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NEUROLOGICAL QUESTIONNAIRE 
(SPINE DISORDERS)
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PLEASE COMPLETE THE FOLLOWING SECTIONS AS APPROPRIATE
Medical information is needed to establish your patient’s eligibility under the disability provisions of the Retirement System Administration.  The information must be sufficiently detailed to enable a reviewing physician to make an independent determination as to severity and duration of the impairment.  Please answer the questions below based on information available in your records. 

1. Date of first visit________________________.  Chief complaints (summary) 
	  ____________________________________________________________________________________ 
	  ____________________________________________________________________________________ 
	  ____________________________________________________________________________________ 
	  ____________________________________________________________________________________ 

2. Significant past history_____________________________________________________________________ 
	  ____________________________________________________________________________________ 
	  ____________________________________________________________________________________ 
	  ____________________________________________________________________________________ 

3. Please indicate the date when the condition first imposed limitation on the claimant. 
   _________________.  Findings on that date __________________________________________________ 
	  ____________________________________________________________________________________ 
	  ____________________________________________________________________________________ 
	  ____________________________________________________________________________________ 

4. Has surgery been performed or is it planned for the future? _________ Yes  _________ No 
   If yes, give type, date and details of surgery (or copy of operative note) 
	  ____________________________________________________________________________________ 
	  ____________________________________________________________________________________ 
	  ____________________________________________________________________________________ 

5. Is there any contraindication to surgery? _______Yes    ________No 
   If yes, give details__________________________________________________________________________ 
	  ____________________________________________________________________________________ 

6. Is patient willing to undergo surgery?  ________Yes   ________ No  
   If no, give reasons: ________________________________________________________________________ 
	  ____________________________________________________________________________________ 
	  ____________________________________________________________________________________ 

7. Date of last examination________________________________________________________ 

FINDINGS ON LAST EXAMINATION  

8. Ranger of Motion:  Give remaining, degrees of motion of involved areas (or complete the 
                               attached, range of motion chart): 

   Ranger of motion of:

	a. Cervical Spine: 	Flexion_________________		Extension________________ 
				Rotation________________		Lateral__________________ 
	b. Thoracic: 		Flexion_________________		Extension________________ 
				Lateral Flexion: ______________________________________________ 
c. Lumbar:		Flexion_________________		Extension________________                    	Lateral Flexion_______________________________________________ 
d. Involuntary Movements (Specify Area) 
	  ____________________________________________________________________________________ 

9. Neurological findings:
a. Motor System:
1. Location and severity of any muscle spasm_____________________________________ 
	  ____________________________________________________________________________________ 

The following provide for five categories of muscle power that you can use to indicate severity and the degree of claimant’s motor deficit: 

1. Trace- 	Only muscle contraction demonstrated by electrical stimulation is present. 
2. Poor- 	The person can move the muscle but is unable to complete a full range of     
   		motion of the associated joint. 
3. Fair-  	The associated joint is able to move through a full range of motion but the   
                muscles can not resist any external pressure. 
4.  Good-	The associated joint is able to complete a full range of motion and can easily 
		resist moderate external pressure. 
5.  Good to normal- The associated joint is able to complete a full range of motion and able 
			   to resist any external pressure.   

b. Motor deficit present in extremities.  Based on the degree of muscle power, please  
Indicate severity.  (Scale 1 to 5). 

Upper extremity: ____________________Right _____________________Left 
Lower Extremity: ____________________Right _____________________Left 
Specify muscle groups if less than 4 _______________________________________________
________________________________________________________________________________________________________________________________________ 
c. Muscle Tone: Describe any muscle atrophy (include any measurements)____________ 
________________________________________________________________________________________________________________________________________ 
	d. Describe any other motor abnormality (e.g. rigidy, bradikinesia, ect.) ________________ 
              _____________________________________________________________________________________ 
              _____________________________________________________________________________________ 
	e. Ability to walk on heels or toes______________________________________________________ 
              _____________________________________________________________________________________ 
              _____________________________________________________________________________________ 
	f. Assistive device: __________ Yes     ___________ No  
             If this device is necessary, explain why________________________________________________ 
          	  ____________________________________________________________________________________ 
 	  ____________________________________________________________________________________ 

10. Reflexes (DTR 1-4): 
Patellar______________ Normal_______________   Diminished_____________ Absent 
Achilles______________ Normal_______________   Diminished_____________ Absent 
Biceps_______________ Normal_______________   Diminished_____________ Absent
Triceps______________  Normal_______________   Diminished_____________ Absent 


11.  Babinsky: _______________________________________________________________________________ 
	  ____________________________________________________________________________________ 


12. Sensory Exam: 
     Any abnormality? ________ Yes    _________ No 
     If yes, describe and give location_________________________________________________________ 
	  ____________________________________________________________________________________ 
  	  ____________________________________________________________________________________ 

13. Are sensory abnormalities, if any consistent with other clinical findings? ____Yes ____ No 
     If no, explain _____________________________________________________________________________
	  ____________________________________________________________________________________ 

14. Findings on test for nerve root compression (e.g. Straight Leg Raising, Lasegue, etc.) 
	  ____________________________________________________________________________________ 
	  ____________________________________________________________________________________ 

15. Describe gait and station comment if any assistive device is medically required. 
	  ____________________________________________________________________________________ 
	  ____________________________________________________________________________________ 
	  ____________________________________________________________________________________ 

16.  If abnormalities were noted above, have they been persistent/recurrent?____Yes ____No 
      If yes, for how long? _________________________________________________________ 

17. Laboratory:  Give detailed findings of X-ray, EMG, Myelography if available. _____________
	  ____________________________________________________________________________________ 
	  ____________________________________________________________________________________ 
	  ____________________________________________________________________________________ 

18. Is there any mental complication? (e.g. memory, judgement). Please describe. __________ 
	  ____________________________________________________________________________________ 
	  ____________________________________________________________________________________ 

19. Treatment and Response:________________________________________________________________ 
	  ____________________________________________________________________________________ 


20. Diagnosis:_______________________________________________________________________________ 
	  ____________________________________________________________________________________ 

21. Prognosis:_______________________________________________________________________________ 
	  ____________________________________________________________________________________ 
	  ____________________________________________________________________________________ 
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