DR ULI HÄHNLE & DR IAN WEINBERG  

PRE-OP QUESTIONNAIRE – CENTURION CERVICAL DISC REPLACEMENT

To be completed by the patient (please ask when in doubt)

Name (Mr/Ms)






Date





Date of birth




Height (cm)


Weight(kg)



PAST MEDICAL HISTORY
Previous Spine Operations:

Year
Operation
Surgeon
 
Result(good/poor)





1)














2)














3)














more











Previous other Operations: 
Gynaecologic:












               Abdominal:







                                                          Others:









Other illnesses:

Heart disease:













High blood pressure:












Diabetes:













Other:








Habits:  Smoking - No/Yes (cigarettes per day)


               
 Alcohol - No/Yes (please specify)








 
Pain score:

Neck (please mark the severity of your neck pain over the last two weeks from 0- 10)

0




10


No pain




Pain as bad as can be


Arm (please mark the severity of your pain over the last two weeks from 0- 10)

0




10

No pain




Pain as bad as can be

Duration of pain:



              Years


Months
                          Weeks

Pain: rate your pain 0– 10


Sitting


0




10





No pain




Pain as bad as can be


Lying


0




10





No pain




Pain as bad as can be


Manual activity

0




10





No pain




Pain as bad as can be


Walking


0




10





No pain




Pain as bad as can be

Work:  Are you working

Yes/No


Occupation













If no, did you stop working because of neck problems








Sport:
Are you doing sports

Yes/No


Which sports
















How often













If not, did you stop because of neck problems

Yes/No

Would you go back if your pain would allow it

Yes/No

Who referred you? (please specify)




Doctor

Chiropractor
Physiotherapist

Patients

Other


What non-operative treatment did you have before?




Doctor

Chiropractor
Physiotherapist

Patients

Other



Treatment:













Duration:













Result?














Medication:  












What do you expect from the treatment? (please describe in your own words)

Weakness:  
Do you feel any weakness in your arms?
No/Yes



If yes, please specify.



            When do you notice it most?
Day/night
Rest/exercise

Pins and needles or numbness:  Where?   

Anything you think would be important for us to know?

