GENERAL PAIN DISABILITY INDEX QUESTIONNAIRE

NAME (Please Print): DATE:

AGE: DATE OF BIRTH: OCCUPATION:

HOW LONG HAVE YOU HAD THIS PAIN? ___YEARS _ MONTHS __ WEEKS
IS THIS YOUR FIRST EPISODE OF THIS PAIN? __YES NO

USE THE LETTERS BELOW TO INDICATE THE TYPE
AND LOCATION OF YOUR SENSATIONS RIGHT NOW
(Please remember to complete both sides of this form.)

KEY: A=ACHE B=BURNING N=NUMBNESS
P=PINS & NEEDLES S=STABBING O=0THER
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For Doctor's Use:
Chief compliant (other than neck or low back pain):

(For neck conditions use the Neck Pain Disability Index Questionnaire; for lower back conditions use the Roland-Morris or the Oswestry Low Back Pain Disability Questionnaire.)




Functional Rating Index

For use with Neck and/or Back Problems only,

[n order to properly assess your condition, we must understand how much vour
neck and/or back problems have affected your ability to manage everyday
activities. For cach item below, please circle the number which most closely
describes your condition right now.

1. Pain Infensity

[ L I L |4
[ | | | 1
No Mild Moderaie Severe Worst
pein puin pain pam possihie
Patin
2. Sleeping
[ | E: (K |
| I | 1 |
Perject Mildhy Moderately Greatly Totally
seep disturbed disturbed disturbed disturbed
sleep sleep sleep sleep

3. Personal Care (washing, dressing, etc.)
Lo K B L3 | ¢
| | | | |
No Mild Muoderate Moderate Severe
puim: pain; pam: need pain; need par: need
no no W go slow |y some [0
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4. Travel (driving, etc.)
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No Mild Moderae Moderae Severe
pan on pam on pain on P on pai on
long trips long trips long trips short trps short wips
5. Work
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Can do Cun do Can do Cun do Cannot
usial work ustal work; SO0 of 25% o work
plus anlinuted no extra sl sl
extra work work wrk work
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6. Recreation

[u I | | 3 | 4
| I I | |
Cun do Can do Can do Can do Clannot
all st some a few doany
dactivities activities activities aclivines ACTIVHIES

7. Frequeney of pain

| 6 | ]2 | 3 |
| I [ | I
No Occasiomal Internuttent Frequent Constant
]\.lltl pin P.’I]jl. P\Il!!. ['h'\ll'l.
25% S0% 758 [0
of the day of the day ol the day ol the day
8. Lifting
| [ |2 .4 | ¢
[ [ | I |
No Increased Increused Increased Increased
paimn with pain with pam with pain with pain with
heavy heavy moderate light any
werght weight weight werght werght

9. Walking
[ |1 }2 |3 | «

| | 1 | 1
No pain; Increased Increased Increased Increased
any pam after pam afte pain atter pain with
distance I mitle 172 mile 114 nule ull
witlhing

1. Standing
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aller pain pain pain pain with
several aller several alter e any
liours hours I hour 172 hown standimg
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