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Medical Questionnaire:Thoracolumbar Spine Conditions
Protected B when completed.
Mailing address (No., Street, Apartment No., PO Box, RR No.)
Very specific information is required by Veterans Affairs Canada (VAC) to evaluate and assess a client's claimed/entitled condition(s).  This information can be provided with one of the following options:
 
OPTION 1 - complete the following medical questionnaire, OR
 
OPTION 2 - submit a detailed report which includes all the information requested in this medical questionnaire.
LIST CONFIRMED MEDICAL DIAGNOSIS(ES) OF THORACOLUMBAR SPINE CONDITION(S):
1.
2.
MEDICAL HISTORY (continued on the next page)
Thoracolumbar Spine Injury(ies):
Non Radicular Pain
If yes, check applicable:
PLEASE ATTACH/FORWARD COPIES OF RELEVANT REPORTS
(e.g., Consultation(s), hospital discharge summary(ies), diagnostic imaging)
MEDICAL HISTORY (continued)
Radicular Pain/Sciatica
If yes, check applicable:
(Add any additional comments on the last page.)
Treatment
Are further relevant diagnostic test(s) or consultation(s) ongoing or planned?
PHYSICAL EXAMINATION
Leg Length Measurement: Measured from the ASIS to the Medial Malleolus crossing the knee on the medial side.
cm
cm
ACTIVE Range of Motion         (N = Normal)
Describe pain with movement:
Flexion (N = 90°)
Extension (N = 30°)
Right lateral flexion (N = 35°)
Left lateral flexion (N = 35°)
Right rotation (N = 35°)
Left rotation (N = 35°)
Ankylosis:
NERVE ROOT TENSION SIGNS (continued on the next page)
 
Straight Leg Raising (SLR) Test (measure in degrees):
Lying Down - Right Leg
Sitting Up - Right Leg
Lying Down - Left Leg
Sitting Up - Left Leg
Femoral Stretch Test:
 
The individual lies in a prone position and extends the hip on the affected side.  The examiner may assist this movement.  Elicit if pain is reproduced on the symptomatic side in a dermatomal pattern.
Completed:
Complete at least 2 of the following 3 tests:
Hoover Test:
 
While performing the SLR, the examiner places a cupped hand under the heel of the asymptomatic side.  Determine if individual applies sufficient downward pressure for performance of the SLR.
Completed:
NERVE ROOT TENSION SIGNS (continued)
Cross Over Test:
 
Patient lies on the examination table and raises the asymptomatic side (the well leg).  Elicit if pain is reproduced on the symptomatic side in the dermatomal pattern.
Completed:
Bowstring Test:
 
The examiner performs the SLR test to reproduce sciatica.  The examiner bends the knee to relieve the sciatica and then applies pressure in the popliteal fossa.  Elicit if pain is reproduced on the symptomatic side in a dermatomal pattern.
Completed:
LOWER EXTREMITY NEUROLOGICAL EXAMINATION (continued on the next page)
 
Provide examination findings for BOTH lower limbs.
Sensory Impairment:
Motor Impairment:
Strength Testing Scale:
 
5         =         Normal power
 
4         =         Incomplete movement against resistance
 
3         =         Movement against gravity
 
2         =         Movement with gravity limited
 
1         =         Flicker of contraction
 
0         =         Total paralysis
Reflexes:  Grade with Reflex Testing Scale:
Reflex Testing Scale:
 
0         =         Absent
 
1         =         Diminished
 
2         =         Normal
 
3         =         Increased
 
4         =         Clonus
Right
Left
Babinski present:
LOWER EXTREMITY NEUROLOGICAL EXAMINATION (continued)
Privacy Notice
 
Veterans Affairs Canada (VAC) is committed to protecting individuals' privacy rights, including safeguarding the confidentiality of the information provided.  The information provided on this form is collected under the authority of the Pension Act, the Veterans Well-being Act, the Royal Canadian Mounted Police Superannuation Act and/or the Royal Canadian Mounted Police Pension Continuation Act for the purpose of determining disability entitlement and/or assessment.  Providing this information is voluntary.  However, an incomplete form may cause delays for the individual.  This personal information may be shared for case management purposes, to determine eligibility for additional benefits, or for commemorative activities, where applicable.  The recorded opinion about an individual is considered personal information about and belonging to that individual.  The individual to whom this information belongs has the right to the correction of, access to, and protection of their personal information under the Privacy Act and to file a complaint with the Privacy Commissioner of Canada, at 30 Victoria Street, Gatineau, QC, K1A 1H3, over VAC's handling of their information.  Additional information about how VAC handles personal information can be found in the Information about Programs and Information Holdings publication found on VAC's website. 
Health Professional's name (last name, first name)
Mailing address (No., Street, Apartment No., PO Box, RR No.)
Telephone (Country Code, Area Code, No.)
(
)
Telephone (Country Code, No.)
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