
	
	
	

	
	Osteopathy
	
	. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

	
	
	
	
	
	
	
	
	

	
	Chiropractor
	
	. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

	
	
	
	
	
	
	
	

	
	Other, please indicate:   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
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Name:  . . . . . . . . . . . . . . . . . . . . . . .  Date of Birth:  . . . . . . . . . . . . .  MPI No.: . . . . . . . . . . . .
	R M D Q




As you read the list, think of yourself today and mark the box with either 1 (True) or 0 (False)


	1


	I stay at home most of the time because of my back.

	

	2


	I change position frequently to try and get myself comfortable.

	

	3


	I walk more slowly than usual because of my back trouble. 

	

	4


	Because of my back I am not doing any of the jobs that I usually do around the house.


	

	5


	Because of my back I use a handrail to get upstairs.


	

	6


	Because of my back I lie down to rest more often.


	

	7


	Because of my back I have to hold on to something to get out of an easy chair.


	

	8
	Because of my back I try to get people to do things for me.


	

	9
	I get dressed more slowly than usual because of my back.


	

	10
	I only stand up for short periods of time because of my back.


	

	11
	Because of my back I try not to kneel down.


	

	12
	I find it difficult to get out of a chair because of my back.


	

	13
	I am in pain almost all of the time.


	

	14
	I find it difficult to turn over in bed because of my back.


	

	15
	My appetite is not very good because of my back.


	

	16
	I have trouble putting on my socks / tights because of the pain in my back.


	

	17
	I only walk short distances because of my back trouble.


	

	18
	I sleep less well because of my back trouble.


	

	19
	Because of my back trouble I get dressed with help from someone else.


	

	20
	I sit down for most of the day because of my back.


	

	21
	I avoid heavy jobs around the house because of my back.


	

	22


	Because of my back I am more irritable than usual.


	

	23
	Because of my back I go upstairs more slowly.


	

	24
	I stay in bed most of the time because of my back.


	

	
	
	

	
	Total
	


__________________________________________________________________________________________________________________
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	Low Back Pain Screening Questionnaire




Name:  . . . . . . . . . . . . . . . . . . . . . . .  Date of Birth:  . . . . . . . . . . . . .  MPI No.: . . . . . . . . . . . . 
Are you:
(a)  in full-time work

(b)  in part-time work

(c)  unemployed




(d)  retired


(e)  a full-time carer


(Please underline one of the above)

These questions and statements apply if you have aches or pains, such as back, shoulder or neck pain.  Please read and answer each question carefully.  Do not take too long to answer the questions.  However, it is important that you answer every question.  There is always a response for your particular situation.  
1.  Where do you have pain?  Please tick box for all the appropriate sites.


















  2 x count
	Neck   
	
	Shoulders
	
	Upper Back
	
	Lower Back
	
	
	Leg
	
	
	


2.
How long have you had your current pain problem?  (Tick one box)
	0-1 week (1)
	
	1-2 weeks (2)
	
	3-4 weeks (3)
	
	 4-5 weeks  (4)
	
	
	

	
	
	
	
	
	
	
	
	
	

	6-8 weeks (5)
	
	9-11 weeks (6)
	
	3-6 months (7)
	
	  6-9 months  (8)
	
	
	

	
	
	
	
	
	
	
	
	
	

	9-12 months (9)
	
	Over 1 year (10)
	
	
	
	
	
	
	


	3.      How would you rate the pain that you have had during the past week?  (Circle one)
	

	
0
1
2
3
4
5
6
7
8
9
10

        No pain







                   Pain as bad as 









       it could be
	


	4.      In the past three months, on average, how bad was your pain?  (Circle one)
	

	
0
1
2
3
4
5
6
7
8
9
10

        No pain







           
      Pain as bad as










          it could be
	


	5.      How constant has your pain been during the past three months?  (Circle one)
	

	
0
1
2
3
4
5
6
7
8
9
10

         No pain








      Constant pain
     
	















     10-x

	6.      Based on all the things you do to manage your pain, on an average day, how much are you able to reduce it?  (Circle one)
	

	
0
1
2
3
4
5
6
7
8
9
10

         Can’t reduce   





     

      Can decrease
         it at all








       it completely

	


	7.      How tense or anxious have you felt in the past week?  (Circle one)
	

	
0
1
2
3
4
5
6
7
8
9
10

         Absolutely calm 


              



   As tense and anxious 
         and relaxed







       as I have ever felt   
	


__________________________________________________________________________________________________________________
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Name:  . . . . . . . . . . . . . . . . . . . . . . .  Date of Birth:  . . . . . . . . . . . . .  MPI No.: . . . . . . . . . . . .
	8.      How much had you been bothered by low mood in the past week?  (Circle one)
	

	
0
1
2
3
4
5
6
7
8
9
10

         Not at all








        Extremely
	


	9.      In your view, how likely is it that your current pain may never go away?  (Circle one)
	

	
0
1
2
3
4
5
6
7
8
9
10

         Not at all








         Very large
  
	


Here are some of the things which other people have told us about their back pain.  For each statement, please circle one number from 0 to 10 to say how much physical activities, such as bending, lifting, walking or driving would affect your back.
	10.      Physical activity makes my pain worse.  (Circle one)
	

	
0
1
2
3
4
5
6
7
8
9
10

       Completely






         

        Completely
        disagree        





      
         
            agree    
	


	11.      An increase in pain is an indication that I should stop what I am doing until the pain decreases. 
             (Circle one)         
	

	
0
1
2
3
4
5
6
7
8
9
10

       Completely 






        
        Completely
         disagree









agree
	


	12.      I should not do my normal work / day-to-day activities with my present pain.  (Circle one)
	

	
0
1
2
3
4
5
6
7
8
9
10

       Completely 






           
        Completely

        disagree









agree
	


Here is a list of four activities.  Please circle one number which best describes your current ability to participate in each of these activities.














      10-x
	13.      I can walk for an hour.  (Circle one)
	

	
0
1
2
3
4
5
6
7
8
9
10

       Can’t do it 







         
      Can do it without

    because of pain







          pain being a  

    being a problem

   
   



     

 problem
	


                                                                                                                                  10-x
	14.      I can do ordinary household chores.  (Circle one)
	

	
0
1
2
3
4
5
6
7
8
9
10

        Can’t do it 







         
      Can do it without

    because of pain







          pain being a  

    being a problem

   
   



     

 problem             
	


                                                                                                                                  10-x 
	15.      I can go shopping.  (Circle one)
	

	
0
1
2
3
4
5
6
7
8
9
10

        Can’t do it 







         
      Can do it without

    because of pain







          pain being a  

    being a problem

   
   



     

 problem
	


                                                                                                                                  10-x
	16.      I can sleep at night.  (Circle one)
	

	
0
1
2
3
4
5
6
7
8
9
10

        Can’t do it 







         
      Can do it without

    because of pain







          pain being a  

    being a problem

   
   



     

 problem      
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Name:  . . . . . . . . . . . . . . . . . . . . . . .  Date of Birth:  . . . . . . . . . . . . .  MPI No.: . . . . . . . . . . . .
This section is to be completed ONLY by those who are in work (including being currently on sick leave).  If you are not in work, please return this questionnaire to the person who gave it to you.  Thank you for completing it.

  17.
Job Title: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Date stopped work for this episode: . . . . / . . .. / . . . .

            (Occupation)
  18.
How many days of work have you missed because of pain during the past 18 months?  (Tick one box)
	0-1 week   (1)
	
	1-2 weeks   (2)
	
	3-4 weeks   (3)
	
	4 -5 weeks  (4)
	
	
	

	
	
	
	
	
	
	
	
	
	

	6-8 weeks (5)
	
	9-11 weeks (6)
	
	3-6 months  (7)
	
	6-9 months  (8)
	
	
	

	

	
	
	
	
	
	
	
	
	

	9-12 months (9)
	
	Over 1 year (10)
	
	
	
	
	
	
	


	19.     Is your work heavy or boring?    (Circle the best alternative)
	

	
0
1
2
3
4
5
6
7
8
9
10

       Not at all





     
    
       
        Extremely            
	















      10-x

	20.     What are the chances that you will be working in 6 months?.  (Circle one)
	

	
0
1
2
3
4
5
6
7
8
9
10

      No chance





     
 
       
       Very large chance
	















      10-x
	21.    When you think about your work routines, management, salary promotion possibilities and work
         mates how satisfied are you with your job?  (Circle one)
	

	
0
1
2
3
4
5
6
7
8
9
10

      Not at all 




     
  
         

        Extremely
       satisfied








          satisfied


    
	















      10-x

	22.     I can do light work for an hour.  (Circle one)
	

	
0
1
2
3
4
5
6
7
8
9
10

       Can’t do it 







         
      Can do it without

    because of pain







          pain being a  

    being a problem

   
   



     

 problem      

         

	


   Total Score  
	    Thank you for completing this questionnaire.


	


(Adapted from Linton & Halldén, 1996 and The Glasgow Acute Back Pain Screening Questionnaire).
_________________________________________________________________________________________________________________
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CODES


=  False


=  True





 PHYSIOTHERAPY DROP - IN SERVICE
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