
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
        Date............................ 
 
 
Dear Mr./Mrs. ..............…………………… 
 
you expressed interest in treatment of the spinal column. Which treatment are you particularly inte-
rested in? (Place an’x‘ in front of the treatment(s) that apply) 
 

Ο  Minimal Invasive Epidural Catheter Technique – the Racz Method 

Ο  Selective Percutaneous Thermocoagulation 

Ο  Non-Invasive Percutaneous Laser Therapy 

Ο  Other method: ………………………............ 

Ο  don’t know 
 
After receiving your most recent medical reports, I will be able to evaluate and propose a plan for 
treatment. For this purpose I need the following information: 
 
1. What are your problems concerning the spine and when did they start (in a few short sentences) 

……………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………

…………………………………………………………………………………………………………… 

2. Do you suffer from further health problems that need medical treatment (e.g. heart problems that 

require medical care?) 

……………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………

…………………………………………………………………………………………………………… 

3. Do you regularly take medication for pain? Which? 

………………………………………………………………………………………………………………… 

 

Do you take regularly any other medication (e.g. medication for heart or thyroid problems or medi-

cation for hemodilution?) Which? 

……………………………………………………………………………………………………………………

……………………………………………………………………………………………………………… 

          please turn round 



 

 

 

4. Briefly describe which therapies and/or surgery you have had on the vertebral column? 

As an out-patient: …………………………………………………………………………………………… 

………………………………………………………………………………………………………………… 

As an in-patient (in hospital) ……………………………………………………………………………… 

……………………………………………………………………………………………………………………

……………………………………………………………………………………………………………… 

5. Do you suffer from neurological failure, for example extensive paraesthesia or paralysis? 

Place an ‚x‘ in front of the answer which applies   Yes   0  No   0 

If so, please send medical findings (not older than six months) of your neurologist. 

 

6. Please send the medical findings of computertomography or preferably an MR-scan of the affected 

part of the vertebral column that has been done within the last six months. Without having such 

medical findings at hand, unfortunately, I will not be able to make a diagnosis. But please do not 

send any x-ray photographs. 

 

7. In the event we need to contact you (for further information), please state your telephone number 

………………………………… 

8. How did You hear about our medical practice? ………………………………………………………… 

 
We also like to call your attention to our internet website www.orthopaede.com. 
 
In order to receive our detailed information about different methods of spinal treatment, please send us 
an international money order (obtained at a post office of bank) equivalent to DM 12,-- to cover our 
mailing costs. Thank you very much. 
 
 
With best regards, 
 
 
 
 
On behalf of the medical team 
Dr. med. R. Schneiderhan 
 
 
 
 
 
To return our questionnaire, please use the following address: 
 
Dr. med. R. Schneiderhan 
Eschenstr. 2 
D-82024 Taufkirchen 
Germany 


