
IndicWd FAX: 812.287.8053 
Chiropractic 

and Rehab uc 
Workers' Compensation Questionnaire 

Was y o u r a c c i d en t d i r e c t l y r e l a t e d to y o u r w o r k ? D Y e s D N o 

B r i e f l y desc r ibe t h e events t h a t o c c u r r e d j u s t be f o r e a n d d u r i n g y o u r acc iden t : 

D i d y o u r e p o r t y o u r a c c i d e n t t o y o u r e m p l o y e r ? D Y e s D N o 
D i d a c c i d en t r e n d e r y o u unconsc i ous? D Y e s D N o 
I f yes, f o r h o w long? 

Please desc r ibe h o w y o u f e l t i m m e d i a t e l y a f t e r t h e a c c i d en t : . 

Desc r ibe a n y t r e a t m e n t y o u rece ived:^ 

W e r e x - rays taken? D Y e s D N o 
Was m e d i c a t i o n p r e s c r i b e d ? D Y e s D N o 
I f yes, w h a t t ype : 

A r e y o u r w o r k a c t i v i t i e s r e s t r i c t e d as a r e s u l t o f t h i s i n j u r y ? D Y e s D N o 

I n d i c a t e t h e s y m p t o m s t h a t a r e a r e s u l t o f t h i s acc ident : 

• Dizz iness 
• D i f f i c u l t y S leep ing 
• A r m s / S h o u l d e r Pa in 
• U p p e r / M i d Back Pa in 
• M e m o r y Loss 
• I r r i t a b i l i t y 
• N u m b Hands/F inge r s 
• L o w e r Back Pa in 
• Headache 
• Fa t i gue 
• Chest Pa in 
• Back Sti f fness 

• B l u r r e d V i s i o n 
• T e n s i o n 
• Shor tness o f B r e a t h 
• N u m b Feet/Toes 
• Ears R i n g i n g / B u z z i n g 
• Neck Pa in 
• S t o m a c h Upse t/Nausea 
• St i f f Neck 
• Jaw P r o b l e m s 
• Leg Pa in 
• O the r : 

Is y o u r c o n d i t i o n g e t t i n g w o r s e ? D Y e s • N o 

I N D I A N A C H I R O P R A C T I C A N D R E H A B LLC 
2 9 0 1 N. W A L N U T S T . B L O O M I N G T O N , IN 4 7 4 0 4 • O F F I C E : 1 . 8 1 2 . 3 3 6 . 7 2 4 6 • F A X : 1 . 8 1 2 . 2 8 7 . 8 0 5 3 



Indicinc^ ^ FAX: 812.287.8053 
Chiropractic 
and Rehab LLC 

I n d i c a t e y o u r degree o f c o m f o r t w h i l e p e r f o r m i n g th e f o l l o w i n g a c t i v i t i e s : 

C o m f o r t a b l e U n c o m f o r t a b l e Pa in fu l 

L y i n g o n Back • • • 
L y i n g on Side • • • 

L y i n g o n S t o m a c h • • • 
S i t t i n g • • • 

S t a n d i n g • • • 
S t r e t c h i n g • • • 

Sexual A c t i v i t y • • • 
W a l k i n g S h o r t D is tance • • • 

R u n n i n g • • • 
Spor ts • • • 

B e n d i n g F o r w a r d • • • 
O p e r a t i n g E q u i p m e n t • • • 

K n e e l i n g • • • 
P u l l i n g • • • 

Reach ing • • • 
L i f t i n g • • • 
D r i v i n g • • • 

T w i s t i n g • • • 
C r a w l i n g • • • 
W o r k i n g • n • 

L i f t i n g • • • 
T y p i n g • • • 

S t o o p i n g • • • 

Signature: Date: 

Please note this form is to be used in conjunction with any forms required by your state's worlters' 
compensation board. Thi s form is not intended to be a substitute for any state or other authority's forms. 
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Indiana 
Chiropractic 

Rehab uc 
FAX: 812.287.8053 

Patient Intake Form 
Patient Information 
Ful l Name: 

First Mi Last 

Address : . 

Age: 

-City:_ 

Social Security Numbe r : . 

Home Phone: 

B i r t h Date: Female: 

. Date: _ 

.S ta te : . 

Male: 

. Z i p : . 

Email Address; 

W o r k Phone: .Ce l l /Other : . 

I pre fer to receive calls at (c irc le ] Home/Work/Ce l l I am (circle) Under Age lS/Sing le/Marr ied/Divorced/Widowed/Separated 

Emp loye r : . Occupa t i on : . 

Business Address: .C i t y : . State: . Z ip: 

Spouse's Name: . . Spouse's Date o f B i r t h : . 

Emergency Contact : . .Emergency Contact Phone Number : 

Payment Information 
Person Responsible for Payment : . 

Social Security Number : Phone: Date o f B i r t h : 

Insurance Information 
Do you have health insurance? Yes No 

P r i m a r y I n s u r a n c e Seconda ry I n su r ance 
Insurance Company: Insurance Company: 

Policy Holder 's Name: Policy Holder 's Name: 

Relat ionship to Patient: Relat ionship to Patient: 

Policy Holder 's B i r th Date: Policy Holder 's B i r t h Date: 

Group Number : Group Number : 

Pol icy ID Number ; Policy ID Number ; 

Please l iave your i n su r ance c a rd and d r i ve r ' s l icense ready so they can be copied for the c l in ic ' s records . 

Consent for Treatment 
Assignment & Release - By signing below, I authorize Indiana Chiropractic and Rehab, LLC to release medical records required 
by my insurance company(s). I authorize my insurance company(s) to pay benefits directly to Indiana Chiropractic and Rehab, 
LLC and I agree that a reproduced copy of this authorization will be as valid as the original. I understand that I am responsible for 
any amount not covered by my insurance, or any amount for a patient for which I am the guarantor. I agree that I will be 
responsible for any collection agency or attorney fees incurred. I understand that by signing below, I am giving written consent for 
the use and disclosure of protected health information for treatment, payment, and health care operations. 

By signing below, I give my consent for examination and the performance any tests or procedures needed. If patient is a minor, by 
signing I give consent for examination, tests and procedures for the above minor patient 

Signed. Date 

INDIANA CHIROPRACTIC AND REHAB LLC 
100 N. CURRY PIKE SUITE A2, BLOOMINGTON, IN 47404 • OFFICE: 1.81 2.336.7246 • FAX: 1,812.287.8053 



Indiana 
Chiropractic 
and Rehab ac 

Financ ia l Policy 
Insurance Coverage 

Welcome to I n d i a n a C h i r o p r a c t i c a n d Rehab,LLC. Your insurance pol icy is an agreement 

between you and your insurer, not between your insurer and this clinic. Like al l types of care, 

coverage for chiropract ic services varies from insurer to insurer and plan to plan. Most insurance 

policies require the beneficiary to pay co-insurance, co-payment and/or a deductible. For example; 

i f you have a deductible of $100, and your insurance pays 80%, you are responsible for 2 0 % of all 

charges incurred du r ing the year after you have paid your $100 at the beginning o f the year. Our 

clinic w i l l call y our insurer to veri fy your benefits, however, we are not responsible for your 

insurer's f inal payment and benefit determinations. 

Payments 
I n order to help you determine your responsibi l i ty t oward payment for services, please read the 
fol lowing, and in i t ia l y our preference for the method of payment of your account. Please notify this 
office i f the status of y ou r insurance changes. 

Private Pay: (please initial) 

A As I have no insurance, I agree to assume all responsibi l i ty and to keep my account current 
by paying for services when they are rendered. 

B I have insurance, but I w ish to file my claims personally, and I agree to assume all 
responsibi l i ty and to keep my account current by paying for each v is i t at the t ime services are 
rendered. 

Hea l th Insurance: (please initial) 

C I w o u l d l ike this cl inic to b i l l my insurance. I understand I am responsible for the costs of 
treatment. 

Missed Appointments 

it is the pol icy o f I n d i a n a C h i r o p r a c t i c and Rehab, LLC to assess a $25.00 missed v is i t fee to 

patients who cancel appo intments w i t h less than a 24-hour notice. One missed v is i t w i l l not result 

in the assessment of a fee, but you w i l l be charged for any addit ional missed visits. This clinic 

provides care for many indiv iduals and missed visits result in t ime lost that could have been used to 

provide care for others. 

My init ials here indicate that I understand the above missed v i s i t policy. 

I understand that all health services rendered to me and charged to me are m y personal financial 
responsibi l i ty. I understand and agree to the condit ions of this policy. 

Signature Date 

INDIANA CHIROPRACTIC AND REHAB LLC 
100 N. CURRY PIKE SUITE A2, BLOOMINGTON, IN 47404 • OFFICE: 1.812.336.7246 • FAX: 1.812.287.8053 

FAX: 812.287.8053 



If vou want us to file with your insurance carrier: 

You are responsible for knowing if you have 
chiropractic benefits. As a courtesy we will call your 

insurance company to obtain these benefits. 
However, It is NOT a guarantee of coverage. 

Patient initials: 

To find out whether you have chiropractic benefits, 
please call the member customer service number 

located on your health insurance card. 

Patient initials: 

I understand I nnay or may not have chiropractic benefits. I also 
understand I am responsible for payment if my insurance company 
does not cover my services. 

Patient Signature: Date: 



Indiana 
Chiropractic 
and Rehab,u 

FAX: 812.287.8053 

Health Questionnaire 

Patient Information 

Date: 

Pat ient Name: Date o f B i r t l i : 

Height: We ight : 

L is t a l l prescr ip t ion , n o n p r e s c r i p t i on medicat ions and o ther supplements you take as w e l l as the associated cond i t i on : 

List any surgeries or hosp i ta l i za t ions you have had complete w i t h the m o n t h and year for each: 

L is t any th ing you are al lergic to : 

Fami ly H is tory ( l ist al l major diseases such as cancer, diabetes, hear t prob lems, bone/ jo in t diseases and the re lat ion to you of th i 

i nd i v i dua l ) : 

Do you exercise? • Yes D N o Hours per week W h a t act iv i ty (s )? 

Are y ou diet ing? • Yes • No Since: Do you smoke? • Yes • No packs per day. 

H o w many years have y o u been smoking? _ _ _ _ Do you d r i n k alcoholic beverages? • Yes • No d r i n k s per day. 

Do you wear? • Heal l i f ts • A r ch suppor t s • Prescr ip t ion Orthot ics 

For w o m e n : Are y ou pregnant or nurs ing? • Yes • No I f pregnant, How many weeks? 

Date of last menstrua l pe r i od : 

INDIANA CHIROPRACTIC AND REHAB LLC 
100 N. CURRY PIKE SUITE A2, BLOOMINGTON, IN 47404 • OFFICE: 1.812.336.7246 • FAX: 1.812.287.8053 



A Indiana FAX: 812.287.8053 
- ^ C 3 Chiropractic 
S - Z 5 ^ and Rehab u c 
Medical History 

Describe the reason(s) for y o u r doc to r v i s i t today: 

Are y ou here because of an accident? What type? 

W h e n d id y o u r symptoms start? How d id y o u r s ymptoms begin? 

H o w often do you experience symptoms? [Circle one) Constant ly Frequent ly Occasional ly I n t e r m i t t e n t i y 

Describe y o u r symptoms? (c ircle all tha t app ly ) Sharp Dull ache N u m b i n g B u r n i n g T ing l i n g Shoot ing 

Are y o u r symptoms? (Circle one) Get t ing be t te r Staying the same Gett ing worse 

H o w do y o u r symptoms in te r f e re w i t h y o u r w o r k or n o r m a l activit ies? 

Have you experienced these s y m p t o m s i n the past?. 

History of T r ea tment 

P r i m a r y care phys ic ian: Phone: 

Date last seen: May we update them on y o u r cond i t i on? Yes No 

Have you seen a ch i r op rac to r before? Yes ^ No W h o re ferred you to us? 

Have you seen another doc to r for these symptoms? If yes, indicate name and type o f medical p r ov i de r : 

INDIANA CHIROPRACTIC AND REHAB LLC 
100 N. CURRY PIKE SUITE A2, BLOOMINGTON, IN 47404 • OFFICE: 1.812,336.7246 • FAX: 1.812.287.8053 



]r\d\ar\a 
Chiropractic 

ar\d Rehab u< 
FAX: 812.287.8053 

Descr ipt ion of Condit ion 

Mark any area(s} o f d i s comfor t w i t h the f o l l ow ing key; 

A =Ache N =Numbness B = B u r n i n g T = T ing l ing S = Stiffness 0 = Other 

i M 

ft 
' • f 1 

111 
1 — — i -

Left Back Front Right 

On a scale o f one to ten h o w intense are y o u r symptoms? Not intense Unbearable 

INDIANA CHIROPRACTIC AND REHAB LLC 
100 N. CURRY PIKE SUITE A2, BLOOMINGTON, IN 47404 • OFFICE: 1.812.336.7246 • FAX: 1.812.287.8053 



Indiana 
Chiropractic 
and Rehab.c 

FAX: 812.287.8053 

Fo r the condit ions be low please ind icate if you have had the condit ion in t h e p a s t o r If you p re sent l y have the condition, 

Past P resent Condit ion Past P resent Condit ion Past P r e sen t Condit ion 

O O A b d o m i n a l Pain O 0 Elbow/upper arm pa in O O Liver/Gall Bladder 

Disorder 
O 0 A b n o r m a l We i gh t gain/loss O o Epilepsy 0 o Loss o f Bladder 

Contro l 

o 0 Al lergies Headache o 0 Excessive t h i r s t 0 o Low back pain 

0 0 Angina 0 0 Frequent Ur ina t i on o o Mid back pain 

o 0 Ankle/foot pain o o General Fatigue o o Neck pain 

o o A r t h r i t i s o 0 Hand pain o o Painful Ur inat ion 

o o As thma o 0 Heart attack o o Prostate Problems 

o 0 Bladder In fec t ion o 0 Hepat i t is o o Shoulder pain 

o 0 B i r th Contro l Pills o o High b lood pressure o o Smoking/tobacco 
Use 

o o Cancer o 0 H ip/upper leg pa in o o Stroke 

o 0 Chest Pains o o HIV/AIDS o o Systematic Lupus 

0 o Chronic Sinusit is o 0 Hormone Therapy o o Thoracic Outlet 
Syndrome 

o 0 Depression o 0 j aw pain o o T u m o r 

o o Dermat i t i s/Eczema 0 o Joint swel l ing/st i f fness o o Ulcer 

o 0 Dizziness o o Kidney Stones o o Upper back pain 

0 0 Drug/Alcohoi Use o o Knee/lower leg pa in o o W r i s t pa in 

Addit iona l comments y o u wou ld l ike the doctor to know : 

Pat ient ' s s ignature : Doctor 's s ignature : 

INDIANA CHIROPRACTIC AND REHAB LLC 
100 N. CURRY PIKE SUITE A2, BLOOMINGTON. IN 47404 • OFFICE: 1,81 2.336.7246 • FAX: 1.812.287,8053 



Oswestry Disability Index Section 7 - Sleeping 

Section 1 - Pain Intensity 

• I have no pain a( the moment. 

Q The pain is very mild at the moment. 

• The pain Is moderate at the moment. 

• The pain Is fairly severe al the moment. 

• The pain is very severe at the moment. 

Q Tiio pain is the worst imaginable at the moment. 

Section 2 - Personal Care (washing, dressing, etc.) 

• I can toolc after myself normally but it Is very painful. 
Q I can look after myself normally but It Is very painful. 

• II Is painful to look after myself and I am SIOVK and careful. 

• I need some help but manage most of my personal care. 
Q I need help every day In most aspects of my personal care. 

• I need help every day In most aspects of self-care. 
[J I do not get dressed, wash with difficulty, and stay in bed. 

Section 3 - Lifting 

• I can lift heavy weights without extra pain. 

Q I can lift heavy weights but it gives extra pain. 

• Pain prevents me from lifting heavy weights off the floor, but I can 
manage if they ato conveniently positioned (i.e. on a table), 

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

• I can lift only very light weights. 

• I cannot lift or carry anything at all. 

Section 4 - W a l k i n g 

• Pain does not prevent me walking any distance. 

• Pain prevents me walking mora than 1mile. 
• Pain prevents me walking more than % of a mile. 
• Pain prevents me walking more than 100 yards. 

• i can only walk using a stick or crutches. 
• I am in bed most of the time and have to crawi to the toilet. 

Section 5 - Sitting 

• I can sit In any chair as long as I lii<e. 
• I can sit In my favorite chair as long as I like. 
• Pain prevents me from sitting for more than 1 hour. 
• Pain prevents me from sitting lor more than Vi hour. 
• Pain prevents me from sitting for more than 10 

minutes. 

a Pain prevents me from sitting at all. 

Section 6-Standing 

U I can stand es long as I want without extra pain. 

Q I can stand as long as I want but it gives me extra pain. 
• Pain prevents me from standing more than 1 hour. 
Q Pain prevents me from standing for more than 14 an hour. 
• Pain prevents me from standing for more than 10 minules. 
• Pain prevents me Irom standing at all. 

• My sleep is never disturbed by pain. 

• My sleep Is occasionally dislurbod by pain. 

• Because of pain, I have less than 6 hours sleep. 

• Because of pain, I have less than 4 hours sleep. 

• Because of pain, I have less than 2 hours sleep. 

• Pain prevents me from sleeping al all. 

Section 8 - Sex life (If applicable) 

• My sex life is normal and causes no extra pain. 

• My SOX life is normal but causes some extra pain, 

• My sex life is nearly normal but Is very painful, 

• My sex life is severely restricted by pain, 

• My sex life Is nearly absent because of pain. 

• Pain prevents any sex life at all. 

Section 9 - Soi\a\e 

• My social life is normal and cause me no extra pain. 

• My social life is nomial but increases the degree of pain. 

• Pain has no significant effect on my social life apart from llmltlngmy 

more energetic Interests, I.e, sports. 

3 Pain has restncted my social life and I do not go out as often. 

• Pain has restricted social life to my home. 

• I have no social iife because of pain. 

Section 10 - Traveling 

• I can travel anywtiere without pain. 
• I can travel anywhere but it gives extra pain. 
• Pain is bad but I manage (ourneys of over two hours. 
• Pain restricts me to short necessary journeys under 30 minutes 

Q Pain prevents me from traveling except to receive treatment. 

Section 11 • Previous Traatmenl 

Over the past three months have you received treatment, tablets or 
medicines of any kind for your back or leg pain? Please check the 
appropriate box. 

• No 
• Yes (if yes, please slate the type of treatment you have received) 



Neck Disability Index 

This questionnaire has been designed to give the doctor information as to how your neck pain has affected your ability to manage in 

everyday lite. Please answer every section and mark in each section only the ONE box which applies to you. We realize you may 

consider that two of the statements in any one section relate to you. but please just mark the box which most closely describes your 

problem. 

Section 1 - Pain Intensity 
Q I have no pain at the moment. (0) 

Q The pain is very mlid at the moment, (1) 

• The pain is moderate at the moment. (2) 

• The pain is (airiy severe at the moment. (3) 

• The pain is very severe at the moment. (4) 

• The pain is the worst imaginable at the moment. (5) 

Section 2 - Personal Care (Washing, Dressing, etc.) 
• I can lool< after myself normally without causing extra pain. (0) 

• I can lool< after myself normally but it causes extra pain. (1) 
• It is painful to look after myself and I am slow and careful. (2) 
• I need some help but manage most of my personal care. (3) 
• I need help every day In most aspects of self care. (4) 
• I do not get dressed. I wash with difficulty and stay in bed. (5) 

Section 7 - Worl< 
• I can do as much work as I want to. (0) 

• I can do my usual work, but no more. (1) 

• i can do most of my usual work, but no more. (2) 

• i cannot do my usual work, (3) 

• I can hardly do any work at all. (4) 

• I cannot do any work at all. (5) 

Section 8 - Driving 

3 I can drive my car without any neck pain, (0) 

G I cen drive my car as long as I want with slight pain in my neck. (1) 

• 1 can drive my car as long as I want with moderate pain In my neck. [2) 
• 1 cannot drive my car as long as I want because of moderate pain in 

my neck. (3). 

• I can hardly drive at all because of severe pain in my neck. (4) 
• I cannot drive my car at aft. (5) 

Section 3 - Lifting 
• I can lift heavy weights without extra pain, (0) 

• I can lift heavy weights but it gives extra pain. (1) 

• Pain prevents me from lifting heavy weights off the floor, but I can 
manage if they are convenientiy posltkjned, for example on a table. (2) 

Q Pain prevents me from lifting heavy weights, but i can manage light to 
medium weights if they are conveniently positioned. (3) 

• I can lift very light weights. (4) 
• I cannot lift or carry anything at all, (6) 

Section 4 - Reading 
• I can read as much as I v/ant to with no pain in my neck. (0) 
• I can read as much as i want to with slight pain in my neck. (1) 
Q I can read as much as 1 want with moderate pain in my neck. (2) 

• 1 cannot read as much as I want because of moderate pain in my neck. 

(3) 
• I can hardly read at all because of severe pain in my neck. (4) 

• I cannot read at all. (6) 

Section 5 - Headaches 
Q I have no headaches at all. (0) 
Q I have slight headaches that come lnfre<iuently. (1) 
• I have moderate headaches which come Infrequently. (2) 
Q I have moderate headaches which come frequently, (3) 
• I have severe headaches which come frequently. (4) 
• I have headaches almost all the time. (5) 

Section 6 - Concentration 
• I can concentrate fully when I want to with no difficulty. (0) 
• I can concentrate fully when I want to with slight difficulty. (1) 
• I have a fair degree of difficulty in concentrating when I want to. (2) 
• I have a lot of difficulty in concentrating when 1 want to. ( 3 ) 

• I have a great deal of difficulty in concentrating when I want to. (4) 
• I cannot concentrate at all. (5) 

Section 9 - Sleeping 
• I have no trouble sleeping. (0) 

• My sleep is slightly disturbed (less than 1 hour sleepless). (1) 

• My sleep Is mildly disturbed (1-2 hours sleepless). (2) 
• My sleep Is moderately disturtied (2-3 hours sleepless). (3) 
• My sleep Is greatly disturbed (3-5 hours sleepless), (4) 

• My sleep Is completely disturbed (5-7 hours sleepless). (6) 

Section 10 - Recreation 
• I am sble to engage m all my recraalion activities with no neck pain at 

all. (0) 
G I am able to engage In all my recreation activities, with some pain in 

my neck. (1) 
• I am able to engage in most, but not all, of my usual recreation 

activities because of pain in my neck. (2) 
• I am able to engage in a few of my usual recreation activities because 

of pain in my neck, (3) 

• I can hardly do any recreation activities because of pain In my neck. 

(4) 
• I cannot do any recreation activities al all. (5) 

0-4 l̂ o disability 
5-14 Mild disability 
15-24 Moderate disability 
2S-34 Severe disability 
> 35 Complete disability 



TI ic Revised Osvvesln' Disability Index (for low back paiu/dysrunrtioi i ) 

Patient name: File #- Dale: 
l i t i s qucsuoimaire lias been dei igncd lo give die doctor i i i lbnnauon as to l̂ ô v your liack pain has ;i i icctcd your ability to manage cvundjy 

life. Plciisc .insurer every section and mark in each section only tlic C)\ box lJi :U applies to you. W e realize tliat TOU may consider lh;»t t^vo 

o f die statements in any one section relate to you, but please just maik llie box diat most close!}' dcscrilx's your problem. 

S K C T I O N I . H A I N IN'i'ENiirrY 

• 'Hie pain comes ajid goes and is vciy inild. 
CJ 'Hie paid is niild ajul (iocs not Muy mucli. 
C3 Tlie pain comes and goes and is moderate. 
CZ) Ilic pain is moderate and <.iou.i not vary much. 
• ' l l ic jjiiin comes and goes and i i wry severe. 
LJ 'Hie pain is scvcje A I U I dors not vaiy niiieh. 

s b x r n o N 2 - H I : R S O N A L C A R E 

O T would not have lo rfiangi* n)y way of wa.shjng or dj'cssing tn order 
lu aioid pain. 

U [ do not nojniaily cliajific uiy way ol' wa.sliing or dicssing CA'CU 
Uioufjj) it causes sonic pain. 

n Waslm^g x i d dressing inneajics die pain, but I manage not to 
change my way of doing it. 
Wuiliing and dressing inacaxcs die pain and I Hnd it ncce.ssaiy to 
change my way of doing i i . 

O Because ol die pain, 1 am iuial)te lo do some washing and dicssing 
witJiour licJp. 

CD Because of die pain, I am luialtte (o do any washing and dressing 
m(ii<Hii liclp. 

S F . C n O . \G 

C I I can lift hcaw wciglits v^itliout extra pain. 
D I can lift heavy wejgtiw, but it cau-sc* cxua paJn. 
• Pain p|-evcut$ mc Irorti lil'linjj licaN-y \vcij(liLs olF tlic lloor, btu I 

niajiage if tliey aie cunvenicnUy positionct! (e.g., on a uU>Ic). 
O Pain prev-ents mc l iom lifling licavy weights oil the floor. 
r i Pain prevents mc horn lifting hc.axy wrigtits, but I can manage iigiit 

to medium wciidits i ! Uiey ai'c convcnicjitJy positioned. 
O I can only lift very liglu weights ai die most. 

s vx :n o .\w A L K I N G 

U ! have un pain on walkuig. 
CJ 1 have some p'.iU\u walking, but it does not inciease wiiji ilistaiice. 
O I cannot walk muir tliaii one mile witJiout triaexsing pain. 
• I cannot walk more tiian \/'2 mile wiiltont ixurcaiirig pain. 
U I cannot walk more dian 1/4 mile mlhoul increasing pain. 
C3 I cannot walk ai all witiiout iiKTcasing p;un. 

SECTION 5 - s r m N G 

• I can sit in any chair as long as I like. 
O I can only sit in my favorite chair as long as I like. 
[ 1 3 Pain piwents me from sitting more dian one hour. 
C J Pain prevents mc from ^itllng more dwn 1/2 hour. 
I I Pain prevents mc Irom s iain^ mtur i() niiniilcs. 
LJ I aviiid sitting became it increases puiti ilgltl away. 

S E C T I O N 6 . . S T A N D I N G 

C J I can stand as long as I ivanl \nduint- pain, 
n 1 liave some pain on suuidiiig, but it does not increase 

witli time. 
C J I caruiot stand for longer duui one hour widiout 

increasing pain. 
• I cannot stajid for longer diaii 1/2 hour widiout 

increjising pain. 
r~1 I cannot stand for longer dian 10 minules \vithout 

incteasing pain. 
C3 I avoid standing because, it increa,ics die pain riglu 

aw-ay. 

E J E C T I O N 7 - S I . E E P I N G J 

I I I get no pain in bed. 
r~ l I get pain in bed, but ir tlocs not prcvcjit mc front 

sleeping wclj. 
• Bcrausc of paiji, my normal niglit'i sleep is rcdiiccd 

by less dian 1/4, 
• Because of pain, my nocnial night's sleep is reduced 

by less dian 1/2. 
• Berauw: of pain, my normal niglit's sleep is reduced 

by less ilian 3/4. 
r~] Pain prevents me from sleeping at ail. 

- • iECnO .N 8 - S O C L \  L I K E 

n My social life is normal and gives me no pain. 
O My soaal life is norma!, but increases die degree of 

pain. 
Z2 Pain has no siKnificant effect on my social life apart 

from limiting my more energetic interests, e.g., 
dancing, etc. 

O Pain has restricted my social life and I do not go out 
vcr)' often, 

O Paiti lias restricted my social life to my home. 
r~1 I have hardly any social life because of the pain. 

S E C T I O N 9 . T R A V E L U N G 

a 

a 
D 

I get no pain wliile travelling. 
I get some pain while travelling, but none of my usual 
forms of ua\el makes it any wur»e. 
I get extra pain while travdiiiig, but it does not compel 
mc to seek alieniative lornu of uavel. 
I get extra pain wfiile U-avelliiiK. which conipeis me to 
seek allcniadve fonns of tnivcl. 
Pain restricts al! lornis of tmvcl. 
Pain prevents ail forms of tj-avel except tliat done bing 
down. 

S E C n O N 1 0 . C r i A . \ G I . N G D E G R E E O F ?MS 

C J My pain is rapidl>' gelling bciicr. 
O My pain llucuiarcs, bui is definitively gctlirig better. 
• My pain seems to be griling bctlcr, but improvement 

is slow ai presejiL 
C3 My pain is iicidier getting better nor woi-se. 
n My pain is gi-adually worsening. 
CD My pain is rapidly woisening. 


