 Lumbosacral Exam
Patient name _______________________________________________               Date:_______________
Initial Exam _________________ Re-Activation _______________ Re-evaluation Exam 
____________
 
Vitals:  Height _______ Weight ____________ Blood Pressure ________________ Pulse
____________
 
Orthopedic Examination





Mild
Moderate    
Severe

A.
Range of motion 
Normal  
WNL
Restriction
Restriction 
Restriction 
Pain


Flexion      
60      
____          
____        
____          
____      
____ 







Extension    
25 
____        
____      
____        
____      
____                
 


Right lateral flexion
25
____      
____        
____        
____       
____          
 


Left lateral flexion   
25 
____        
____
____       
____      
____          

Right rotation    
25
____          
____       
____     
____       
____               


Left rotation  
25  
____          
____        
____     
____         
____             

B.
Other


Kemp’s Sign
                   Left Pain free ____          
Back Pain ___ Leg Pain ___ Spinal Level ____ Radiating:   yes   no 

                   Right Pain free ____       
Back Pain ___ Leg Pain ___ Spinal Level ____ Radiating:   yes   no 

Valsalva


          Left Pain free ____
        
Pain noted in:    Back___ Leg___





          Right Pain free ____        
Pain noted in:   Back___ Leg___


Laseque/Straight Leg Raise


         Left Pain free ____
         Back Pain ___ Leg Pain ___ Degrees ____ Radiating ________





         Right Pain free ____
         Back Pain ___ Leg Pain ___ Degrees ____ Radiating ________ 

Bechterew’s


         Left Pain free ____
        
Pain noted in:   Back___ Leg___





         Right Pain free ____         
Pain noted in:    Back___ Leg___


Braggard’s

         Left Full/Pain free ____    
Pain noted in:    Back___ Leg___   Degrees ____





         Right Full/Pain free ____  
Pain noted in:    Back___ Leg___   Degrees ____

Well Leg Raise Test


         Left Full/Pain free ____     
Back Pain___ Leg Pain___   Degrees ____





         Right Full/Pain free ____    Back Pain___ Leg Pain___   Degrees ____

Yeoman’s


         Left        Positive ____
           Negative ___


         Right      Positive ____
           Negative ___

Ely’s/Femoral Nerve Traction Test


         Left Full/Pain free ____     
Degrees ___   Back Pain___ Thigh Pain___





         Right Full/Pain free ____    Degrees ___   Back Pain___ Thigh Pain___


Fabere Patrick’s

        Left Full/Pain free ____     
 
Back Pain___  Hip Pain ___  Thigh Pain___





        Right Full/Pain free ____     Back Pain___ 
Hip Pain ___  Thigh Pain___


Minor’s Sign
Present ____
Not Present ____


Babinski reflex
Present ____
Not Present ____

SIGNATURE OF PHYSICIAN___________________________Date: ____________________                              
Patient name _________________________________         Date_______________
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Neurological Examination
A. 
Sensory
Left:    Normal     Hyper    Hypo    L1  L2  L3  L4  L5  S1


Right:  Normal     Hyper    Hypo    L1  L2  L3  L4  L5  S1
B.
Reflexes
Left
Right


L4 (patella)
0 +1 +2 +3 +4 +5
0 +1 +2 +3 +4 +5

L5 (hamstrings)
0 +1 +2 +3 +4 +5
0 +1 +2 +3 +4 +5

S1 (achilles)
0 +1 +2 +3 +4 +5
0 +1 +2 +3 +4 +5
C.
Motor
Left
Right

L4
0  1  2  3  4  5
0  1  2  3  4  5


(Tibialis anterior/foot dorsi)


L5 
0  1  2  3  4  5
0  1  2  3  4  5


(Extensor Hallucis longus/large toe)


S1  
0  1  2  3  4  5
0  1  2  3  4  5

(Gastrocnemius/plantar flex)


Additional Findings
________________________________________________________

         ___________________________________________________________________________
 

                                                              Spinal Examinations



                    Lumbosacral
Joint Restriction(fixation)

Tenderness to Palpation
Muscle Spasm

Left    Area    Right

Left    Area    Right
Left    Area    Right
____  Lumb1 ____

____  Lumb1 ____
____  Lumb1 ____
____  Lumb2 ____

____  Lumb2 ____
____  Lumb2 ____
____  Lumb3 ____

____  Lumb3 ____
____  Lumb3 ____
____  Lumb4 ____

____  Lumb4 ____
____  Lumb4 ____
____  Lumb5 ____

____  Lumb5 ____
____  Lumb5 ____

____  Pelvis ____

____  Pelvis  ____
____   Pelvis ____

____  S-Iliac  ____

____  S-Iliac  ____
____  S-Iliac  ____

____  Coccyx ____

____  Coccyx ____
____  Coccyx ____

Additional Findings
_______________________________________________________
_______________________________________________________________________________

SIGNATURE OF PHYSICIAN___________________________Date: ____________________  
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