
Patient Name: __________________________________________               Date of birth: ____________ 

ACTIVITIES OF LIFE 

        Please identify how your current condition is affecting your ability to carry out activities that are routinely part or your life: 
 

  Bending:       No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform      

  Caring for Family:      No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform      

  Carrying Groceries:      No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform     

  Change Posn–Sit-Stand:      No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform  

  Climbing Stairs:       No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform 

   Constant Sitting                   No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform  

  Constant Standing                No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform 

   Driving:        No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform   

  Extended Computer Use:     No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform   

  Household Chores:        No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform 

  Laundry                                   No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform 

  Lifting at work (home)         No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform 

  Lifting overhead                    No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform 

  Kneeling:        No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform 

  Pet Care:       No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform 

  PE (gym activities)                No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform 

  Reading / Concentration     No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform 

  Rendering Child care            No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform 

  Running:                                 No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform 

  Self Care:        No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform 

  Self Care–Bathing:       No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform      

  Self Care–Dressing:      No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform   

  Self Care–Shaving:       No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform     

  Sexual Activities:       No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform     

  Sleep:        No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform     

  Sweeping / Vacuuming        No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform 

  Turning the head               No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform 

  Walking:       No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform  

  Yard Work:        No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform   

  Other ______________      No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform     
            Recreational Activity: 

        __________________    No Effect     Mild  Painful (Can do)     Mod  Painful (limited)     Sev  Unable to Perform    

        __________________    No Effect     Mild  Painful (Can do)     Mod  Painful (limited)     Sev  Unable to Perform    

        __________________    No Effect     Mild  Painful (Can do)     Mod  Painful (limited)     Sev  Unable to Perform           

   

        _______________________________                                              ___________________ 
    Patient’s Signature         Date  



 

NECK and BACK   QUESTIONNAIRE 

 

Patient Name _______________________________________ Date _____________    DOB: ______________ 

 

Instructions: The following scales have been designed to find out about your neck and back pain and how it is 

affecting you. Please answer ALL the scales, and circle the ONE number on EACH scale and but a N or B 

above the number that best describes how you feel.    

             Example:      No pain        _____   N                          B                                   _____                   Worst pain possible 

                                                                    0              1              2              3             4              5              6               7              8             9                10  

 

 
1. Over the past week, on average, how would you rate your pain?  

      No pain        _____________                                                                                      Worst pain possible 
               0              1              2              3             4              5              6               7              8             9                10  

2. Over the past week, how much has your pain interfered with your daily activities (housework, washing, dressing, 

walking, climbing stairs, getting in/out of bed/chair)? 

       No interference                                                                              Unable to carry out activity  
0               1               2               3              4               5               6                7               8              9                10  

 

3.  Over the past week, how much has your pain interfered with your ability to take part in recreational, social, and 

family activities?  

 No interference                                                                                                       Unable to carry out activity  

0               1               2               3              4               5               6                7               8              9                10  

 

4.  Over the past week, how anxious (tense, uptight, irritable, difficulty in concentrating/relaxing) have you been 

feeling?  

Not at all anxious                                                                                                                  Extremely anxious  

                0               1               2               3              4               5               6                7               8              9                10  

5.  Over the past week, how depressed (down-in-the-dumps, sad, in low spirits, pessimistic, unhappy) have you been 

feeling? 

 Not at all depressed                                                                                                        Extremely depressed  

                 0               1               2               3              4               5               6                7               8              9                10  

6.  Over the past week, how have you felt your work (both inside and outside the home) has affected (or would affect) 

your neck / back pain? 

 Have made it no worse                                                                                          Have made it much worse  

 0              1               2               3              4               5               6                7               8              9                10  

 

7. Over the past week, how much have you been able to control (reduce/help) your neck / back pain on your own? 

 

 Completely control it                                                                                                   No control whatsoever  

0               1               2               3              4               5               6                7               8              9                10  

 

OTHER COMMENTS: ______________________________________________________________________ 

__________________________________________________________________________________________ 

 

________________________________                                              ________________________________ 

Patient Signature                                                                                                   Signature of Examiner 


