SAN DIEGO CENTER FOR SPINAL DISORDERS MEDICAL GROUP, INC.
Behrooz A. Akbarnia, M.D. and Ramin Bagheri, M.D.

4130 La Jolla Village Dr., Ste. 300

La Jolla, CA 92037

Phone (858) 678-0610

Fax (858) 678-0007

www.sandiego-spine.com

DRIVING DIRECTIONS FROM 5 AND 805 FREEWAYS

1-5 Northbound:

Exit at La Jolla Village Drive; turn right

Turn left on Regents Road; immediately turn right onto Regents Park Row

Our Building is on the right (3 story red brick building with 4130 at the top left corner)

Turn right immediately after our building at the Ace Parking Booth; park under our building (on the right)

1-5 Southbound:

Exit at La Jolla Village Drive; turn left

Turn left on Regents Road; immediately turn right onto Regents Park Row

Our Building is on the right (3 story red brick building with 4130 at the top left corner)

Turn right immediately after our building at the Ace Parking Booth; park under our building (on the right)

1-805 North and Southbound:

Exit at La Jolla Village Drive/Miramar Rd exit.

Merge onto the La Jolla Village Drive ramp (westbound only).

Turn right on Regents Road; immediately turn right onto Regents Park Row

Our Building is on the right (3 story red brick building with 4130 at the top left corner)

Turn right immediately after our building at the Ace Parking Booth; park under our building (on the right)

DISABLED PARKING ONLY: Park on the Orthopedic Surgery Center parking lot in front of our building.

All other patients and visitors: please park in the underground parking beneath our office building.
We will validate up to 1 hour of parking for patients with a scheduled appointment.

Please visit our website for driving directions: www.sandiego-spine.com




San Diego Center for Spinal Disorders
PEDIATRIC HEALTH HISTORY FORM

Date:
Child Name: Age: Sex: Female/ Male
1. When was the Scoliosis / Kyphosis problem first discovered? /
(month/year)
2. Was this discovered because of (check one):
School Screening Exam Your Child’s Doctor
Someone Noticing A Curve Someone Noticing Roundback
Someone Noticing Poor Posture Back Pain
Other
3. Does anyone else in your family have Scoliosis or Kyphosis? Yes No
If yes, what relation are they to the patient? (i.e.: sister, aunt, cousin)
4. Has there been any previous back treatment? Yes No

If yes, what treatment was given?

5. Is there currently any of the following symptoms? (check all that apply)

Back Pain Easily Tired
Heart Trouble _ Other
Breathing Problems None

6. Would you say your child’s health is: (check one)

_____ Good ____Fair __ Poor

7. Has your child ever had any problems with: (check all that apply) ___ None
__ Heart _ lLungs _______Allergies
_______Kidneys or Bladder __ Musclesof Arms orLegs _ Headaches
____ Stomach or Intestinal Tract _ Eyes, Ears, Nose or Throat

Other (If checked, please describe):

8. Female patients only: Have your child’s periods started? Yes No
If yes, when did they begin? /
(month/year)
1




San Diego Center for Spinal Disorders

Child Name:

PEDIATRIC HEALTH HISTORY FORM

Date:

SPINE Surgical History:
Date Surgery

Complication

Other Surgical History:

Date Surgery

Complication

Medication Allergies

Is your Child Allergic to Latex:

YES

0O NO O

Medication and Dosage:

Medication

Strength

# of doses per day

SO 9N O AW A

—




OFFICE USE ONLY Study ID: Date: / /

General Health; During the past 4 weeks =

1. In general, you would say your child’s heaith has been:

Poor Fair ‘ Good Véry good Excellent

2. How often has your child been sick?

A small amount of

the time None of the time

All Qf the time Most of the time Some of the time

"Pain/Discomfort : During the past 4 weeks' =~

3. How often has your child had pain/discomfort?

All of the time Most of the time | Some of the time |/ S™all amountof - nong of the time
4. How severe has your child's pain/discomfort been?
Very Severe Severe Moderate Mild No Pain

“Pulmonary Function: During the past 4 weeks

5. How difficult has it been for your child to complete a sentence without experiencing
shortness of breath?

Difficult - Somewhat Difficult Neutral Somewhat easy Easy

6. How often has your child experienced shortness of breath during activities?

A small amount of

the time None of the time

All of the time Most of the time Some of the time

‘Transfer: During the past 4 weeks

7. How often has your child's health condition limited his/her access to public places?

A small amount of

the time None of the time

All of the time Most of the time Some of the time

PLEASE SEE NEXT PAGE TO CONTINUE
2/10

1/2009



OFFICE USE ONLY Study ID: Date: / /

Physical Function: During the past 4 weeks

8. How difficult has it been for your child to move his/her upper body?

Difficult Somewhat difficult Neutral Somewhat easy - Easy

9. - How difficult has it been for your child to sit up on his/her own?

Difficult Somewhat difficult Neutral - Somewhat easy Easy

10. How difficult has it been for your child to keep his/her balance while crawling, walking, or
running?

Difficult Somewhat difficult Neutral Somewhat easy - Easy

Daily Living: During the past 4 weeks

11. How difficult has it been for your child to dress him/herself or assist with dressing?

(examples: helping remove/ putting-on clothing, pushing arms and legs through shirts
and pants, or assisting with fasteners, zippers, snaps, buttons, velcro)

Difficult Somewhat difficult - Neutral Somewhat easy Easy

12. My child needs more time than a healthy child to eat the same amount of food.

Strongly agree Inclined to agree Neither Inclined to disagree | Strongly disagree

Fatigue/Energy Level: During the past 4 weeks

13. How often has your child had fatigue?

A small amount of

the time None of the time

All of the time Most of the time Some of the time

14. How difficult has it been for your child to keep up his/her energy all day?

Difficult Somewhat difficult Neutral Somewhat easy Easy

PLEASE SEE NEXT PAGE TO CONTINUE
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OFFICE USE ONLY

Study ID:

Date:

/ /

_Emotion: During the past 4 weeks

15. How often has your child felt anxious/ nervous due to his/her health condition?

All of the time

Most of the time

Some of the time

A small amount of
the time

None of the time

16. How often has your child felt frustrated due to his/her health condition?

All of the time

Most of the time

Some of the time

A small amount of
the time

None of the time

“Parental Burden: During the past 4 weeks -

17. How often have you felt anxious/nervous about his/her health condition?

All of the time

Most of the time

Some of the time

‘A small amount of
the time

None of the time

18. How often has your child’s health condition interfered with family activities?

All of the time

Most of the time

Some of the time

A small amount of
the t_ime

None of the time

19. How much has your child’s health condition affected your energy leve

i?

Extremely

A lot

Some

A little

Not at all

20. How often have you missed or have you been late for work or social events due to your
child's health condition?

All of the time

Most of the time

Some of the time

A small amount of
the time

None of the time

21. Have you been able to spend enough time with your family/partner/spouse despite your
child’'s health condition?

None of the time

A little of the time

Some of the time

Most of the time

All of the time

_Financial Burden: During the past 4 weeks

22. How much of a financial burden has your child’s diagnosis of Early Onset Scoliosis

been?

Extreme burden

Quite a burden

Moderate bufden

Alittle bitof a -
burden

No burden

PLEASE SEE NEXT PAGE TO CONTINUE
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OFFICE USE ONLY Study ID: Date: / /

| "our chlld has had surgical treatment for health problems related to scollosrs e

i T please check box ] S ,
PLEASE ANSWER QUESTIONS 23-26 then CONTINUE TO NEXT. PAGE

”r=.§ch|ld has never had surgical treatment for health: problems related to

scoliosis, please check box [J
PLEASE SEE NEXT PAGE TO CONTINUE

i Surgery “:;Please complete this section'IF your Chlld has had surqlcal treatment or:
. health problems related to scoliosis S S

23. How difficult is it for your child to go through repetitive surgeries?

Difficult Somewhat difficult Neutral Somewhat easy Easy

24. How difficult is it for you to go through repetitive surgeries?

Difficult Somewhat difficult Neutral Somewhat easy Easy

25. The surgical treatment gives me relief.

Strongly disagree | Inclined to disagree Neither Inclined to agree Strongly agree

Satisfaction: Please complete this section IF your chlld has had surmcal tr
for health problems related to scoliosis L MR

26. How satisfied are you with the surgeries?

Very dissatisfied Dissatisfied Neutral Satisfied Very satisfied

PLEASE SEE NEXT PAGE TO CONTINUE
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OFFICE USE ONLY Study ID: Date: / /

.IF_your Chlld »_has had any chanqe in treatment for health problems related to scoliosis

- over the last 6 months, please check box D

A Examplles lnclude, but are not llmlted to hange in medlcatlons, changes |n bracmg tre ment

PLEASE ANSWER QUESTIONS 27-33 then CONTINUE TO NEXT PAGE.

v:‘IF your chlld has not had a change in treatment for health problems related to SCOIIOSIS over the st 6. _

months, please check box. D

PLEASE SEE NEXT PAGE TO C ( TINU

Treatment Outcome: Please complete this section IF your child has had ny chang
in treatment for his/her health problems related to scoliosis in the Iast 6 months

27. How does your child’s current general health compare to his/her general health prior to
the change in treatment?

Much worse Somewhat worse About the same Somewhat better Much better

28. How does your child’s current pain/discomfort compare to his pain/discomfort prior to
the change in treatment?

Much worse Somewhat worse About the same Somewhat better Much better

29. How does your child’s ability to eat/drink compare to his ability to eat/drink prior to the
change in treatment?

Much worse Somewhat worse About the same Somewhat better Much better

30. How does your child's current guality of sleep compare to his/her ability to sleep prior to
the change in treatment?

Much worse Somewhat worse About the same Somewhat better Much better

31. How does your child’s current energy level compare to his/her energy level prior to the
change in treatment?

Much worse Somewhat worse About the same Somewhat better Much better

32. How does your child’s current emotional state compare to his/her emotional state prior to
the change in treatment?

Much worse Somewhat worse About the same Somewhat better Much better
33. How does YOUR emotional state compare to YOUR emotlonal state prior to the change in
treatment?
Much worse | Somewhat worse About the same l Somewhat better | Much better

PLEASE SEE NEXT PAGE TO CONTINUE
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OFFICE USE ONLY Study ID: Date: / /

‘Demographics

1. Does your child use assistive devices (such as braces, crutches, walkers, wheelchairs)
for standing, crawling, climbing, or walking?

O No
O Yes

> If Yes, check all that apply

[0 Braces (ankle brace, knee brace; back brace, other : )
O Crutches
[0 Wheelchair
(J other
> If Yes, how often? 0 Sometimes o About half the time o Often a All the time

» If Yes, during which activities?

2. How often does your child need help from another person for sitting and standing?

0 Never 1 Sometimes g About half the time D Often o All the time

3. Does your child use assistive breathing devices (BiPAP, CPAP, supplemental oxygen by
mask, nasal cannula, or tracheostomy)?

0 No
O Yes

» If Yes, check all that apply
O BiPAP (Bi-Level Positive Airway Pressure)
[0 CPAP (Continuous Positive Airway Pressure)
(O supplemental oxygen by mask or nasal cannula
O Tracheostomy

(O] other

» If Yes, how often? O Sometimes O About half the time O Often 0 All the time

» If Yes, during which activities?

» If Yes, do you use oxygen saturation monitors? 0ONO O YES

PLEASE SEE NEXT PAGE TO CONTINUE
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OFFICE USE ONLY Study ID: Date: / /

4. What are your chiid’s eating requirements? (Check all that apply)

O My child eats the same foods that a child his/her age eats

[OJ My child eats special foods (e.g. nutritional supplements, pureed foods) through his/her mouth
O My child needs special food given through a nasogéstric tube

0 My child needs special food given through a gastric tube

O My child needs special food given parenterally (through a vein)

5. Does your child have any diseases or medical problems other than scoliosis?
(please list all conditions including developmental delays)’ '

Condition 1: Date Diagnosed (mmlyyyy):
Condition 2: _ Date Diagnosed (mmlyyyy):
Condition 3: Date Diagnosed (mmlyyyy):
Condition 4: Date Diagnosed (mmlyyyy):
Condition 5: Date Diagnosed (mmlyyyy):

6. Which condition affects your child the most?

PLEASE SEE NEXT PAGE TO CONTINUE
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OFFICE USE ONLY Study ID: Date: / /

Household Demographics

1. What is your relationship with the child?

2. Child’s gender: Omale [ Female

3. Which of the following best describes the child's racial background?

[] White (not of Hispanic origin) | O Asian or Pacific Islander
[ Black (not of Hispanic origin) (] Other or Unknown
[ Hispanic 4 Please specify:

[ American Indian or Alaskan Native

4. Which of the following best describes the primary caregiver’s racial background?

(1 White (not of Hispanic origin) [] Asian or Pacific Islander
[[] Black (not of Hispanic origin) (] Other or Unknown
[] Hispanic ' Please specify:

{1 American Indian or Alaskan Native

5. What is the age and birth date of the child?

years / / (mm/dd/yyyy)

6. What is the age and birth date of the primary caregiver?

years [____1 (mm /dd / yyyy)

7. What is the age and birth date of the primary caregiver’s partner?

e years / / (mm / dd / yyyy)
8. Who lives at home with the child most of the time? (check all that apply)
[] Biological Mother (] Stepmother {] Foster Mother (] Adoptive Mother
[ Biological Father [] Stepfather ] Foster Father [] Adoptive Father
(] Brothers [] Sisters ] Other Adults
If YES, how many: If YES, how many: IfYES, howmany: _______
Older: __________ Older: __________ And who:
Younger: ______ _ Younger: ______ _

PLEASE SEE NEXT PAGE TO CONTINUE
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OFFICE USE ONLY Study ID: Date: / /

9. Who takes care of the child most?

10. How many family members are involved in you child’s care?

Oo [t [O2 [@O3 [Omore

11. How many caretakers outside of the family are involved in you child’s care? e.g. nurse, aids, etc...

Oo [@—O1 &2 [@O3 [more

12. Which of the following best describes the work status of the primary caregiver and his/her partner?

] ]| Notworking due to my child’s health | [] ,
Primary Caregiver His/her partner
| O Not working for “other” reasons O
O Looking for work outside the home O
O Working part time O
O Working full time Ot
| Full ime homemaker O
O Non applicable ]
13. Which category best describes your household income?
[JLess than $15,000 []$50,000 to $59,999
[]$15,000 to $19,999 []$60,000 to $74,999
[]$20,000 to $29,999 [1$75,000 to $99,999
[]$30,000 to $39,999 [:] $100,000 to $149,999
[] $40,000 to $49,999 ] More than $150,000

14. What is the source of payment?

] Worker's compensation & other

] Medicare [J Medicaid government payment

[JHMO/PPO (Health Maintenance
Organization/ Preferred Provider
Organizations)

(] BlueCross/Blue Shield & other

private insurance [ Self Pay

THANK YOU
10/10
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SAN DIEGO CENTER FOR SPINAL DISORDERS MEDICAL GROUP, INC.

PATIENT REGISTRATION
NAME OF PATIENT: HOME PHONE:
ADDRESS:
City ' State : Zip
BIRTH DATE: SOCIAL SECURITY#:
IS PATIENT: []Single [ ] Married [ ] Male [ ] Female
[1Employed [ ] Retired [ ] Unémployed

EMERGENCY INFORMATION: (Relative/Friend not living with you)

NAME: ' PHONE: RELATIONSHIP:
WHO REFERRED YOU TO THIS

OFFICE:

HAS THE PATIENT BEEN SEEN BY THIS PHYSICIAN PREVIOUSLY: [TYES []NO

If YES, please indicate where and when:

PATIENT’S EMPLOYER: WORK PHONE:
EMPLOYER’S
ADDRESS:

City State Zip
e —
E

PERSON RESPONSIBLE: RELATIONSHIP:
FOR PAYMENT

DOB: SS# EMPLOYER:
PRIMARY

INSURANCE: GROUP#:
CERTIFICATE#/ ID#: INSURED’S NAME:

SPECIALISTS VISIT COPAY, DEDUCTIBLES AND/OR CO-INSURANCE:

SECONDARY
INSURANCE: GROUP#:
CERTIFICATE#/ ID#: INSURED’S NAME:

SPECIALISTS VISIT COPAY, DEDUCTIBLES AND/OR CO-INSURANCE:

IS THIS A LEGAL CASE: []YES []NO ATTORNEY: PHONE:

I HEREBY AUTHORIZE THE ATTENDING PHYSICIAN TO FURNISH INFORMATION TO INSURANCE CARRIERS -
CONCERNING THIS MEDICAL TREATMENT, AND HEREBY ASSIGN TO SAN DIEGO CENTER FOR SPINAL DISORDERS
MEDICAL GROUP, INC., ALL PAYMENTS FOR MEDICAL SERVICES RENDERED. 1 UNDERSTAND THAT I AM
FINANCIALLY RESPONSIBLE FOR ALL CHARGES, WHETHER OR NOT THAY ARE COVERED BY INSURANCE.

SIGNATURE OF RESPONSIBLE PARTY: DATE:

SDCSD PERSONNEL: DATE:







