Patient Basic Information

Personal Information:

Last Name: First Name: Mid. Init.:
Address: City, State, Zip:
Home Phone: Work Phone: Social Security No.:

Date of Birth:

Date of Injury/Onset:

Dominant Hand: 4 Right

Q Left

Q Both

Insurance Information:
Policy Holder (if different than patient):

Policy No.:

Special Note: If your injury involved a motor vehicle, skip to page 2. Otherwise, use the
spaces below to fully describe your accident, injury or onset, slip and fall, etc.

1. Description of Accident/Injury/Onset

Enter a full description of the accident, injury or onset in the space below.

2. Your condition during and immediately after injury/onset

Enter the details of your condition during and immediately after your injury/onset.
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Automobile Accident Description

Please answer the questions below. If you do not know the answer to any of the questions, do not answer that question.

1. Your vehicletype 2.Your position in vehicle

3. What was your vehicle doing at the time of the accident?

U car O Station Wagon O briver O Front Passenger
Qvan O Pickup Truck U Left Rear Passenger

ULarge Truck  UBus U Right Rear Passenger

Other Other

U sStoppedintrafiic 1 Stopped at light
U Making a left turn O Parking
U slowingdown  UAccelerating

U Stopped at intersection
U Making a right turn

U Proceeding along
Other

4. Time/Speed/Damage 5. Details of Accident

6. Road conditions

Time of accident Visibility at time of accident
Your vehicle's U Poor O Fair O Good
speed: mph

Their vehicle's Who hit who/what?

speed: mph | O You hit other vehicle
Damage-to-yout-vehicle U Other vehicle hit you

2 Mid S Moderate You hit...(object)

2 Fotaled

Road conditions attime of accident

Uicy Owet UWsSandy U Dark O Cleananddry

Pointofimpact
U Head-On

U Read-End

ULeft Front
U Left Rear

U Right Front
U Right Rear

7. Body Position, etc.

Did you see the accident coming: Yes O No
Were you braced for the impact? Yes O No
Did you have a seat belt on? Yes O No
Did you have a shoulder harness on? Yes O No

Does your vehicle have headrests? YesdQ No

What was the position of your headrest at the time of the impact?
O Even with top of head [ Even with bottom of head (O Middle of neck
What was the direction of your head at the time of the impact?

O Facing straight forward O Turned to the right O Turned to the left

Did driver side air bags deploy? Yes O No Did passenger side airbags deploy? Yesd (O No Did side airbags deploy? Yes O No

8. Additional accident information

In the case of a motor vehicle accident, enter any additional information here that is not covered by the above check offs.

9. During the accident:

10. Afterthe accident:

Did your body strike the inside of your vehicle? ~ YesU U No
If yes, describe:
Did you lose consciousness during the injury? ~ Yes O No

If yes, for how long?
Your vehicle's estimated damage?
Did police show up at the scene? YesUNo
Was an accident report filled out? YesU U No

Check off your symptoms right after and afew days following:

U Headache U Dizziness U Mid back pain 1 Cold hands
U Neck pain U Nausea U Low back pain 4 Cold feet
U Neck stiffnres U Confusion L Nervousness U Diarrhea
U Fainting U Fatigue ULossoftaste U Depression

U Ringing in ears U Tension U Toe numbness U Anxious
U Loss of smell - Qlrritability U Constipation U Chest Pain

U Pain behind eyes O Shortness of breath 1 Sleeping problems
Others:

11.Emergency Room?

12. Treatment History:

Wheredid you go after the accident?

Fill in any other doctor(s) seen prior to your first visit to this office|

U Home U work O HospitalER 1 Private Doctor 1. Dr. Firstvisitdate: /|
Howdidyougetthere? Specialty: X-raysdone? YesUONo
U Drove self Somebody else Ambulance  Police Types of treatments received:
Were X-rays done? YeslUNo Was labwork done? YesNo | How many treatments received? __ Currently treating? Yes (U No
Body parts X-rayed? Did treatments benefityou? YesU No
What lab work? Lastvisitdate: /[ [
The X-rays revealed: 2. Dr. Firstvisitdate: /[
Treatments: U Cervical Collar U Ice Other: Types of treatments received:
Medications: How many treatments received? ____ Currently treating: Yes O No
Follow-upinstructions: Did treatments benefityou? YesOO No

Last visit date: I A
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Owner
Cross-Out

Owner
Cross-Out

Owner
Cross-Out

Owner
Cross-Out

Owner
Cross-Out


Activities/ Daily Living Assessment

Please check all that apply

Section 1 — Pain Intensity:

.

Pain comes and goes and is mild

Pain is mild and does not vary

Pain comes and goes and is moderate
Pain is moderate and does not vary much
Pain comes and goes and is severe

Pain is severe and does not vary much

Section 2 — Personal Care:

N |

Do not change habits to avoid pain

Do not change habits but experience some pain
Do not change habits but it increases pain

Do change habits due to increased pain
Unable to do some personal care without help
Unable to wash or dress without help

Section 3 — Lifting

N [

Lifts heavy weights with no pain

Lifts heavy weight with pain

Cannot lift heavy weights off the floor
Can lift heavy weight from a table
Can lift light weights from a table
Can lift only very light weights

Section 4 — Walking

I [

Pain does not prevent walking

Cannot walk more than 1 mile

Cannot walk more than 1/2 mile
Cannot walk more than 1/4 mile

Can only walk on crutches

Bedridden and must crawl to the toilet

Section 5 — Sitting

I [

Can sit in any chair as long as desired

Can sit only in certain chair as long as desired
Can sit no more than 1 hour

Can sit no more than 1/2 hour

Can sit no more than 10 minutes

Cannot sit at all due to pain

Score:

Section 6 — Standing:

/NN

Can stand for an unlimited time without pain
Some pain standing/ doesn’t increase w/time
Cannot stand for more than 1 hour

Cannot stand for more than 1/2 hour

Cannot stand for more than 10 minutes
Cannot stand at all

Section 7 — Sleeping:

NN

No pain in bed

Gets pain in bed/ but sleeps well
Normal sleep reduced by 1/4
Normal sleep reduced by 1/2
Normal sleep reduced by 3/4
Cannot sleep at all due to pain

Section 8 — Traveling

.

Travel without pain

Travel causes some pain, but not made worse
Causes extra pain, no change in form

Causes pain, uses alternative travel

Pain restricts all forms of travel

Pain restricts travel except lying down

Section 9 — Social

NN NN

Normal and causes no pain

Normal but causes extra pain

Limits energetic interests

Pain limits/ does not go out as often
Pain restricts social life to home
Pain restricts all social life

Section 10 — Changing Degree of Pain

H NN

Pain is rapidly improving

Pain fluctuates but is improving
Improvement is slow

Pain level is unchanged

Pain is gradually worsening
Pain is rapidly worsening
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Description of Symptoms

(Describe your symptoms in the sections below, in the order of severity, if possible.)

I. First Current Symptom: (Please check off the boxes below to describe your first symptom. Describe only ONE symptom per Section |.

1. Check only one body location below
a

CIHeadachesD Frolr-ltc? HeadR 50 d pul Usharp  QAching U Cutting _

OTop of Head OThrobbing W Burning O Numbing O Tingling O Cramping

OBack of Head USpasm U stinging O Shooting O Pounding U Constricting
aw L Qa rRO B O |3 PainFrequency 6. Actions affecting this pain
QEye L Q r O g 0 |UYUptol/4ofawaketime 1/4 to 1/2of time Brings On Aggravates Relieves
ONeck L Q r O g O |01/2 to3/4ofawaketime O Mostall the time 4 In the AM. Q a Q
QupperBack L Q4 RO B O _ _ _ —— Q Inthe P.M. a a Q
Mid Back L Q rR O g O |4 Painlintensity (How itaffects your daily activites a Bending forward a a a
OLowBack L Q rO g O | Doesntaffect QO Somewhat affects O Bending back a Qo Q
QcChest L Q r O g O |USeriouslyaffects U Prevents activities a Bend?ng Igft Q a a
U Abdomen LQ RO BU |5 Doesthis pain radiate into other body parts? 8 ?@Tsdtmg Igf?t 8 8 8
o Lo Ra 5 Left Right Both a Twistingri ht a a a
U Buttocks LA RO B U | OHead ] Q Q Oo h'g g D O 0
W Shoulder L Q rRQ B | OQNeck Q Q Q 0 Sﬁlejgzilr?g o g a
QuUpperArm L 4 RO B O | O shoulder O Q Q Qo g 0 3 3
UForearm LQ RO BU | Qarm a a a Q Standi 9 0 0 0
EIHand L Q RO B | QHand Q Q Qa 0 Sig% ing o o a
OHip LA RO BU | O Hip Q Q Q 0 Lifting 3 3 3
ULeg L Q rRQ BO | QOlLeg Q Q Q oth Agt' _
UFoot L RO BO | QFoot Q Q Q erActions: a o o
Other locations : Other locations of radiation: 0O 0.0

2. Types of pain Other types of pain:

Il. Second Current Symptom:

(Please check off the boxes below to describe your next symptom).

1. Check only one body location below

EIHeadachesDF Ltcle dR Q 80 4 Dull Osharpp  QAching U4 Cutting
DTgono?Hegg UThrobbing W Burning O Numbing O Tingling U Cramping
EIBa‘t):k of Head dSpasm U stinging O Shooting O Pounding U Constricting

Qiaw L0 RO 80 3. Pain Frequency 6. Actions affecting this pain
OEve L0 RO 50 OUpto 1/4 ofawaketime [1/4 to 1/2 of time Brings On  Aggravates Relieves

4 11/2 to 3/4 of awake time [ Most all the time U inthe AM. d a a
INeck LQ rOQ 8d Q inthe PM QO Qo Q
Bmﬁ) eB;%‘alek t g E g E g 4. Pain Intensity (How it affects your daily activites a Bendi_ng forward Q4 a a
OLowBack L QO RO 5 0 U Doesn't affect U Somewhat affects (] Bending back a a a
OChest L O RO 50 U Seriously affects [ Prevents activities U Bending left g a Aa
QAbd LO RO BO [5 Doesthis painradiate into other body parts?| = Bending right g o g

bdomen . Does this pain radiate into other body parts?| 9 yicting left 0 0 0
ORibs LQ RO B QO Left Right Both O Twisting riaht O a 0o
OButtocks L RO BO |QHead a Q a 0 couting’ O O o
O shoulder LA RO BO |ONeck a Q Q 0 Snecsing O O o
Oupperarm L O RO B O | O Shoulder a a (] 0 Straining 0 0 0
UForearm LQ RO BO | dArm a a d | Standing Q Q Q
OHand LO RO BO |[OHad Q Q Q 0 sining O O o
QHip L RO 80 |QHp Q Q a 0 Lifting O o o
OlLeg LQ RO BOQ |QLeg Q Q a Other Altions:
UFoot LQ RO B O | OFoot a a d : Q Q Q
Other locations : Other locations of radiation: D D D

2. Types of pain Other types of pain:

lll. Third Current Symptom:

(Please check off the boxes below to describe your 3rd symptom).

1. Check only one body location below

DHeadachesDF LtEle dR Q BO g Dull U sharpp  WAching U Cutting
DTron fOH e: UThrobbing W Burning O Numbing U Tingling U Cramping
EIBgE):I? of ggad USpasm U stinging 1 Shooting U Pounding U Constricting
3. Pain Frequency 6. Actions affecting this pain
SJSI; :: g E g g g OUpto 1/4 ofawaketime [1/4 to 1/2 of time B?ngs 0np Aggravates Relieves
ONeck L O r O g 0O |UY2to3/4ofawaketime Ul Mostallthe time Q Inthe AM. QO QO Q
QupperBack L O RO BQ : : . — 1 U inthePM. Qa Qa Q
EIM?(? Back L O RO g0 |4Pan In'ten3|ty (How it affects your daily activites) (O Bending forward QO Qa a
OLowBack L O r O g 0O |Y Doesntaffect U Somewhat affects Q Bending back QO O Q0
Ochest L O RO B 0O | Seriouslyaffects U Prevents activities Q Bending left QO o Qa
U Abdomen La RO B U | 5.Does this pain radiate into other body parts? Q Bending right g d d
ORibs Lt rO 8BU Left  Right Both O Twisting left g Q Q
OButtocks L@ RO BO |QHead Q a a ggwsnhn_g right g g g
d Shoulder LQa rROA B O | O Neck a a a oughing
Qupperarm L Q RO BQ |Qshouder O Q Q O Sneezing g a Q
QForearm L@ RO B8Q |QAm Q Q Q Q Straining g a Q
QHand LQ RO BO |QOHand Q Q a U Standing a o g
QHip LQ RO B8O |QHp 0 0 Q O Sitting g o aQ
Oleg L@ RO BO |OLeg a a a O Lifting Q0 Q
QFoot L Q RO B O |QFoot a a Q OtherActions:
Other locations : Other locations of radiation: Q a a
m

2. Types of pain Other types of pain:
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Descri DtiO n of Symptoms (Describe your symptoms in the sections below, in the order of severity, if possible.)

IV. Fourth Symptom: (Please check off the boxes below to describe your 4th symptom. Describe only ONE symptom per Section )
1. Check only one body location below 2. Types of pain Other types of pain:
OHeadaches L U RU BU _ ,
d Dull O sharp O Aching U Cuitting
QFront of Head ) ! : o )
QTop of Head QThrobbing O Burning O Numbing O Tingling O Cramping
OBack of Head USpasm O stinging O Shooting O Pounding U Constricting
Qiaw L Q RO B O |3:PainFrequency _ _ 6. Actions affecting this pain
QEye L Q r O g O |UUptol/4ofawaketime W1/4 to1/2of time Brings On Aggravates Relieves
ONeck L O r O B0 |B1/2to3/4ofawaketime U Mostallthe time U Inthe AM. a ga Q
QupperBack L O rROA B O - - : - — Qi the P.M. Q Qo Q
QO Mid Back L O rR O B O |4 Pain Intensity (How it affects your daily activites U Bending foward U a a
OLowBack L 0 RO B 0O |Y Doesntaffect U Somewhat affects U Bending back Qo 4ad
Qchest L O RO B O |U Seriouslyaffects [ Prevents activities U Bending left a a 43d
U Bending right a a a
DA_bdome” L Q rRU BU 5. Does this pain radiate into other body parts? Q Twisting left a a Q
URibs LQ RrQ 8Q4 Left Right Both Q Twisting ridht O o o
O Buttocks LQ RO BO | QHead Q Qa ] 0 CW'S 'hn_g ng a o o
U Shoulder LA RO BU | O Neck Q Qa O 0 SOUQ ing 3 o o
gUpperArm L g R g B g QOshouder O a a 0 S{‘rzﬁfi;?g O o o
Forearm L R B .
QHand L rO BQ gﬁ;?d B 8 g U standing g 4o a
QHip LQ RrO BO |QOHp Q 0 0 gig':g 3 3 8
ULeg LQ RO BO |[QLe Q Q Q )
QFoot ' L Q RO B O 0 Fogt 0 0 0 OtherActions: a a a
Other locations : Other locations of radiation: O O 0o
V. Fifth Current Symptom: (Please check off the boxes below to describe your 5th symptom).
1. Check only one body location below 2. Types of pain Other types of pain:
DHeadaCheEthtgHea h Q 80 |Qou QO shap QAching O Cutting
OTop of Head OThrobbing O Burning O Numbing O Tingling O Cramping
EIBopIS flia d W Spasm O Stinging & Shooting & Pounding & Constricting
Qiaw acL OD ea RO B 0O 3. Pain Frequency 6. Actions affecting this pain
QEve L Qa rR O B 0 DUpto 1/4 of awaketime d1/4 to 1/2 of time Brings On  Aggravates Relieves
EINy K L O N 50 U1/2 to 3/4 of awake time [ Most all the time U Inthe AM. d
EIUecerBack LA RO B Q4 O Inthe PM. Q Q Q
EIMFi)c? Back L O R O 5 O |4 PainIntensity (How itaffects your daily activites UBendingfoward O O Q4
OLowBack L0 RO 50 O Doesn't affect U Somewnhat affects U Bending back a a a
Q Cohvéstac L0 RO s 0 O Seriously affects O Prevents activities (] Bending left a a a
U Abdomen LA RO B O | 5. Does this pain radiate into other body parts? a Bendl.ng right d = =
. O Twisting left g 4a Aa
URibs L4 RO B U Left Right Both Q Twisting right 0 0 0
UButtocks LA rROA B O | OHead a a O Couahin O o o0
QOshouder L3O RO BO |QNeck a a a 0 Sreosing 2 o o
QUpperAarm L O RO B O | O Shoulder a d d Q Sg':azi?gg 0 0 Q
UForearm L QA RO BOd |QArm a a a .
QHand LOQ RO B8O |OHand o Q Q 3 Standing 3 3 5
QHip LQ RrRQA B8O |QHp a a a il
QL L0 RrQO 80 |OC Q O Q 3 Lifting Q o 0
°g 9 OtherActions:
U Foot LQ RO B 1 | UFoot a d a
Other locations : Other locations of radiation: 8 8 8
VI. Sixth Current Symptom: (Please check off the boxes below to describe your 6th symptom). B B B
1. Check only one body location below 2. Types of pain Other types of pain:
DHeadaCheSD Frolr_ug‘lHea dR Q BU | gpy Oshap QAching O Cutting
O Ton of Head QThrobbing O Burning O Numbing O Tingling & Cramping
EIBaF(:k of Head W Spasm O stinging & Shooting & Pounding & Constricting
3. Pain Frequency 6. Actions affecting this pain
E}]Ea;,/\é t 8 S 8 g 8 QUpto 1/4 of awake time U1/4 to 1/2 of time Brings On  Aggravates Relieves
ONeck L O RO B O |Y12to3/40fawaketime U Mostallthe ime g |In me ém g 3 3
n the P.M.
gw/ﬁ) eB;Eelek :: g E g E g 4. Pain Intensity (How it affects your daily activites] (1 Bending forward O Q a
OLowBack L0 R O g 0O |Y Doesntaffect U Somewhat affects 0 Bending back Q QO Q0
Ochest L QO R O s 0 U Seriously affects U Prevents activities O Bending left QO QO 0O
UAbdomen (. RO BU 5. Does this pain radiate into other body parts? Q Ber_]di_ng right Q a a
QRibs LQ RO B QO Left Right Both d Twisting left a Qa Q
gButtocks L g R g B g O Head a a Q S(T:W'S“ﬁ-g right 8 g g
Shoulder L R B Q Neck a a Q oughing
OupperArm L O RO B0 | 0O Shoulder a a a U Sneezing g Q0 Q
gForearm L 8 R 8 B 8 QArm a a a ggifalg!ng B B g
Hand L R B Q Hand a a Q anding
QHip L RrRQ BO |QHp a a a Q sitting  Q Q
OlLeg LQ RO BO |QOtLeg a a a U Lifing a a Q
QFoot L Q RO B O | QFoot Q Q O OtherActions:
Other locations : Other locations of radiation: g g g
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Description of Symptoms

(Describe your symptoms in the sections below, in the order of severity, if possible.)

VII. Seventh Symptom:

(Please check off the boxes below to describe your 7th symptom. Describe only ONE symptom per Section )

1. Check only one body location below

2. Types of pain

Other types of pain:

EIHeadachesD FrolFltEleeadR = BU 4 Dull U sharp U Aching U Cutting

QTop of Head OThrobbing O Burning O Numbing O Tingling O Cramping

O Back of Head USpasm U stinging U Shooting O Pounding U Constricting
Qiaw L0 RO B O |3.Pain Frequency 6. Actions affecting this pain
Qeye L a r O g O |HUptol/4ofawaketime 1/4 to 1/2of time Brings On Aggravates Relieves
ONeck L a r O g0 |UY1/2to3/40fawaketime U Mostall the time B In the A.M. 8 g 8
OuUpperBack L O RO B QA In the P.M.
EIMFi)(fBack LO RrO BQO [4Painintensity (Howitaffectsyourdaily activites] dBendingfoward O O O
OLowBack LQ rO 8O |9 Doesntaffect O Somewhat affects U Bending back g Q Q
QOcChest L RrRQO BQO |UOseriouslyaffects O Preventsactivities g Bending left g g g
DAbdomen L Q RO BU 5. Does this pain radiate into other body parts? Q '?\?v?si:gg :gf?t Q Q a
gglbtf " :: g E g E g 0 L‘Ei Ri%‘t BOEtlh Qa Twisting right Q QO Q

uttocks Head i

U Shoulder LA RO B O O Neck a a a ggggg;':g 8 8 g
UupperArm L U RO B O [ Q shoulder a a a | Straining QO O Q
UForearm LQ RO B O QArm a a a 0 Standin Q Q 0
QHand LQ RO BLO | QHand Q Q Q Q siting O o aQ
LHip L9 RO BL | QHp a o = Q Liing Q 4 a
g:;?)gt :: g E g E g glﬁegt 8 8 g OtherActions:

Lo 0o . = g a Aa
Other locations : Other locations of radiation: Q | 0

VIII. Eighth Current Symptom:

(Please check off the boxes below to describe your 8th symptom).

1. Check only one body location below
UHeadaches L U RO B O

2. Types of pain

Other types of pain:

O Front of Head U Dull U Sharp O Aching 1 Cutting
OTop of Head QThrobbing U Buming U Numbing U Tingling U Cramping
EIBaFék of Head U Spasm O stinging & Shooting O Pounding & Constricting
Qjaw L 0 RO B0 3. Pain Frequency 6. Actions affecting this pain
Qe L QO RO B 0O DUp to 1/4 ofawake time [1/4 to 1/2 of time Brings On Aggravates Relieves
ye 0Q1/2 to 3/4of awake ime O Mostallthe ime | O Inthe AM. Q0 Q
O Neck L QA rRQA B QA O Inthe P.M 0 0 0
gl,\J/I%)E;Iieklck :: g 2 g g g 4. Pain Intensity (How it affects your daily activites] U Bending forward U d d
OLowBack L O r O B O a Doesn't affect U Somewhat affects a Bending back a a a
OChest L 0 RO 50 U Seriously affects 1 Prevents activities U Bending left a a a
0 —— — O Bending right a a a
Abdomen L Q RO B O | 5. Does this pain radiate into other body parts? 0 Twisting left Q Q Q
URibs L4 RO B U Left Right Both 0 Twistingri ht 0 O Q
OButtocks LO RO B0 |OHead Q Q a 0 Cotmita” O O o
O shoulder L Q RO B O | U Neck a a Q 0 Snegzing O o o
Uupperarm L O RO B O | U Shoulder 4 a d O Straining Q Q Q
UForearm L QA rRQA B |dAmm a a a O st nding 0 0 Q
O Hand L RO B8O [QHand Q a a a Siﬁin 9 O o o
OHip L RrO B0 |[QOHp 0 0 Q O Lfiine 2 o o
OlLeg L RO 80 |QlLeg a Q a OtherAgti s
QOFoot LO RO B0 |QFoot a a a ctions: o o o
Other locations : Other locations of radiation: D D D

IX. Ninth Current Symptom:

(Please check off the boxes below to describe your 9th symptom).

1. Check only one body location below
UHeadaches L O RO B O

2. Types of pain

Other types of pain:

QFront of Head Q Dul O sharpp  UAching U Cutting

OTob of Head UThrobbing U Burning O Numbing O Tingling U Cramping

EIBaFék of Head UsSpasm U stinging O Shooting O Pounding [ Constricting
Quaw L Q RO g O |3 PainFrequency 6. Actions affecting this pain
OEye L O r O g0 |YUptol4ofawaketime UW1/4 tol/2of time Brings On  Aggravates Relieves
ONeck L O RO B0 U1/2 to 3/4 of awake time 1 Most all the time O Inthe AM. QO a Qa
QupperBack L RO BQ _ ) : ——— UinthePM. g a 4a
QOMid Back L Q r O B 0 4. Pain Intensity (How it affects your daily activites) (O Bending forward O Q ]
OLowBack L O RO 50 U Doesn't affect U Somewnhat affects Q Bending back Q O Q
QChest L Q r O B O | Seriouslyaffects U Prevents activities Q Bending left Q a Qa
U Abdomen LQ RO B O 5. Does this pain radiate into other body parts? a Bending right g u d
QRibs L@ RrQ 81 Left Right Both O Twisting left a Q Q
QButtocks L@ RO BQO |QOHead a a a Q Twisting right Q Qg aQ
Qshoulder LQ RO B0 |QNeck a a a U Coughing a a Qa
Qupperarm L Q RO B8O |Qshoulder a a a O sneezing g Q Q
QForearm L@ RO BQA |OAmM a Q Q Q Straining Q Qa 4d
QHand LO RO B8O |QHand a a a Q standing a a a
OHip L Q rRQA BOA |QHip Q Q a a Sitting Q Qa Q
ULeg LQ RO BU | QlLeg a Q Q Q Lifting _ Qo QA
QFoot LQ RO B O | UOFoot Qa Qa Q OtherActions:
Other locations : Other locations of radiation: d u a

W ——
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	Pain comes and goes and is mild: Off
	Pain is mild and does not vary: Off
	Pain comes and goes and is moderate: Off
	Pain is moderate and does not vary much: Off
	Pain comes and goes and is severe: Off
	Pain is severe and does not vary much: Off
	Can stand for an unlimited time without pain: Off
	Some pain standing doesnt increase wtime: Off
	Cannot stand for more than 1 hour: Off
	Cannot stand for more than 12 hour: Off
	Cannot stand for more than 10 minutes: Off
	Cannot stand at all: Off
	Do not change habits to avoid pain: Off
	Do not change habits but experience some pain: Off
	Do not change habits but it increases pain: Off
	Do change habits due to increased pain: Off
	Unable to do some personal care without help: Off
	Unable to wash or dress without help: Off
	No pain in bed: Off
	Gets pain in bed but sleeps well: Off
	Normal sleep reduced by 14: Off
	Normal sleep reduced by 12: Off
	Normal sleep reduced by 34: Off
	Cannot sleep at all due to pain: Off
	Lifts heavy weights with no pain: Off
	Lifts heavy weight with pain: Off
	Cannot lift heavy weights off the floor: Off
	Can lift heavy weight from a table: Off
	Can lift light weights from a table: Off
	Can lift only very light weights: Off
	Travel without pain: Off
	Travel causes some pain but not made worse: Off
	Causes extra pain no change in form: Off
	Causes pain uses alternative travel: Off
	Pain restricts all forms of travel: Off
	Pain restricts travel except lying down: Off
	Pain does not prevent walking: Off
	Cannot walk more than 1 mile: Off
	Cannot walk more than 12 mile: Off
	Cannot walk more than 14 mile: Off
	Can only walk on crutches: Off
	Bedridden and must crawl to the toilet: Off
	Normal and causes no pain: Off
	Normal but causes extra pain: Off
	Limits energetic interests: Off
	Pain limits does not go out as often: Off
	Pain restricts social life to home: Off
	Pain restricts all social life: Off
	Can sit in any chair as long as desired: Off
	Can sit only in certain chair as long as desired: Off
	Can sit no more than 1 hour: Off
	Can sit no more than 12 hour: Off
	Can sit no more than 10 minutes: Off
	Cannot sit at all due to pain: Off
	Pain is rapidly improving: Off
	Pain fluctuates but is improving: Off
	Improvement is slow: Off
	Pain level is unchanged: Off
	Pain is gradually worsening: Off
	Pain is rapidly worsening: Off


