DR’s U Hähnle / I Weinberg

POST-OP QUESTIONNAIRE - Kineflex Disc Lumbar
To be completed by the patient (please ask when in doubt)

Name (Mr/Ms)





Date







Date of birth




Height (cm)


Weight (kg)




Diagnosis













Procedure performed


















Date of operation












Time since operation           
6w
3m
6m
1y
2y
3y
5y
7y

QUESTIONNAIRE

Satisfaction with outcome of treatment

Excellent
Good

Fair

Poor

Would you undergo the same operation again or recommend it to friends?


Yes


Don’t know

No

Pain score (please grade your present pain)  0 = no pain
10 = Pain as bad as can be

General
Before operation




Today





Specific today

Back pain?
0


5


10






No pain




Pain as bad as can be


Leg pain?
0


5


10



No pain




Pain as bad as can be


Stiffness?
0


5


10



No pain




Pain as bad as can be

Others? (please explain)









Medication:


Name

Dose

times per day

per week

Painkillers

Anti-inflamatories

Others
Work


What work do (did) you do











Do you feel like going back to your previous occupation?
Yes

No


If you are already back at work- when did you go back?
Date




What are the remaining restrictions at work?








Sports

What sports do (did) you do?






none

Do you feel like going back to your previous sport?

Yes

No


If you are back at sport – when did you go back

Date






What are the remaining restrictions in sport?








What are the remaining restrictions in daily life?

What did you not like about the treatment?

What did you like about the treatment?

What would you improve in work up and treatment?

Other comments?

