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Choosa the one answer in each section that best describes your
condition.

WALKING

O Symptoms do not prevent me walking any distance.

O Symptoms prevent me walking more than 1 mile.

O Symptoms prevent me walking more than 1/2 mile.

0 Symptoms prevent me walking more than 1/4 mile,

0 | can only walk using 2 stick or crutches.

3 1 am in bed most of the timea and have to crawl to the toilet.

WORK

{Apphes lo work in home and outside)

| can do as much work as | want to.

| can only do my usual work, but no more.

| can do most of my usual work, but no more,

| cannot do my usual work,

| can hardly do any wark at all (only light duty).
I cannot do any work at all,

PERSOMNAL CARE

(Washing, Dressing, eic.|

| can manage all personal care without symptoms.

| can manage all parsonal care with some

increased symptoms.

Personal care requires slow, concise movements due to
increased symptoms.

| need help to manage some personal care.

| need help to manage all parsonal care.

| cannot manage any personal care.

LEEPING
| have no trouble sleeping.
My sleep is mildly disturbed (less than 1 hr. sleepless).
My sleep is mildly disturbed {1-2 hrs. sleapless).
My sleep is moderately disturbed (2-3 hrs. sleepless).
My sleep is greatly disturbed (3-5 hrs, sleepless),
My sleep is completely disturbed (5-7 hrs. sleepless).

RECREATION/SPORTS

{Incheate Sport if Approgiate _____
1 | am able to engage in all my recreational/sports activities

without increased symptoms.

| am able to engage in all my recreational/sports activities
with some increased symploms.

| am able to engage in most, but not all of my usual
recreational/sports activities because of increased symploms.
| am able to engage in a few of my usuwal recreationalisports
activities because of my increased symptoms.

| can hardly do any recreational/sports activities because of
increased symploms.

| cannot do any recreational/sports activities at all.

ACUITY
(Answar on inilial wsit. )
How many days ago did onsetinjury ocour?
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CONMCENTRATION

O | can concentrate fully when | want to with no difficulty

O | can concentrate fully when | want to with slight difficulty.

3 Ihave a fair degree of difficulty in concentrating when | want to.

O 1 have a ot of difficulty in concentrating when | want to.

O | have a great deal of difficulty in concentrating when | want
to,

A | cannot concentrate at all.

HEADACHES

1 | have no headaches at all.

0O | have slight headaches which come lass than 3 per wask,

O | have moderate headaches which come infrequently.

0 | have maderate headaches which come 4 or more per week,
O | have severe headaches which come frequently.

O |have headaches almost all of the time.

O | can read as much as | want without increased symptoms.

0 | can read as much as | want with slight symptoms.

O I can read as much as | want with moderate symptoms.

O lcannot read as much as | want because of moderate
Symploms.

0 | can hardly read at all because of severe symptoms.

O | ecannot read at all

TALKING

| can talk without any increased symptoms.

I can talk as long as | want with slight symptoms in my jaws.
I can talk as long as | want with moderate sympltoms in my jaws.
| cannot talk as long as | want because of moderate
SYMPLOMS in My [aws.

| can hardly talk at all because of severe symptoms in my
jaws.

3 | cannot talk at all.
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EATING

| can eat whatever | want without symptoms.

O | can eat whatever | want but it gives extra symploms

O Symptoms prevent me from eating regular food, but | can
manage if | avoid hard foods.

0 Symptoms prevent me from chewing anything other than soft
foods.

O | can chew soft foods occasionally, but primarily adhere 1o a
liquid diet,

3 | cannot chew at all and maintain a liquid diet.

Flease complete opposite side
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Ploase indicale the wors! your pain has been in the last 24 hours on the scale below
1 |
Mo Pain Worst Pain Imaginable

PLEASE COMPLETE ON LAST VISIT ONLY:

IMPROVEMENT INDEX
Fiaase indicale the amounl of .'.l:l?;}i:"l:n-'{.".r:lh&ﬂf you have made since the bagining of pour physical therapy ,'rearme\,-_.rl o the scale balow

Mo Improwement Caompletle Racavery

1. O Mo lost work time 3. 0 Return to work with madification 5.0 Mot employed outside the home
2. O Return to work without restriction 4. O Have not returned to work

Work days lost due to condition:

I vy qovare that the information gathered on this form may be used aronymously for research or publication, Plasse initial:



