Grant D. Shifflett, MD
13160 Mindanao Way, Suite 300 | Marina del Rey, CA 90292
3501 Jamboree Road, Suite 1250 | Newport Beach, CA 92660
Phone: 949-988-7876 | Fax: 310-574-0481
Shifflettspine.com

Pre-Operative Surgical Instructions

Do NOT eat, drink, or smoke after
MIDNIGHT the day before your surgery!

o This includes gum, mints, water, candy and
cigarettes. Any stomach contents may pose a
serious problem with the use of anesthesia.

» If you are taking any medications, and have
been instructed to take these regardless of your
scheduled surgery, take the pill with a small sip
of water.

» Failure to follow these instructions may result in
your surgery being delayed or cancelled.

Someone will contact you the day before
your surgery

« If your surgery is on Monday, they will call you
on the Friday afternoon before your surgical
date.

o If you DO NOT receive a call the night before,
call our office at 310-574-0400 so that we can
confirm your surgery time.

Stop ALL anti-inflammatory medications
7-10 days prior to your date of surgery

» These medications will increase the risk of
bleeding problems during surgery.

» Please see attached sheet that specifies which
medications you should not take. If your
medication is not on this list and you are
unsure, please contact your internist to confirm
if you need to stop the medication.

* You may take Tylenol, Tramadol, Norco,
Percocet, Vicodin, Flexeril, Lyrica, or Neurontin.

* You are to shower with an anti-bacterial soap
solution (Hibiclens) for 3 days leading up to
surgery. You can purchase this at any store or
pharmacy.

Day of Surgery

« Leave all valuables at home.

« Family and friends may wait in the surgical
waiting area while you are in surgery.

« Dr. Shifflett will speak to your family once
the surgery is complete.

« Afamily member may stay overnight with
you if necessary.

» Detailed post-operative instructions will be
provided prior to discharge home.

When to call the doctor?

« Notify Dr. Shifflett’s office at 310-574-0400
or 949-988-7876 if your health status
changes or you develop symptoms such as
fever, cough, sore throat, or flu-like
symptoms, prior to surgery.

« Temperature above 101.5 degrees

Pre-op Outcome Questionnaire

» If you are willing, please complete the
enclosed pre-operative outcome
questionnaire that Dr. Shifflett uses for
research purposes; the data will be
anonymized.

« You may either complete and email back to
kylie.thomas@scasurgery.com or hand-
deliver to Dr. Shifflett on the day of surgery.

« Dr. Shifflett is actively engaged in conducting
research and presents nationally and
internationally on spine surgery topics. He
thanks you for completing this questionnaire.

Surgical Locations

DISC Surgery Center
Marina Del Rey

13160 Mindanao Way
Suite 150

Marina Del Rey, CA 90292
P: 310-574-0440

Marina Del Rey Hospital
4650 Lincoln Blvd

Marina Del Rey, CA 90292
P: 310-823-8911

Hoag Orthopedic Institute
16250 Sand Canyon Avenue
Irvine, CA 92618
P: 949-517-3149

DISC Surgery Center
Newport Beach

3501 Jamboree Road
Suite 1200

Newport Beach, CA 92660
P: 949-988-7888
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DISC

and Spine Center

MEDICATIONS TO AVOID BEFORE SURGERY

*The following drugs contain aspirin or other products, which can cause increased bleeding
during surgery and should not be taken for 7-10 days prior to surgery. If you need to take
something for relief of pain, you may take Tylenol, Tramadol, Norco, Percocet, Vicodin,
Flexeril, Lyrica, or Neurontin.

Advil Distill Naprosyn

Aleve Duexxis Naprosyn Pepto Bismal
Alka Seltzer Duradyne tablets Tablets and Liquid
Alcohol Easprin Naproxen

Anacin Cotrin Norgesic Forte
Anaprox Empirin Orudis

Ansaid Enbrel Oruvail

Arthrotec Equagesic tablets Oxaprozin

Aspirin Etodolac Percodan

APC Excedrin Persantine

BC Tablets or Power Feldene Piroxicam

BC Cold Powder Florinal Plavix

Brufen Flurbinoprofen Sodium Quagesic
Buffering 4 Way Cold Tablets Relafen

Cama Arthritis Pain Reliever Goody’s Headache Powder Robaxisal
Cataflam or Tablets Rufen

Celebrex Ibuprofen Sine Aid
Cephalegesics Indomethacin Soma Compound
Clinoril Indocin Sulindac
Cogesprin Ketoprofen Trandate
Coricidin Lodine Trental

Coumadin Meclomen Trilisate

Darvon Medipren Vanquish

Darvon with Aspirin Meloxicam Vitamin E

Daypro Midol 200 Voltaren
Diclofenac Midol PMS caplets Wesprin

Diflunisal Mobic Zavtrin

Disalcid Tablets or Capsules Motrin Zoprin

Doan’s Regular and ES Nabumeton All Herbal supplements
Dolobid Naprelan

*Before stopping any of these medications, be sure to consult the physician who ordered them. Some

medications such as Coumadin (Warfarin) and Plavix, are ordered to prevent or treat serious conditions such
as “deep venous thrombosis,” “pulmonary embolisms,” “atrial fibrillation,” and other heart problems.

*This is not an all inclusive list. If you are unsure if you are taking an aspirin product or anti-inflammatory,
please ask your doctor, nurse, or pharmacist.

DISC Sports & Spine Center
shifflettspine.com
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Form 1: Patient Survey
First Name MI

Last 4 of Social Security Date of Birth (MM/DD/YYYY

|:| Male |:| Female

1. What are your goals and how are you working toward them? 4. Which of the following activities are part of your regular and
My goal is to eventually be able to return to the following activities: consistent exercise program?
C1Walking CIRunning  [IHiking [IShopping 1 Physical Therapy times per week
[1Golfing ClTennis  [1Weight lifting [I1Swimming [ Stretching times per week
[1Basketball [1Yoga [IOther: 1 Weight Lifting times per week
AND The following is how | am working toward these goals: [J Range of Motion (Flexibility) times per week

1 Core Strengthening (Stability) times per week

1 Aerobic Exercises (cardio) times per week

L] Chiropractic Treatment times per week

1 Other:

2. What are your goals/questions/concerns for this visit?

5. What activities have you resumed since you last office visit?

3. What new treatments/significant events have occurred since your

last office visit?

6. Since your last office visit, have you been admitted to the hospital or had any operations? DD/MMIYYYY

CONo [ Yes: Please provide a brief description including the date of the event.

FOR OFFICE USE ONLY

[ Pre-Op Assessment: Enroll this patient into surgical registry Registry ID:

Form 1A Version 11
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Form 1: Patient Survey

Last Name First Name MI

DISC

Last 4 of Social Security Date of Birth (MM/DD/YYYY

D Male D Female

Front Back

Where is your pain?

Use the body diagram to show
where you feel the following
sensations.

If you are completing this online,
use the add text tool.

Ache AAA

Right Left Numbness 000 Left Right
Burning XXX
Stabbing i

Pins and Needles

On a scale from 0 to 10, with 0 being none and 10 being unbearable, please mark your level of
pain/discomfort for each of these areas by placing an “x” in the box of the best answer.
(Mark only one box for each scale)

Neck Pain Right Arm Pain Left Arm Pain

HOoHooooon Oooooooooon Ooooooooooe

0123456782910 0123456782910 0123456782910

Back Pain Right Leg Pain Left Leg Pain

Uooooooooy ooooooooon oooooooon

0123456782910 0123456782910 0123456782910
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Z Form 1: Patient Survey

DISC

Last Name First Name MI

Last 4 of Social Security Date of Birth (MM/DD/YYYY

D Male D Female

If you have low back pain, please answer the following questions by placing an “x” in the box of the best answer.
(Mark only one box for each question)

**FOR LOW BACK PAIN** ___06. Standing

O | can stand as long as | want without extra pain.

[ | can stand as long as | want, but it gives extra pain.

[ Pain prevents me from standing more than one hour.

[ Pain prevents me from standing more than thirty minutes.
O Pain prevents me from standing more than ten minutes.
O Pain prevents me from standing at all.

__01. Pain Intensity
[ I have no pain at the moment.
[ The pain is very mild at the moment.
[ The pain is moderate at the moment.
O The pain is fairly severe at the moment.
O The pain is very severe at the moment.
O The pain is the worst imaginable at the moment. __07. Sleeping
[0 Pain does not prevent me from sleeping well.
[0 | can sleep well only by using tablets.
[ Even when | take tablets, | have less than six hours sleep.
[ Even when | take tablets, | have less than four hours sleep.
[ Even when | take tablets, | have less than two hours sleep.
[ Pain prevents me from sleeping at all.

__02. Personal Care (e.g. washing, dressing, etc.)
[ | can look after myself normally without it causing extra pain.
O | can look after myself normally, but it causes extra pain.
O It is painful to look after myself and | am slow and careful.
O I need some help, but manage most of my personal care.
[ I need help every day in most aspects of self-care.
[ I do not get dressed, wash with difficulty and stay in bed. __08. Employment/Homemaking

O My normal homemaking/job activities do not cause pain.

O My normal homemaking/job activities increase my pain, but | can still perform
all that is required of me.

O | can perform most of my homemaking/job duties, but pain prevents me from
performing more physically stressful activities. (E.g. lifting, vacuuming).

[ Pain prevents me from doing anything but light duties.

[ Pain prevents me from doing even light duties.

[ Pain prevents me from performing any job or homemaking chores.

___03. Lifting
L1 I can lift heavy weights without extra pain.
[ | can lift heavy weights, but it gives extra pain.
[ Pain prevents me from lifting heavy weights off the floor, but | can
manage if they are conveniently positioned. (i.e. on a table)
[ Pain prevents me from lifting heavy weights, but | can manage light
to medium weights if they are conveniently positioned.
O | can lift only very light weights.
[ | cannot lift or carry anything at all. ___09. Social Life
[0 My social life is normal, and gives me no extra pain.
[0 My social life is normal, but increases the degree of pain.
[ Pain has no significant effect on my social life apart from limiting my energetic
interests. (E.g. dancing, etc.).
[ Pain has restricted my social life, and | do not go out as often.
[ Pain has restricted my social life to home.
[ | have no social life because of pain.

__ 04, walking

[ Pain does not prevent me from walking any distance.

O Pain prevents me from walking more than 1 mile.

O Pain prevents me from walking more than 1/2 mile.

[ Pain prevents me from walking more than 1/4 mile.

[ | can only walk using a stick or crutches.

O I am in bed most of the time, and have to crawl to the toilet.
__10. Traveling

O | can travel anywhere without extra pain.

[ | can travel anywhere, but it gives extra pain.

[ Pain is bad, but | manage journeys over two hours.

O Pain restricts me to journeys less than one hour.

[ Pain restricts me to short journeys under thirty minutes.

[ Pain prevents me from traveling, except to the doctor or hospital.

___05. sitting
[ I can sitin any chair as long as | like.
O I can only sit in my favorite chair as long as | like.
[ Pain prevents me from sitting more than one hour.
O Pain prevents me from sitting more than thirty minutes.
[ Pain prevents me from sitting more than ten minutes.
[ Pain prevents me from sitting at all.
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Form 1: Patient Survey

Last Name

First Name MI

Last 4 of Social Security

Date of Birth (MM/DD/YYYY

D Male D Female

If you have neck pain, please answer the following questions by placing an “x” in the box of the best answer.
(Mark only one box for each question)

** FOR NECK PAIN** __06. Concentration

__01. Pain Intensity
[ ' have no pain at the moment.
[ The pain is very mild at the moment.
[ The pain is moderate at the moment.
[ The pain is fairly severe at the moment.

[ | can concentrate fully when | want to, without difficulty.

[ | can concentrate fully when | want to, with slight difficulty.

[ I have a fair degree of difficulty in concentrating when | want to.
[0 | have a lot of difficulty concentrating when | want to.

[0 | have a great deal of difficulty concentrating when | want to.

[ | cannot concentrate at all.

[ The pain is very severe at the moment.

[ The pain is the worst imaginable at the moment.

___02. Personal Care (e.g. washing, dressing, etc.)
[ | can look after myself normally without it causing extra pain.
[ | can look after myself normally, but it causes extra pain.
[ It is painful to look after myself and | am slow and careful.
[ I need some help, but manage most of my personal care.

_07. Work
O | can do as much work as | want to.
[ | can only do my usual work, but no more.
[ | can do most of my usual work, but no more.
O | cannot do my usual work.
[0 I can hardly do any work at all.
[ I cannot do any work at all.

[0 I need help every day in most aspects of self-care.

[ | do not get dressed, wash with difficulty and stay in bed.

_03. Lifting

O | can lift heavy weights without extra pain.

[0 | can lift heavy weights, but it gives extra pain.

[ Pain prevents me from lifting heavy weights off the floor, but | can
manage if they are conveniently positioned. (l.e. on a table)

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

[ | can lift only very light weights.

O | cannot lift or carry anything at all.

_ 04, Reading

[ | can read as much as | want to, with no pain in my neck.

[ | can read as much as | want to, with slight pain in my neck.

[ | can read as much as | want to, with moderate pain in my neck.

[0 | can't read as much as | want because of moderate pain in my neck.

__08. Driving
[ I can drive my car without any neck pain.
[ I can drive my car as long as | want with slight pain in my neck.
O | can drive my car as long as | want with moderate pain in my neck.
[ | can't drive my car as long as | want because of moderate pain in my
neck.
O | can hardly drive at all because of severe pain in my neck.
O | can't drive my car at all.

___09. Sleeping
[ I'have no trouble sleeping.
[0 My sleep is slightly disturbed (less than 1 hour sleepless).
[0 My sleep is mildly disturbed (1-2 hours sleepless).
[0 My sleep is moderately disturbed (2-3 hours sleepless).
O My sleep is greatly disturbed (3-5 hours sleepless).
O My sleep is completely disturbed (5-7 hours sleepless).

[0 | can hardly read at all because of severe pain in my neck.

[ | cannot read at

_05. Headaches

[ I have no headaches at all.
[ I have slight headaches, which come infrequently.
[ I have moderate headaches, which come infrequently.

_10. Recreation
[0 | am able to engage in all of my recreational activities with no pain at all.
[0 I am able to engage in all of my recreational activities with some pain in
my neck.
[ | am able to engage in most, but not all of my recreational activities
because of pain in my neck.
[0 1 am able to engage in a few of my recreational activities because of pain

all because of pain in my neck.

O I have moderate headaches, which come frequently. in my neck.
L1 I have severe headaches, which come frequently. O | can hardly do any recreational activities because of pain in my neck.
U I'have headaches almost all the time. O | cannot do any recreational activities at all

Form 1A Version 11
Page 4 of 6


drasnip


f

Sports \ and Spine Center

DISC

Grant D. Shifflett, MD
13160 Mindanao Way, Suite 300 | Marina del Rey, CA 90292
3501 Jamboree Road, Suite 1250 | Newport Beach, CA 92660
Phone: 949-988-7876 | Fax: 310-574-0481

Form 1: Patient Survey

Today's Date (MM/DD/YYYY)

Last Name

First Name

Last 4 of Social Security

Date of Birth (MM/DD/YYYY

Please answer the following questions by placing an “X”
in the box of the best answer.
(Mark only one box for each question)

___01. Mobility
O | have no problems walking about.
O | have some problems walking about.
O | am confined to bed.

__02. Self-Care
O | have no problems with self-care.
[ I have some problems washing or dressing myself.
O | am not able to wash or dress myself.

___03. Usual activities (work, family/leisure activities)
O | have no problems with performing my usual activities.

O | have some problems with performing my usual activities.

[0 I am unable to perform my usual activities.

___04. Pain/Discomfort
O | have no pain or discomfort.
I | have moderate pain or discomfort.
O | have extreme pain or discomfort.

__05. Anxiety/Depression
I | am not anxious or depressed.
O | am moderately anxious or depressed.
I | am extremely anxious or depressed.

On a scale of 0 to 100, with 0
being your worst imaginable
health state and 100 being
your best imaginable health
state, please indicate your
current health state by
placing an x on a point on the
scale to the right.

(Similar to a thermometer)

Form 1A Version 11
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Best Imaginable
Health State

100

90

80

70

60

50

40

30

20

10

0

Worst Imaginable
Health State
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Sports \ and Spiﬁe Center Form 1: Patient Survey

DISC

Last Name First Name M

Last 4 of Social Security Date of Birth (MM/DD/YYYY

D Male D Female

Modified Japanese Orthopaedic Association Score
Motor dysfunction score of the upper extremities
0 Inability to move hands
Inability to eat with a spoon, but able to move hands
Inability to button shirt, but able to eat with a spoon
Able to button shirt with great difficulty
Able to button shirt with slight difficulty
No dysfunction

OB W N -

Motor dysfunction score of the lower extremities
0 Complete loss of motor and sensory function
Sensory preservation without ability to move legs
Able to move legs, but unable to walk
Able to walk on flat floor with a walking aid (i.e., cane or crutch)
Able to walk up and/or down stairs with hand rail
Moderate to significant lack of stability, but able to walk up and/or down stairs without hand rail
Mild lack of stability but walks with smooth reciprocation unaided
No dysfunction

~NOo OB WwN -

Sensory dysfunction score of the upper extremities

0 Complete loss of hand sensation
1 Severe sensory loss or pain

2 Mild sensory loss

3 No sensory loss

Sphincter dysfunction score

0 Inability to micturate voluntarily

1 Marked difficulty with micturition

2 Mild to moderate difficulty with micturition
3 Normal micturition
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