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Pain Disability Questionnaire R e s

. Does your pain interfere with personal care (such as washing, dressing, etc.)?

2
Take care of myself completely Need help with all my personal care
0 | 2 3 4 5 6 7 8 9 10

4. Does your pain affect your ability to sit or stand? _
No problems Cannot sit I stand at all times
0 1 2 3 4 5 6 7 '
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6. Does your pain affect ability to lift objects off the floor, bend, stoop, or squat?
No problems Cannot do at all

0 1 2 3 4 5 6 7 8 9 10

8. Has your income declined since your pain began?
No decline Lost all income
0 1 2 3 4 5
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10. Does your pain force you to see doctors much more often than before vour pain began?
Never see doctors See doctors weekly
0 1 2 3 4 5 6 7 8 9 10

12. Does your pain interfere with recreational activities and hobbies that are important to you?
No interference Total interference
0 1 2 3 + 8 9 10
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14. Do you feel more depressed, tense, or anxious than before your pain began?
No depression / tension Severe depression / tension
0 1 2 3 4 8 9 10
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Signature Print Name Date



PATIENT PAIN FORM

Onset date

Please mark on this line the level or intensity of pain that you are
presently experiencing over all from zero to 10:

OAbsent Severe 10
Neck-shoulder-arm-Pain
OAbsent Severe 10
Mid Back Pain
OAbsent Severe 10
Low Back and Leg Pain
OAbsent Severe 10

Pain frequency: O Constant O Frequent [ Intermittent OO Occa-
sional

Aggravated by: O Sitting O Standing O Lying O Walking
O Bending 0O Coughing O Other

Have you ever experienced this complaint before? 0O Yes O No

If yes please explain:

Mark the areas on the body where you feel the described sensa-
tions. Use the appropriate symbol. Mark the areas of radiation.
Include all affected areas.

NNN = Numbness AAA = Ache BBB =Burning SSS =

Stabbing  PPP =Pins & Needles OOO= Other
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If yes what has been done to correct the complaint?

Another doctor involved? who?

Has anyone in your family ever suffered from the same complaint?

O Yes ONo who?

What activities does this pain keep you from doing?

Does this pain keep you from doing normal daily activities?

For re-exams only:

Has there been any changes in current complaint?

O Yes O No ifyesexplain

Do you have any new complaints to report? O Yes O No

If yes,

Other

Please Print Name:

Filled out by:

Patient Signature:

Date:
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