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INFORMATION FORM
SPINAL PROGRAMME (BACK)

GENERAL INFORMATION

TO BE COMPLETED BY APPLICANT

MEMBER DETAILS:

Membership number     Title  Initials    

Surname 

Email address 

PATIENT DETAILS:

Surname 

First name Title   

Address 

Code   

Email address 

Telephone  (H) (W)

  (Cell phone)

Preferred time of contact           Day

(Please tick)                                  Time 

TO BE COMPLETED BY ATTENDING MEDICAL PRACTITIONER

DOCTOR DETAILS:

Surname Initials     

Practice number Telephone   

Fax  Cell phone   

Postal address 

Code   

Email address 

ASSOCIATED SPECIALIST DETAILS:

Surname Initials      

Speciality 

Practice number Telephone   

Fax  Cell phone   

Postal address 

Code   

Email address 

Monday              Tuesday          Wednesday        Thursday              Friday

9:00                    10:00                   11:00                 12:00                   13:00                   14:00                 15:00                    16:00
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 CLINICAL INFORMATION

TO BE COMPLETED BY APPLICANT

Weight   kg         Height   cm 

Smoking                Yes   No        Stopped       <12 months ago            >12 months ago 

Exercise                       Never                                   <1 hour per week           1-3 hours per week          >3 hours per week

Allergies   Penicillin   Aspirin                                 Sulphonamides 

 Other   

When did the back pain start?                                       Date:     

Was there any precipitating event, e.g. trauma?     Yes    No

                                                  If yes, please specify:

         Have you had lower back pain in the past?     Yes    No

                              If yes, tick one of the following:      less than two years ago      two to five years ago      more than five years ago

What other medical conditions do you have?

Asthma          Hypertension                  Post-traumatic stress

Chronic renal failure        Neoplasm                         Previous trauma

Depression         Osteoarthritis                  Thyroid disease

Diabetes                              Osteoporosis                   Other: 

Emphysema                       Parathyroid disease

What is your Oswestry Disability Index score?  

TO BE COMPLETED BY ATTENDING MEDICAL PRACTITIONER

Date of consultation                 

Membership no.   Doctor’s practice no.  

Surgical procedure Date Surgeon Surgeon contact details

(See ‘The Oswestry Disability Index’ on page 5. The Oswestry Disability Index is a useful means of measuring your difficulty in
functioning due to your back pain. Follow the instructions to determine your score). 

Diagnosis                                                                                                                                                                                         ICD-10 code 
 
PREVIOUS SURGERY

Has the patient had any previous back surgery?    Yes    No

If yes, please complete the following:
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Membership no.   Doctor’s practice no.  

TO BE COMPLETED BY ATTENDING MEDICAL PRACTITIONER (CONTINUED)
 
PRESENTING SYMPTOMS

Non-specific back pain     Incontinence                                 Other

Unilateral non-radiating back pain         Trauma                         

Unilateral radiating back pain     Distal limb weakness                  

Bilateral radiating back pain                       Foot drop                   

Parasthesia                   Paralysis
 
EXAMINATION FINDINGS

Tenderness  No

  Yes      Anatomical site L1/L2                                          L3/L4                                             Paraspinal   

                  L2/L3                                          L4/L5                                             Other

                  L3/L4                                          L5/S1

Range of motion Normal

  Limited  If limited, please specify degree:

     Flexion   L lateral rotation

     Extension  L lateral flexion

     R lateral rotation R lateral flexion

Distal sensation Normal

  Impaired  Dermatome/s

Distal limb movements Normal

  Impaired  Specify

Reflexes                  Knee Present Ankle   Present               Babanski   Present               Other: Specify        Present

  Absent                           Absent                                     Absent                                                   Absent

Foot pulses:  Right Present, normal               Present, weak                       Absent

                          Left Present, normal               Present, weak                       Absent

Saddle anaesthesia No Straight leg raising Normal

  Yes                             Positive                                    Degree

Other signs on examination:

 
INVESTIGATIONS

Date                                                                                  Results

X-rays          

MRI scan          

CT scan          

Bone density scan        

Blood tests          

Other          

>
>
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TO BE COMPLETED BY ATTENDING MEDICAL PRACTITIONER (CONTINUED)
 
TREATMENT

What medication has been prescribed? 

 

 

 

 

 

 

What other treatment has the patient received for back pain? 

What further treatment is prescribed? (Please specify)

What is the patient’s prognosis?    Will improve on current treatment

   Disease progressive, requires further non-surgical treatment 

   Disease progressive, requires further surgical/interventional treatment

   Disease progressive, not candidate for surgical/interventional treatment

   Disease non-progressive, requires treatment for pain

   Other   

Name Date Strength Duration

1

2

3

4

5

6

Treatment Date Provider Provider contact details

Cognitive behavioural therapy

Epidural injection

Exercise therapy

Functional restoration therapy

Intrathecal drug delivery

Massage therapy

Multidisciplinary back pain clinic

Multidisciplinary therapy

Physiotherapy

Radiofrequency ablation

Spinal cord stimulator therapy

Spinal manipulation

Other

Treatment Date Provider Provider contact details

Membership no.   Doctor’s practice no.  



5

OSWESTRY DISABILITY INDEX
This questionnaire is designed to give us a better understanding of how your back pain has affected your ability to manage 
everyday activities. Please answer each section by ticking the ONE CHOICE that applies to you most. You may feel that more than 
one statement is applicable to you, but please only tick the ONE CHOICE, which closely describes your problem at present.

SECTION 1: PAIN INTENSITY

SECTION 2: PERSONAL CARE

SECTION 3: LIFTING

SECTION 4: WALKING

SECTION 5: SITTING

A.  The pain is very mild but comes and goes. A

B.  The pain is mild and does not vary much. B

C.  The pain is moderate but comes and goes. C

D.  The pain is moderate and does not vary much. D

E.  The pain is severe but comes and goes. E

F.  The pain is severe and does not vary much. F

A.  I don’t have to change the way I wash or dress to avoid feeling pain. A

B.  I don’t normally change the way I wash or dress, even though it causes some pain. B

C.  Washing and dressing increases the pain, but I manage not to change the way I do it. C

D.  Washing and dressing increases the pain and it is necessary to change the way I do it. D

E.  Because of the pain, I am unable to wash and dress myself without help. E

F.  Because of the pain, I am unable to wash or dress myself without help and stay in bed for most of the day. F

A.  I can lift heavy weights without feeling pain. A

B.  I can lift heavy weights, but it causes more pain. B

C.  Pain prevents me from lifting heavy weights off the floor. C

D.  Pain prevents me from lifting heavy weights off the floor, but I can manage if they are conveniently positioned, e.g. on the table. D

E.  Pain prevents me from lifting heavy weights, but I can manage light to medium weights if they are conveniently positioned. E

F.  I can only lift very light weights. F

A.  Pain doesn’t prevent me from walking. A

B.  Pain prevents me from walking less than a mile (1.6km). B

C.  Pain prevents me from walking more than a mile (1.6km). C

D.  Pain prevents me from walking more than half a mile (800m). D

E.  I can only walk while using a cane or crutches. E

F.  I am in bed most of the time and have difficulty going to the bathroom. F

A.  I can sit in any chair as long as I like without feeling pain. A

B.  I can only sit in my favourite chair as long as I like without feeling pain. B

C.  Pain prevents me from sitting for more than an hour. C

D.  Pain prevents me from sitting for more than half an hour. D

E.  Pain prevents me from sitting for more than 10 minutes. E

F.  Pain prevents me from sitting at all. F

Membership no.   Doctor’s practice no.  
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SECTION 7: LYING DOWN/SLEEPING

SECTION 8: SOCIAL LIFE

SECTION 9: TRAVELLING

SECTION 10: DEGREE OF PAIN

A.  I feel no pain while lying down. A

B.  I feel pain while lying down, but it doesn’t prevent me from sleeping. B

C.  Because of pain, my normal night’s sleep is slightly reduced. C

D.  Because of pain, my normal night’s sleep is reduced, but not significantly. D

E.  Because of pain, my normal night’s sleep is significantly reduced. E

F.  Pain prevents me from sleeping at all. F

A.  My social life is normal and it causes me no pain. A

B.  My social life is normal, but increases the degree of my pain. B

C.  Pain has no significant effect on my social life apart from limiting my more energetic interests, e.g. dancing. C

D.  Pain has restricted my social life and I do not go out very often. D

E.  Pain has restricted my social life to my home. E

F.  Pain prevents me from going out at all. F

A.  I feel no pain while travelling. A

B.  I feel some pain while travelling, but none of my usual forms of travel make it any worse. B

C.  I feel more pain while travelling, but it does not compel me to seek alternative forms of travel. C

D.  I feel more pain while travelling, which compels me to seek alternative forms of travel. D

E.  Pain restricts all forms of travel. E

F.  Pain prevents all forms of travel, except while lying down. F

A.  My pain is rapidly improving. A

B.  My pain fluctuates, but overall is definitely improving. B

C.  My pain seems to be improving slowly at present. C

D.  My pain is neither improving nor worsening. D

E.  My pain is gradually worsening. E

F.  My pain is rapidly worsening. F

 DISABILITY INDEX SCORE:         A = 0           B = 1            C = 2            D = 3            E = 4            F = 5        

Scoring: For each section the total possible score is 5. Therefore, if all the sections are completed the total possible score is 50. 
Your Disability Index Score is calculated as follows: Example: 16 (total scored)/50 (total possible score) x 100 = 32%.
If one section is missed or not applicable, the score is calculated as follows: 16 (total scored)/45 (total possible score) x 100 = 35.5%.

(Source: Fairbank JCT & Pynsent, PB (2000) The Oswestry Disability Index. Spine, 25(22):2940-2953)

                     %

SECTION 6: STANDING

A.  I can stand for long without feeling pain. A

B.  I have some pain while standing, but it does not increase with time. B

C.  I can’t stand for longer than an hour without increasing pain. C

D.  I can’t stand for longer than half an hour without increasing pain. D

E.  I can’t stand for longer than 10 minutes without increasing pain. E

F.  I avoid standing because it increases pain right away. F

OSWESTRY DISABILITY INDEX (CONTINUED)

Membership no.   Doctor’s practice no.  
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Return address: PO Box 921, Westville, 3629
 Tel 0860 100 078   Fax 0866 040 569 Email dm@medipos.co.za
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PATIENT CONSENT 

1. I hereby confirm that the information provided in this application is true and correct.
2. I acknowledge that Medscheme MEDiPOS Business Unit is the administrator of the programme and that any medical treatment prescribed as well 

as the general management of my chronic condition/s, will be the sole responsibility of my medical practitioners, in consultation with myself. 
Medscheme MEDiPOS Business Unit and the Scheme and/or employer will accordingly not be held liable for any claims by me or my dependants 
arising from the implementation of the programme.

3. I hereby give my consent to Medscheme MEDiPOS Business Unit, including their agents and medical staff, to obtain my special personal 
information (i.e. health and biometric) from my healthcare providers (pharmacy, pathology, medical doctor and radiology) to assess my medical 
risk and enrol me on the programme and to use such information to my benefit. I understand and agree that special personal information relevant 
to my current state of health can be disclosed to third parties for the purpose of scientific, epidemiological and/or financial analysis without 
disclosure of my identity.

4. I understand that no information regarding my case will be made available to my employer/s or any other person not directly involved in my care.
5. I give my consent to Medscheme MEDiPOS Business Unit to electronically store, access, process and retain my special personal information for the 

purposes set out in this document as may otherwise be required to administer the programme. 
6. Whilst Medscheme MEDiPOS Business Unit undertakes to take all reasonable precautions to uphold the confidentiality of information disclosed to 

it, I am aware that the Scheme and/or employer and practitioner (where necessary) shall also gain access to the same information. I shall therefore 
not hold Medscheme MEDiPOS Business Unit  liable for any claims by me or my dependants arising from any unauthorised disclosure of my special 
personal information to other parties.

7. I shall be entitled to terminate my participation in the programme at any time with immediate effect on notice to the Scheme, but understand 
that all benefits that i enjoyed under the programme shall immediately cease and the Scheme shall not be obliged to reinstate such benefits at any 
time thereafter. I understand that the consequences of such a decision will rest with me alone.

8. I acknowledge that, should I not comply with the programme protocols or prescribed treatment, the Scheme and/or employer, at its sole 
discretion, may elect to exercise its rights and limit my benefits to the prescribed minimum benefits (PMBs), subject to the applicable legislation 
and the Scheme rules.

9.  I understand that telephone calls will be recorded for internal clinical quality assurance purposes and will not be shared outside of the 
programme.

10.  I understand and acknowledge that ‘consent’, for the purposes of this document, means my informed consent, in other words: 
10.1 I have read and understood the contents of this document. 
10.2 I understand and acknowledge the nature and purpose for which the personal medical information that will be made available to and
        disclosed, used, processed and retained by the Scheme and my healthcare providers, as set out in this consent.
10.3 I have the legal capacity to give my informed consent; in other words, I am over the age of 18 and am able to fully understand and make 
        decisions about my healthcare.

Patient’s signature  Date  
     (or signature of parent/guardian if patient is under the age of 18)
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Membership no.   Doctor’s practice no.  




