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Sig.ra/re  ______________________________________________________________________ 
 

Esame Obiettivo del Rachide 
 

Postura: Lordosi Lombare 

Cifosi toracica 

Scoliosi antalgica 

Scoliosi 

Imbalace sagittale   

 

Deambulazione:  Zoppia di fuga    Falciante 

   Tredelemburg    A base allargata 

   Steppante 

    

Motilità: Flessione     Bending dx 

  Estensione     Bending sin 

  Rotazioni 

 

Laségue:                        Wasserman-Boschi: 

 

Liquorali:         Valleix:  

 
 
Sensibilità: Dermatomero                   
 
Riflessi:  Tricipite     Rotuleo 

  Brachiale     Achilleo              

  Brachioradiale     Medioplantare 

 

Babinski     Altro: 

________________________________________________________________________

________________________________________________________________ 

 

 

 

N.N. IPER
 

IPON.N. 

IPO

IPER
 

NO OMO ETER

NO SIN. DEST

NO SI 

N.N. 

N.N. 

N.N. 

LIM

LIM

LIM

DOL

DOL

DOL

N.N. 

N.N. 

LIM

LIM

DOL

DOL

IPO- IPER-
 

AN-

IPO

IPO

IPO

ASS

ASS

ASS

N.N. 

N.N. 

N.N. 

IPO

IPO

IPO

ASS

ASS

ASS

N.N. 

N.N. 

N.N. 

FLEX ESTEN

° DX SIN DX SIN  

POS NEG NEG L5 S1 
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Stenia: Normo 

Adduttori  TA   Peronieri   Grande Gluteo 

 Quadricipite  EPA   Tricipite   Flessori Dita 

 Ileopsoas  ECD   Medio Gluteo 

Altro: 

________________________________________________________________________________ 

Segno dello scalino:  

 

Dolorabilità epispinosa: ___________________________________________________________ 

 

Coxo-femorali: ______________________________________________________________ 

Linfonodi:  ______________________________________________________________ 

Sacroiliache:  ______________________________________________________________ 

Polso Periferici: ______________________________________________________________ 

Terreno Varicoso: ______________________________________________________________ 

Palpazione addominale: ___________________________________________________________ 

 

NOTE 

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

______________________________________________________________ 

 

 

 

 

Firma del medico 

________________________ 

 

L2-L3 L3-L4 L4-L5 L5-S1 


