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Independent Medical Evaluation

History Questionnaire

Instructions

Complete this history questionnaire, to the bes t of your ability, prior to your appointment
with Dr. Kuhnlein. If you do not understand a question, simply leave it blank. Bring the

guestionnaire to your appointment and present it when you check in at the front desk.

Note that your independent medical evaluation may last 2 -3 hours
depending on your situation. Please plan accordingly.
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PATIENT INFORMATION

Your Full Name

Your Age
Are you [] Right Handed [] Left Handed [] Ambidextrous

Job Analysis

By whom were you employed at the time of the incident in question?

What does this company make/do?

When did you start working there? What shift did you work?
How many hours on average did you work each week? If you worked
overtime, how many hours per week? Was overtime mandatory?

What was your job title at the time of this injury? What other jobs have you done for this
employer and for how long?

Please describe your workstation at the time of the injury on the back of this page
Include diagrams or pictures if possible.

Please describe the types of objects you might have to lift, and how much these objects
might weigh. For example, you might lift parts that weigh 20 pounds, and boxes that
weigh 50 pounds.
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How much of the day did you spend working with objects from floor to waist height?
From waist to shoulder height? Over the shoulder? For example, you might work with
things about 50% from floor to waist, 25% of the time from waist to shoulder and 25%
over the shoulder.

Floor to waist Waist to shoulder (%) | Over the shoulder (%)
(%)

Time during the
workday

How much time did you spend during the day performing the following activities?

Nonmaterial None 1-25% of 25-50% of 50-75% of | More than
Handling the shift the shift the shift 75% of the
Activities shift

Sitting

Standing

Walking

Stooping

Bending

Crawling

Kneeling

Climbing
Ladders

Climbing Stairs

Gripping or
Grasping

Using
Vibratory
Tools

Holding your
hands in one
position

Environmental Factors — How much of your day was spent working indoors/ outdoors?
If you worked primarily outdoors, would you be required to work outside in all weather?

What chemicals could you have been exposed to in the workplace?

Were you exposed to noise? If so, were you in a hearing conservation program?
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What type of tools did you work with? Please include both manual and power tools, and
how often you used them during a day, or a week, if that is more appropriate.

Did you work with heavy equipment, such as forklifts or trucks? Please discuss below,
and how often.

With what types of personal protective equipment did you work on a regular basis?

Gloves (what type?) Hearing Protection Other — please describe
below
Hard Hats Safety Glasses (side Protective guards,
shields?) harnesses, etc.
Steel toed footwear

Did you like your job and coworkers? Did you work well with your supervisor(s)? If no,
why not?

Did you hold any other jobs at the same time? If so, please list your other employers,
what job did you do, and how many hours per week did you work?

Employer Job title Hours per week

If you did not hold any other jobs at the time of your injury/illness, circle
and go on to the next section below.
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History of the Injury

Outline in your own words what happened. Please be as specific as possible.
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Current Clinical and Work Status

What physicians or chiropractors, or other health care providers are you seeing for this
condition at this time?

How often are you seeing your health care provider?

What medical treatments are you doing for this problem now? Please include any
medications, physical therapy, stretching exercises or anything you do to help.
Meds —

PT -

Other —

Current Symptoms

Please outline your symptoms below. Try to include whether your pain is constant, the
severity, where it is located, etc. Please be as specific as possible. We will go through
this also during the evaluation.
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Back pain patients only

What effect does coughing or sneezing have on your back pain?
Decrease/No Effect/Increase

What effect does bearing down to have a bowel movement have on your back pain?
Decrease/No Effect/Increase

Can you start and stop a stream of urine? Yes No
Can you control your bowel movements? Yes No
Do you get pain at the tip of your tailbone? Yes No
Does your whole leg ever become numb? Yes No
Does your whole leg ever become painful? Yes No
Does your whole leg ever give away? Yes No
Since your injury, have you had any period of

time with very little back pain? Yes No

Please discuss any Yes answers in this space

NO HURT HURTS HURTS HURTS HURTS HURTS
LITTLE BIT LITTLE MORE EVEN MORE WHOLE LOT WORST

On a scale from 0 (no pain) to 10 (excruciating pain):

What number would you give your pain at it’s LOWEST

What number would you give your pain USUALLY

What number would you give your pain at it’s HIGHEST?
1.20.06 ©John Kuhnlein, DO, MPH January 3, 2004

7




Current Work Activities

What job are you currently doing? If it is the same job as the injury job please circle
SAME JOB

If you are working in a different job for the same employer, please describe what job you
are doing now.

How long have you been doing this job?

Please describe any changes in your job duties now from before your symptoms began:

Current Work Restrictions

Do you have any current work restrictions assigned by a physician? (Yes or No)

If you do have physician assigned restrictions, are they Temporary or Permanent?
(Please Circle)

Was a Functional Capacity Evaluation used to determine these restrictions? (Yes or No)
What are your current restrictions?

Are you able to work with these restrictions easily or are you having problems? If you’re
having problems, what problems are you having?
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Aggravating and relieving factors at work

Are any of the following tasks difficult for you to perform AT WORK?

Yes/No

If yes, please circle the task below and describe what is difficult about performing the
task(s) on the lines below, i.e. what effect do these activities have on your symptoms.
Please be as specific as possible:

Lifting Pushing Pulling Carrying Walking

Sitting Standing Stooping Crawling Kneeling

Working Working Working over | Wearing Wearing safety

between the between your your shoulders | hearing glasses

floor and your | waist and protection or

waist shoulders respirators

Working Working in hot | Using your legs | Wearing safety | Using hand

outdoors or cold weather shoes (steel tools or power

toed boots) tools

Working on Going up/down | Pinching Gripping or Working

ladders stairs grasping objects | around
chemicals

Other:

What do you do to reduce your symptoms, or make them better AT WORK?
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Aggravating and relieving factors atho me

If you have any problems with the following activities AT HOME please circle them.
Please explain any circled answers in the space below the table:

Activity Examples

Self-Care, Personal Hygiene Urinating, defecating, brushing teeth,
combing hair, bathing, dressing oneself,
eating

Communication Writing, typing, seeing, trouble
communicating because of a hearing or
speaking problem,

Physical Activity Standing, sitting, reclining, walking,
climbing stairs, lifting, pushing pulling

Sensory function Hearing, seeing, feeling with your fingers,
tasting smelling

Nonspecified hand activities Gripping, grasping, lifting, pushing,
pulling, carrying, being able to tell dimes
from quarters by touch alone

Travel Riding, driving, flying

Sexual function Orgasm, ejaculation, erection

Source:Table 12, The AMA Guides to the Evaluation of Permanent Impairment, Fifth Edition

What do you do to reduce your symptoms, or make them better AT HOME?

Changes in Symptom Pattern

When you compare your symptoms now to a year ago are your symptoms
Worse/ About the Same/ Better

When you compare your symptoms now to six (6) months ago are your symptoms
Worse/ About the Same/ Better

When you compare your symptoms now to three (3) months ago are your symptoms
Worse/ About the Same/ Better

Work Time Lost for this Problem

How much time did you miss from work as a result of this injury? Please be as specific
as possible.
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Past Occupational History
Please list your previous employers, beginning with your most recent and moving down
to your first job after school, if possible. For example ABC Corporation, Cameraman, 5
years, better job at NBC Corporation If you need more space, please continue on the

back of this sheet.
Employer Job Number of Years Why did you leave
Worked Here this job?
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Past Medical History

Please list any other medical problems; any other illnesses or injuries at any time, not
just this one? If you need more space, please continue on the back of this sheet.

Please list any operations you have had in the past. Include all surgeries, not just for the
condition for which I am seeing you. If you need more space, please continue on the
back of this sheet.

Have you ever had any other worker’s compensation cases in the past? YES/NO

If so, please outline below. Please include the name of the employer, and whether you
were given an impairment rating for the injury or illness. If you need more space, please
continue on the back of this sheet.

Year Injury/Illness Employer Was impairment
assigned?

Have you ever had any symptoms or injuries in the same location beforethis injury?
If so, please outline below. Include the year, and what happened.

If you have had any previous impairment ratings for the same body part, and if you can
remember, what was the rating and when?

Have you ever had any symptoms or injuries in the same location sincethe injury?
Any intervening worker’s compensation cases?

1.20.06 ©John Kuhnlein, DO, MPH January 3, 2004
12




Current Medication s

Are you taking any prescription, nonprescription, vitamins or herbal medications? Please
list, including doses and how often you take your medication.

Prescription medications | Non prescription Vitamins/Herbal
medications Medications

Allergies

Do you have any allergies to any medications? Do you have any Environmental
Allergies (Hay fever)?

Social History

Do you smoke? [l No [J Yes,Ismoked in the past, but I quit in (year)
[l Yes, packs per day for  years

Do you use other forms of tobacco? [] Chewing Tobacco [] Cigars [l Pipe

How many alcoholic beverages do you drink per week?
What type of alcoholic beverage do you drink?

Do you currently use illegal substances? Have you ever had any work or legal problems
due to drugs or alcohol?

Family Status
Are you:  Married/Separated/Single/Divorced/Widowed

If you are married how long have you been married?
Where does your spouse/significant other work? What job do they perform?

Is your spouse/significant other in good health? [] Yes [] No If No, please
explain:

Do you have any children? = What are their ages and gender? Are your children in
good health? If not please outline below as well.
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Education
What was the last grade you completed in school? Where?

If you did not graduate from high school, why did you leave school early? Do you have a
GED? If so, when and where did you earn your GED?

Military Service

Have you ever served in the military? (Yes or no)
If so in what branch and during what years?

Sleep Patterns

On average, how many hours of sleep do you get per night?  hours

Do you awaken with a sore throat or headache? (Yes or no)

Do you awaken rested in the morning? (Yes or no)

If you have problems getting a good night’s sleep, please outline why you have problems
sleeping below:

Sports and Hobbies
In what sports and/or hobbies did you participate before this injury?

Are you still able to participate in the sports and/or hobbies as before? (Yes or no) if not,
why not?

Caffeine Intake

Caffeine intake per day - cups of coffee ___cups of tea soft drinks
Other:
At what time during the day do you stop your caffeine intake?
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Social Security Disability S tatus

Are you on or applying for Social Security Disability Benefits? (Yes or No)
If you are on Social Security Disability Benefits, when were they granted?

Family History

What diseases or medical conditions run in your family?
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I Viedicine at Work
1241 Park Place NE, Suite A

Cedar Rapids, I1A 52402

Driving directions
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From the south ‘take - 380 to t'hek(fo‘lllns Road exit.

Turn Left at the first light onto Council Street.

Take an immediate Right behind Paneras.

Turn L on Duffy Dr Take the first right.

We are directly behind the ChiliOs parking lot, around the corner froniTravel Advisors.

Get Mapquest directions

1.20.06 ©John Kuhnlein, DO, MPH January 3, 2004
16




