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Part I 

 

Introduction 

 

1. MMPI -   

a. https://www.pearsonassessments.com/tests/mmpi_2.htm and http://down-

load.cnet.com/s/mmpi/  

2. PAI - Personality Assessment Inventory 

a. https://www.wpspublish.com/store/p/2893/pai-personality-assessment-inventory 

3. ACE Scale – Adverse Childhood Events 

i. ‘when it’s not one thing, it’s your mother’ 

4. Life Events Scale 

5. Quick Burnout Assessment 

6. WRSQ Work Related Stress Questionnaire  

 

 

Substance Use Disorders 

7. Audit-C Questionnaire – Alcohol Use 

8. Alcohol Withdrawal CIWA Scale 

9. Risk Assessment, Chronic Opioid Treatment - SOAPP-R 

10. Clinical Opioid Withdrawal Scale 

 

Global Pain Measures 

 

11. Pain Analog Scale 

12. Ransford Pain Drawing & Scoring 

13. BPI - Brief Pain Inventory – Cancer Pain 

14. Oswestry Low Back Disability Questionnaire 

15. McGill Pain Questionnaire 

16. Öresbro Musculoskeletal Pain Questionnaire 
17. CRPS Criteria – Budapest 

  

http://www.pearsonassessments.com/tests/mmpi_2.htm
http://download.cnet.com/s/mmpi/
http://download.cnet.com/s/mmpi/


 

Organ Function 
 

18. Sino-Nasal Outcome Test SNOT-22 

19. Cardiomyopathy Questionnaire 

20. Eczema Patient Oriented Measures POEMS 

21. Gastro-intestinal Rating Scale 

22. Bowel Control Scales 

23. Bladder Control Scales 

24. Male Sexual Function Questionnaires - IIES 5 & IIES 6 

25. Female Sexual Function Index FSFI 

26. Pelvic Pain Questionnaire NHI-CPSI 

 

 

Infectious Diseases & Covid 

 

27. Covid Risk Assessment  

28. Post-Covid Cough 

29. STD Risk Assessment Simple 

30. STD Risk Assessment HHS 

31. HIV Risk Assessment 

32. Monkeypox Post-Exposure Algorithm 

 

  



 

 

Part II 

 

Regional Pain Assessment 

 

33. REBA Employee Assessment Worksheet 

34. Neck Disability Index 

35. Oxford Shoulder Score 

36. Oxford Shoulder Instability Score 

37. Simple Shoulder Test 

38. https://www.orthopaedicscore.com – QuickDash Shoulder, etc. 

39. Boston Carpal Tunnel Questionnaire & Diagram 

40. Back Screening Tool - Keele STarT 

41. Harris Hip Score 

42. Koos Knee Survey 

 

Neuropsychiatric Assessment 

 

43. Concussion:  Head Injury Symptom Scale  

44. Headache Disability Index 

45. Head Injury Daily Checklist 

46. Michigan Neuropathy Screening Instrument 

47. Scripps Neurological Rating Scale 

48. Folstein Mini-Mental State Evaluation 

49. SLUMS Examination 

50. MOCA Test 

  

http://www.orthopaedicscore.com/


 

 

Part III 

 

Functional Disorder Assessment 

 

51. Fatigue Inventory - MFT Multidimensional 

52. Fatigue Severity Scale 

53. Fibromyalgia 2011 ACR Criteria  

54. Fibromyalgia Impact Questionnaire 

55. Rheumatoid Arthritis v. Fibromyalgia 

56. Idiopathic Environmental Intolerance Inventory 

57. Environmental Assessment 

58. PHQ-15 - Somatization Symptom Severity Scale & Scoring 

59. Stop-Bang Sleep Apnea Questionnaire  

60. Epworth Sleepiness Scale 

 

 

Psychiatric Assessment 

 

61. Mental Health Continuum Self-Check 

62. BRPS Brief Psychiatric Rating Scale 

63. ADHA – ASRS Questionnaire 

64. ADHD Self Report Scale 

65. PTSD Documentation – PC-PTSD 

66. Body Sensation Questionnaire 

67. General Anxiety Tool 

68. Whiteley Index 7 (Malingering) 

69. Eating Disorder Questionnaire SCOFF 

70. PHQ-9 Depression Scale 

71. Zung Depression Scale & Scoring 

72. Hamilton Depression Scale 

73. Edinburgh Postnatal Depression Scale   

74. Geriatric Depression Scale 

75. Columbia Suicide Severity Rating Scale 

  



 

 

Part IV 

 

Impact Assessment 

 

76. Fear Avoidance Beliefs Questionnaire 

77. PDQ Pain Disability Questionnaire 

78. ACPA Quality of Life Scale 

79. Barthel Index of Activities of Daily Living 

80. ADL Index 

81. Activities of Daily Living, AMA Guides 

82. Simple Mental Status Questionnaire 

83. CDR Clinical Dementia Rating 

84. Functional Activities Questionnaire for the Elderly 

85. Katz Index of Independence 

86. Expanded Disability Status Scale (EDSS) [Multiple Sclerosis] 

87. Rate of Perceived Exertion (RPE) and Borg Scale 

88. Six Minute Walk 

89. Tinetti Gait & Balance Assessment 

90. Elderly Mobility Assessment 

91. Fall Risk Assessment 

92. Fall Risk Hendrich II 

93. Braden Scale – Pressure Sores 

94. Global Functioning Scale, AMA Guides 6th Edition 

95. Karnofsky Performance Scale 

96. Sequential Organ Failure Assessment SOFA 

 

 

Work Performance 

   

97. Supervisor Checklist, Acute Impairment 

98. Supervisor Checklist, Chronic Impairment 

 
 

 

 

 

 

 

 

 

 

Split package for e-mail transfer 

 

Part I Tools #   1 – 32 Global Measures, Pain Assessment, Organ Measures 

Part II Tools # 33 – 50 Orthopedic Scales, Neuropsychiatric Instruments 

Part III Tools # 51 – 75 Functional & Psychiatric Disorders 

Part IV   Tools # 76 – 98 Impact Assessment, Supervisor’s Checklists 





PERSONALITY ASSESSMENT INVENTORY™

Clinical Interpretive Report

by

Leslie C. Morey, PhD 
and PAR Staff

Client Information

_______________________________________________________________________

Client Name :     C.C.
Client ID : -Not Specified- 

Age : -Not Specified- 
Gender : Male

Education : -Not Specified- 
Marital Status : -Not Specified- 

Test Date : -Not Specified- 
Prepared For : -Not Specified- 

_______________________________________________________________________

The interpretive information contained in this report should be viewed as only one source of 
hypotheses about the individual being evaluated.  No decisions should be based solely on the 
information contained in this report.  This material should be integrated with all other sources 
of information in reaching professional decisions about this individual. 

This report is confidential and intended for use by qualified professionals only.  It should not 
be released to the individual being evaluated. 

              For reference only

https://www.wpspublish.com/store/p/2893/pai-personality-assessment-inventory
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Quick Burnout Assessment 
To give an idea of how we assess burnout, here are a few items from our book, “Banishing Burnout: Six Strategies for 

Improving Your Relationship With Work.” Please note, however, that this is not a complete survey. 

For each item, think about how your current work matches up with your personal preferences, work patterns, and 

aspirations. 

 

 

 

• If everything is a match, you have found an excellent setting for your work 

• A few mismatches are not very surprising. People are usually willing and able to tolerate them 

• A lot of mismatches, and especially major mismatches in areas that are very important to you, are signs of a potentially    

intolerable situation 

 

18 - 21  – moderate burnout 

         > 30  – high burnout 

 

 

 

Christina Maslach & Michael Leiter,  Stanford Social Innovation Review 

 

 

Just Right Mismatch     Major Mismatch 

 

The amount of work to complete in a day 

 

 

 

My participation in decisions that affect my work 

The quality of leadership from upper management 

 

Reward 

 

 

 

The frequency of supportive interactions at work 

The closeness of personal friendships at work 

 

Fairness 

Management’s dedication to giving everyone equal consideration

Clear and open procedures for allocating rewards and promotions 

 

 

The potential of my work to contribute to the larger community

My confidence that the organization’s mission is meaningful 



Instructions: It is recognised that working conditions affect worker well-being. Your responses to 
the questions below will help us determine our working conditions now, and enable us to 
monitor future improvements. In order for us to compare the current situation with past or 
future situations, it is important that your responses reflect your work in the last six months. 

1. I am clear what is expected of me at work Never 

1

Seldom 

2

Sometimes 

3

Often 

4

Always 

5

2. I can decide when to take a break Never 

1

Seldom 

2

Sometimes 

3

Often 

4

Always 

5

3. Different groups at work demand things from me that
are hard to combine

Never 

5

Seldom 

4

Sometimes 

3

Often 

2

Always 

1

4. I know how to go about getting my job done Never 

1

Seldom 

2

Sometimes 

3

Often 

4

Always 

5

5. I am subject to personal harassment in the form of
unkind words or behaviour

Never 

5

Seldom 

4

Sometimes 

3

Often 

2

Always 

1

6. I have unachievable deadlines Never 

5

Seldom 

4

Sometimes 

3

Often 

2

Always 

1

7. If work gets difficult, my colleagues will help me Never 

1

Seldom 

2

Sometimes 

3

Often 

4

Always 

5

8. I am given supportive feedback on the work I do Never 

1

Seldom 

2

Sometimes 

3

Often 

4

Always 

5

9. I have to work very intensively Never 

5

Seldom 

4

Sometimes 

3

Often 

2

Always 

1

10. I have a say in my own work speed Never 

1

Seldom 

2

Sometimes 

3

Often 

4

Always 

5

11. I am clear what my duties and responsibilities are Never 

1

Seldom 

2

Sometimes 

3

Often 

4

Always 

5

12. I have to neglect some tasks because I have too much
to do

Never 

5

Seldom 

4

Sometimes 

3

Often 

2

Always 

1

13. I am clear about the goals and objectives for my
department

Never 

1

Seldom 

2

Sometimes 

3

Often 

4

Always 

5

14. There is friction or anger between colleagues Never 

5

Seldom 

4

Sometimes 

3

Often 

2

Always 

1

15. I have a choice in deciding how I do my work Never 

1

Seldom 

2

Sometimes 

3

Often 

4

Always 

5

16. I am unable to take sufficient breaks Never 

5

Seldom 

4

Sometimes 

3

Often 

2

Always 

1

17. I understand how my work fits into the overall aim of
the organisation

Never 

1

Seldom 

2

Sometimes 

3

Often 

4

Always 

5

18. I am pressured to work long hours Never 

5 

Seldom 

4

Sometimes 

3

Often 

2

Always 

1

WORK-RELATED STRESS QUESTIONNAIRE



 

19. I have a choice in deciding what I do at work Never 

1 
Seldom 

2 
Sometimes 

3 
Often 

4 
Always 

5 

20. I have to work very fast 
 

Never 

5 
Seldom 

4 
Sometimes 

3 
Often 

2 
Always 

1 

21. I am subject to bullying at work 
 

Never 

5 
Seldom 

4 
Sometimes 

3 
Often 

2 
Always 

1 

22. I am aware of others being subject to bullying at work 
 

Never 

5 
Seldom 

4 
Sometimes 

3 
Often 

2 
Always 

1 

23. If I were aware of bullying I would feel able to 
challenge it 

Never 

1 
Seldom 

2 
Sometimes 

3 
Often 

4 
Always 

5 

24. If I reported bullying, I would be confident that it 
would be stopped 

Never 

1 
Seldom 

2 
Sometimes 

3 
Often 

4 
Always 

5 

25. I have unrealistic time pressures 
 

Never 

5 
Seldom 

4 
Sometimes 

3 
Often 

2 
Always 

1 

26. I can rely on my line manager to help me out with a 
work problem 

Never 

1 
Seldom 

2 
Sometimes 

3 
Often 

4 
Always 

5 

27. I get help and support I need from colleagues Strongly 
disagree 

1 

 
Disagree 

2 

 
Neutral 

3 

 
Agree 

4 

Strongly 
agree 

5 

28. I have some say over the way I work 
 
 

Strongly 
disagree 

1 

 
Disagree 

2 

 
Neutral 

3 

 
Agree 

4 

Strongly 
agree 

5 

29. I have sufficient opportunities to question managers 
about change at work 
 

Strongly 
disagree 

1 

 
Disagree 

2 

 
Neutral 

3 

 
Agree 

4 

Strongly 
agree 

5 

30. I receive the respect at work I deserve from my 
colleagues 
 

Strongly 
disagree 

1 

 
Disagree 

2 

 
Neutral 

3 

 
Agree 

4 

Strongly 
agree 

5 

31. Staff are always consulted about change at work 
 
 

Strongly 
disagree 

1 

 
Disagree 

2 

 
Neutral 

3 

 
Agree 

4 

Strongly 
agree 

5 

32. I can talk to my line manager about something that has 
upset or annoyed me about work 
 

Strongly 
disagree 

1 

 
Disagree 

2 

 
Neutral 

3 

 
Agree 

4 

Strongly 
agree 

5 

33. My working time can be flexible 
 
 

Strongly 
disagree 

1 

 
Disagree 

2 

 
Neutral 

3 

 
Agree 

4 

Strongly 
agree 

5 

34. My working location can be flexible (subject to 
business constraints) 
 

Strongly 
disagree 

1 

 
Disagree 

2 

 
Neutral 

3 

 
Agree 

4 

Strongly 
agree 

5 

35. My colleagues are willing to listen to my work-related 
problems 
 

Strongly 
disagree 

1 

 
Disagree 

2 

 
Neutral 

3 

 
Agree 

4 

Strongly 
agree 

5 

36. When changes are made at work, I am clear how they 
will work out in practice 
 

Strongly 
disagree 

1 

 
Disagree 

2 

 
Neutral 

3 

 
Agree 

4 

Strongly 
agree 

5 

37. I am supported through emotionally demanding work 
 
 

Strongly 
disagree 

1 

 
Disagree 

2 

 
Neutral 

3 

 
Agree 

4 

Strongly 
agree 

5 

38. Relationships at work are strained 
 
 

Strongly 
disagree 

5 

 
Disagree 

4 

 
Neutral 

3 

 
Agree 

2 

Strongly 
agree 

1 

39. My line manager encourages me at work 
 

Strongly 
disagree 

1 

 
Disagree 

2 

 
Neutral 

3 

 
Agree 

4 

Strongly 
agree 

5 



Audit-C Questionnaire 

 

1. How often did you have a drink containing alcohol in the past year?  

• Never (0 points)  * If you answered Never, score questions 2 and 3 below as zero.   

• Monthly or less (1 point)  

• 2 to 4 times a month (2 points)  

• 2 or 3 times per week (3 points)  

• 4 or more times a week (4 points)  

 

 

2.  How many drinks did you have on a typical day when you were drinking in the past 

year? 

• 1 – 2 (0 points)  

• 3 – 4 (1point)  

• 5 – 6 (2 points) 

• 7 – 9 (3 points) 

• 10 or more (4 points) 

 

 

3. How often did you have 6 or more drinks on one occasion in the past year?  

• Never (0 points)  

• Less than monthly (1 point)  

• Monthly (2 points)  

• Weekly (3 points)  

• Daily or almost daily (4 points)  

  

The AUDIT-C (Alcohol-Use Disorders Identification Test – Consumption) is scored on a 

scale of 0 to 12 (a score of 0 reflects no alcohol use). A score of 3 or more in older adults 

is considered positive and suggests the need for further evaluation.  

The Audit-C is a screening questionnaire developed by the World Health Organization. 

This test is unique in that it has been validated in six countries and has been used inter-

nationally. Like the CAGE, a high score suggests that you should look deeper into your 

substance use.   

 



NAUSEA AND VOMITING — Ask “Do you feel sick to your
stomach? Have you vomited?” Observation.
0 no nausea and no vomiting
1 mild nausea with no vomiting
2
3
4 intermittent nausea with dry heaves
5
6
7 constant nausea, frequent dry heaves and vomiting

TREMOR — Arms extended and fingers spread apart.
Observation.
0 no tremor
1 not visible, but can be felt fingertip to fingertip
2
3
4 moderate, with patient's arms extended
5
6
7 severe, even with arms not extended

PAROXYSMAL SWEATS — Observation.
0 no sweat visible
1 barely perceptible sweating, palms moist
2
3
4 beads of sweat obvious on forehead
5
6
7 drenching sweats

ANXIETY — Ask “Do you feel nervous?” Observation.
0 no anxiety, at ease
1 mild anxious
2
3
4 moderately anxious, or guarded, so anxiety is inferred
5
6
7 equivalent to acute panic states as seen in severe delirium or acute 
schizophrenic reactions

AGITATION — Observation.
0 normal activity
1 somewhat more than normal activity
2
3
4 moderately fidgety and restless
5
6
7 paces back and forth during most of the interview, or constantly

thrashes about

CLINICAL INSITUTUE WITHDRAWAL ASSESSMENT
OF ALCOHOL SCALE, REVISED (CIWA-AR)

Patient:_______________________________________ Date: __________________ Time: _______________ (24 hour clock, midnight = 00:00)

Pulse or heart rate, taken for one minute:_________________________________ Blood pressure:____________________

TACTILE DISTURBANCES — Ask “Have you any itching,
pins and needles sensations, any burning, any numbness, or do you
feel bugs crawling on or under your skin?” Observation.
0 none
1 very mild itching, pins and needles, burning or numbness
2 mild itching, pins and needles, burning or numbness
3 moderate itching, pins and needles, burning ornumbness
4 moderately severe hallucinations
5 severe hallucinations
6 extremely severe hallucinations
7 continuous hallucinations

AUDITORY DISTURBANCES — Ask “Are you more aware
of sounds around you? Are they harsh? Do they frighten you? Are you
hearing anything that is disturbing to you? Are you hearing things you
know are not there?” Observation.
0 not present
1 very mild harshness or ability to frighten
2 mild harshness or ability to frighten
3 moderate harshness or ability to frighten
4 moderately severe hallucinations
5 severe hallucinations
6 extremely severe hallucinations
7 continuous hallucinations

VISUAL DISTURBANCES — Ask “Does the light appear to
be too bright? Is its color different? Does it hurt your eyes? Are you
seeing anything that is disturbing to you? Are you seeing things you
know are not there?” Observation.
0 not present
1 very mild sensitivity
2 mild sensitivity
3 moderate sensitivity
4 moderately severe hallucinations
5 severe hallucinations
6 extremely severe hallucinations
7 continuous hallucinations

HEADACHE, FULLNESS IN HEAD — Ask “Does your head
feel different? Does it feel like there is a band around your head?”
Do not rate for dizziness or lightheadedness. Otherwise, rate severity.
0 no present
1 very mild
2 mild
3 moderate
4 moderately severe
5 severe
6 very severe
7 extremely severe

ORIENTATION AND CLOUDING OF SENSORIUM —
Ask “What day is this? Where are you? Who am I?”
0 oriented and can do serial additions
1 cannot do serial additions or is uncertain about date
2 disoriented for date by no more than 2 calendar days
3 disoriented for date by more than 2 calendar days
4 disoriented for place/or person

Total CIWA-Ar Score ______

Rater's Initials ______

Maximum Possible Score 67

January-February 2001Supplement to ASAM News, Vol. 16, No. 1

The CIWA-Ar is not copyrighted and may be reproduced freely.
Sullivan, J.T.; Sykora, K.; Schneiderman, J.; Naranjo, C.A.; and Sellers, E.M.
Assessment of alcohol withdrawal: The revised Clinical Institute Withdrawal
Assessment for Alcohol scale (CIWA-Ar). British Journal of Addiction 84:1353-1357, 1989.

Patients scoring less than 10 do not usually
need additional medication for withdrawal.
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SOAPP®-R 

The following are some questions given to patients who are on or being considered for 
medication for their pain. Please answer each question as honestly as possible. There 
are no right or wrong answers. 
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1. How often do you have mood swings?
○ ○ ○ ○ ○ 

2. How often have you felt a need for higher doses
of medication to treat your pain? ○ ○ ○ ○ ○ 

3. How often have you felt impatient with your
doctors?

○ ○ ○ ○ ○ 

4. How often have you felt that things are just too
overwhelming that you can't handle them? ○ ○ ○ ○ ○ 

5. How often is there tension in the home?
○ ○ ○ ○ ○ 

6. How often have you counted pain pills to see
how many are remaining? ○ ○ ○ ○ ○ 

7. How often have you been concerned that people
will judge you for taking pain medication? ○ ○ ○ ○ ○ 

8. How often do you feel bored?
○ ○ ○ ○ ○ 

9. How often have you taken more pain medication
than you were supposed to? ○ ○ ○ ○ ○ 

10. How often have you worried about being left
alone? ○ ○ ○ ○ ○ 

11. How often have you felt a craving for
medication? ○ ○ ○ ○ ○ 

12. How often have others expressed concern over
your use of medication?

○ ○ ○ ○ ○

Risk Assessment, Long Term Opioid Therapy
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13. How often have any of your close friends had a
problem with alcohol or drugs? ○ ○ ○ ○ ○ 

14. How often have others told you that you had a
bad temper?

○ ○ ○ ○ ○ 

15. How often have you felt consumed by the need
to get pain medication? ○ ○ ○ ○ ○ 

16. How often have you run out of pain medication
early? ○ ○ ○ ○ ○ 

17. How often have others kept you from getting
what you deserve? ○ ○ ○ ○ ○ 

18. How often, in your lifetime, have you had legal
problems or been arrested? ○ ○ ○ ○ ○ 

19. How often have you attended an AA or NA
meeting? ○ ○ ○ ○ ○ 

20. How often have you been in an argument that
was so out of control that someone got hurt? ○ ○ ○ ○ ○ 

21. How often have you been sexually abused?
○ ○ ○ ○ ○ 

22. How often have others suggested that you have
a drug or alcohol problem? ○ ○ ○ ○ ○ 

23. How often have you had to borrow pain
medications from your family or friends? ○ ○ ○ ○ ○ 

24. How often have you been treated for an alcohol
or drug problem? ○ ○ ○ ○ ○ 

Please include any additional information you wish about the above answers. 
Thank you. 
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Scoring Instructions for the SOAPP®-R® 

All 24 questions contained in the SOAPP®-R have been empirically identified as 
predicting aberrant medication-related behavior six months after initial testing. 

To score the SOAPP, add the ratings of all the questions.  A score of 18 or higher is 
considered positive. 

Sum of Questions SOAPP-R Indication 

> or = 18 + 

< 18 - 

What does the Cutoff Score Mean? 
For any screening test, the results depend on what cutoff score is chosen.  A score that 
is good at detecting patients at-risk will necessarily include a number of patients that are 
not really at risk.  A score that is good at identifying those at low risk will, in turn, miss a 
number of patients at risk.  A screening measure like the SOAPP-R generally endeavors 
to minimize the chances of missing high-risk patients.  This means that patients who are 
truly at low risk may still get a score above the cutoff.  The table below presents several 
statistics that describe how effective the SOAPP-R is at different cutoff values.  These 
values suggest that the SOAPP-R is a sensitive test.  This confirms that the SOAPP-R is 
better at identifying who is at high risk than identifying who is at low risk.  Clinically, a 
score of 18 or higher will identify 81% of those who actually turn out to be at high risk.  
The Negative Predictive Values for a cutoff score of 18 is .87, which means that most 
people who have a negative SOAPP-R are likely at low-risk.  Finally, the Positive 
likelihood ratio suggests that a positive SOAPP-R score (at a cutoff of 18) is 2.5 times 
(2.53 times) as likely to come from someone who is actually at high risk (note that, of 
these statistics, the likelihood ratio is least affected by prevalence rates).  All this implies 
that by using a cutoff score of 18 will ensure that the provider is least likely to miss 
someone who is really at high risk.  However, one should remember that a low SOAPP-
R score suggests the patient is very likely at low-risk, while a high SOAPP-R score will 
contain a larger percentage of false positives (about 30%); at the same time retaining a 
large percentage of true positives.   This could be improved, so that a positive score has 
a lower false positive rate, but only at the risk of missing more of those who actually do 
show aberrant behavior.   

SOAPP-R Cutoff 
Score 

Sensitivity Specificity Positive 
Predictive 
Value 

Negative 
Predictive 
Value 

Positive 
Likelihood 
Ratio 

Negative 
Likelihood 
Ration 

Score 17 or above .83 .65 .56 .88 2.38 .26 

Score 18 or above .81 .68 .57 .87 2.53 .29 

Score 19 or above .77 .75 .62 .86 3.03 .31 



Clinical Opiate Withdrawal Scale (COWS) 

Flow-sheet for measuring symptoms for opiate withdrawals over a period of time.  
 

For each item, write in the number that best describes the patient’s signs or symptom.  Rate on 

just the apparent relationship to opiate withdrawal.  For example, if heart rate is increased 

because the patient was jogging just prior to assessment, the increase pulse rate would not add to 

the score. 

 

 

Patient’s Name:___________________________                         Date: ______________ 

Enter scores at time zero, 30min after first dose, 2 h after first dose, etc.  

                                                                                      Times:       ______       ______      ______      ______ 

 

Resting Pulse Rate:  (record beats per minute)                    

Measured after patient is sitting or lying for one minute  

0 pulse rate 80 or below 

1 pulse rate 81-100 

2 pulse rate 101-120 

4 pulse rate greater than 120 

    

Sweating: over past ½ hour not accounted for by room 

temperature or patient activity. 

0 no report of chills or flushing 

1 subjective report of chills or flushing 

2 flushed or observable moistness on face 

3 beads of sweat on brow or face 

4 sweat streaming off face 

    

Restlessness Observation during assessment 

0 able to sit still 

1 reports difficulty sitting still, but is able to do so 

3 frequent shifting or extraneous movements of legs/arms 

5 Unable to sit still for more than a few seconds 

    

Pupil size 

0 pupils pinned or normal size for room light 

1 pupils possibly larger than normal for room light 

2 pupils moderately dilated 

5 pupils so dilated that only the rim of the iris is visible 

    

Bone or Joint aches If patient was having pain 

previously, only the additional component attributed 

to opiates withdrawal is scored 

0 not present 

1 mild diffuse discomfort 

2 patient reports severe diffuse aching of joints/ muscles 

4 patient is rubbing joints or muscles and is unable to sit 

still because of discomfort 

    

Runny nose or tearing Not accounted for by cold 

symptoms or allergies 

0 not present 

1 nasal stuffiness or unusually moist eyes 

2 nose running or tearing 

4 nose constantly running or tears streaming down cheeks  

    

 



COWS / Flow-sheet format for measuring symptoms over a period of time 

 
 
 

 

GI Upset: over last ½ hour 

0 no GI symptoms 

1 stomach cramps 

2 nausea or loose stool 

3 vomiting or diarrhea 

5 Multiple episodes of diarrhea or vomiting 

    

Tremor observation of outstretched hands 

0 No tremor 

1 tremor can be felt, but not observed 

2 slight tremor observable 

4 gross tremor or muscle twitching 

 

    

Yawning Observation during assessment 

0 no yawning 

1 yawning once or twice during assessment 

2 yawning three or more times during assessment 

4 yawning several times/minute 

    

Anxiety or Irritability 

0 none 

1 patient reports increasing irritability or anxiousness 

2 patient obviously irritable anxious 

4 patient so irritable or anxious that participation in the 

assessment is difficult 

    

Gooseflesh skin 

0 skin is smooth 

3 piloerrection of skin can be felt or hairs standing up on 

arms 

5 prominent piloerrection 

 

    

 

Total scores 

 

 with observer’s initials 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Score:  

5-12 = mild;  

13-24 = moderate;  

25-36 = moderately severe; 

more than 36 = severe withdrawal 
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Brief Pain Inventory (Short Form) 

 

1. Throughout our lives, most of us have had pain from time to time (such as minor headaches, sprains, and 
toothaches). Have you had pain other than these every-day kinds of pain today? 

                   1. Yes                         2. No 

2. On the diagram, shade in the areas where you feel pain. Put an X on the area that hurts the most.  

 

 

3. Please rate your pain by circling the one number that best describes your pain at its worst in the last 24 hours.  

0 1 2 3 4 5 6 7 8 9 10 
               No Pain                        Pain as bad as 
                                                                                                                                                            you can imagine 

 
4. Please rate your pain by circling the one number that best describes your pain at its least in the last 24 hours 

0 1 2 3 4 5 6 7 8 9 10 
No Pain                Pain as bad as 
                                                                                                                                            you can imagine 

 
5. Please rate your pain by circling the one number that best describes your pain on the average.  

0 1 2 3 4 5 6 7 8 9 10 
No Pain                Pain as bad as 
                                                                                                                                            you can imagine 

 
6. Please rate your pain by circling the one number that tells how much pain you have right now. 

0 1 2 3 4 5 6 7 8 9 10 
No Pain                Pain as bad as 
                                                                                                                                            you can imagine 

 
 

 



7. What treatments or medications are you receiving for your pain? _______________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________

_______________________________________________________________________________________________ 

8. In the last 24 hours, how much relieve have pain treatments or medication provided? Please circle the one 
percentage that most shows how much relief you have received.  

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
No Relief              Complete Relief 
 

9. Circle the one number that describes how, during the past 24 hours, pain has interfered with your:  
 
 A. General Activity 

0 1 2 3 4 5 6 7 8 9 10 
Does not                 Completely  

           Interfere                                Interferes 
  

B. Mood 
0 1 2 3 4 5 6 7 8 9 10 

Does not                 Completely  
           Interfere                                Interferes 
  

C. Walking Ability 
0 1 2 3 4 5 6 7 8 9 10 

Does not                 Completely  
           Interfere                                Interferes 
  

D. Normal Work (includes both work outside the home and housework) 
0 1 2 3 4 5 6 7 8 9 10 

Does not                 Completely  
           Interfere                                Interferes 
  

E.  Relations with other people 
0 1 2 3 4 5 6 7 8 9 10 

Does not                 Completely  
           Interfere                                Interferes 
 

F. Sleep 
0 1 2 3 4 5 6 7 8 9 10 

Does not                 Completely  
           Interfere                                Interferes 
  

G. Enjoyment of Life 
0 1 2 3 4 5 6 7 8 9 10 

Does not                 Completely  
           Interfere                                Interferes 



1. PAIN INTENSITY 
   I can tolerate the pain I have without having to use 

pain killers 
   The pain is bad but I manage without taking pain 

killers 
   Pain killers give complete relief from pain 
   Pain killers give moderate relief from pain 
   Pain killers give very little relief from pain 
   Pain killers have no effect on the pain and I do not use 

them 

6. STANDING 
   I can stand as long as I want without extra pain 
   I can stand as long as I want but it gives me extra pain 
   Pain prevents me from standing for more than one hour 
   Pain prevents me from standing for more than 30 minutes 
   Pain prevents me from standing for more than 10 minutes 
   Pain prevents me from standing at all 

2. PERSONAL CARE (e.g. Washing, Dressing) 
   I can look after myself normally without causing extra 

pain 
   I can look after myself normally but it causes extra 

pain 
   It is painful to look after myself and I am slow and 

careful 
   I need some help but manage most of my personal care 
   I need help every day in most aspects of self care 
   I don’t get dressed, I was with difficulty and stay in 

bed 

7. SLEEPING 
   Pain does not prevent me from sleeping well 
   I can sleep well only by using medication 
   Even when I take medication, I have less than 6 hrs sleep 
   Even when I take medication, I have less than 4 hrs sleep 
   Even when I take medication, I have less than 2 hrs sleep 
   Pain prevents me from sleeping at all 

3. LIFTING 
   I can lift heavy weights without extra pain 
   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 are 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 very light weights 
   I cannot lift or carry anything at all 

8.  SOCIAL LIFE 
   My social life is normal and gives me no extra pain 
   My social life is normal but increases the degree of pain 
   Pain has no significant effect on my social life apart from 

limiting my more energetic interests, i.e. dancing, etc. 
   Pain has restricted my social life and I do not go out as often 
   Pain has restricted my social life to my home 
   I have no social life because of pain 

4. WALKING 
   Pain does not prevent me walking any distance 
   Pain prevents me walking more than one mile 
   Pain prevents me walking more than ½ mile 
   Pain prevents me walking more than ¼ mile 
   I can only walk using a stick or crutches 
   I am in bed most of the time and have to crawl to the 

toilet 

9. TRAVELLING 
   I can travel anywhere without extra pain 
   I can travel anywhere but it gives me extra pain 
   Pain is bad, but I manage journeys over 2 hours 
   Pain restricts me to journeys of less than 1 hour  
   Pain restricts me to short necessary journeys under 30 

minutes 
   Pain prevents me from traveling except to the doctor or 

hospital  

5. SITTING 
   I can sit in any chair as long as I like 
   I can only sit in my favorite chair as long as I like 
   Pain prevents me from sitting more than one hour 
   Pain prevents me from sitting more than ½ hour 
   Pain prevents me from sitting more than 10 minutes 
   Pain prevents me from sitting at all 

10. EMPLOYMENT/ HOMEMAKING 
   My normal homemaking/ job activities do not cause pain. 
   My normal homemaking/ job activities increase my pain, but 

I can still perform all that is required of me. 
   I can perform most of my homemaking/ job duties, but pain 

prevents me from performing more physically stressful 
activities (e.g. lifting, vacuuming) 

   Pain prevents me from doing anything but light duties. 
   Pain prevents me from doing even light duties. 
   Pain prevents me from performing any job or homemaking 

chores. 

Instructions: this questionnaire has been designed to give us information as to how your back pain has affected 
your ability to manage everyday life. Please answer every section and mark in each section only the ONE box 
which applies to you at this time. We realize you may consider 2 of the statements in any section may relate to 

you, but please mark the box which most closely describes your current condition. 

OSWESTRY LOW BACK DISABILITY QUESTIONNAIRE 



Scoring the Oswestry Disability Index

No disability
The patient can cope with most living activities. Usually no treatment is indicated apart from advice on 
lifting, sitting and exercise.

Mild disability
The patient experiences more pain and difficulty with sitting, lifting and standing. Travel and social life 
are more difficult and they may be disabled from work. Personal care, sexual activity and sleeping are not 
grossly affected and the patient can usually be managed by conservative means.

Moderate disability
Pain remains the main problem in this group but activities of  daily living are affected. These patients 
require a detailed investigation.

Severe disability
Back pain impinges on all aspects of  the patient’s life. Positive intervention is required.

Completely disabled
These patients are either bed-bound or are exaggerating their symptoms.

WHY BOTHER WITH AN OUTCOMES MEASURE? 
As physical therapy works towards autonomous practice and incorporating evidence-based medicine into 
it’s practice, it is imperative that therapists utilize measuring tools which have been validated through 
research.

Insurance companies and physicians are very familiar with these instruments and are asking for scores 
such as Oswestry.

REFERENCES: 

• Fairbank JC, Pynsent PB. “The Oswestry Disability Index.” Spine 2000: 25(22):2940-2952

• Fairbank JCT, Couper J, Davies JB. “The Oswestry Low Back Pain Questionnaire.” Physiotherapy 1980; 66:271-273

ISPInstitute.com

INSTRUCTIONS: 

For each question, there is a possible 
5 points; 0 for the first answer, 1 for 
the second answer, etc. Add up the 
total for the 10 questions and rate 
them on the scale at right.

SCORE DISABILITY LEVEL

0 - 4 No disability

5 - 14 Mild disability

 15 - 24 Moderate disability

 25 - 34 Severe disability

 35 - 50 Completely disabled

The Oswestry Disability Index (aka the Oswestry Low Back Pain Disability Questionnaire) is an ex-
tremely important tool that researchers and disability evaluators use to measure a patient’s permanent 
functional disability. The test has been around since 1980 and is considered the ‘gold standard’ of  low 
back pain functional outcome tools.



 SHORT-FORM McGILL PAIN QUESTIONNAIRE 

 

PATIENT'S NAME                                                              DATE                                   

 

Instructions:  Since you have reported that one of your problems is physical pain, the purpose of this checklist is for 

you to give us an idea about what your physical pain feels like.  Each of the words in the left column describes a 

quality or characteristic that pain can have.  So, for each pain quality in the left column, check the number in that row 

that tells how much of that specific quality your pain has.  Rate every pain quality. 

 

PAIN QUALITY     NONE               MILD  MODERATE             SEVERE 

 1.  Throbbing  (0)                (1)            (2)                    (3)              

 2.  Shooting  (0)                (1)            (2)                    (3)              

 3.  Stabbing  (0)                (1)            (2)                    (3)              

 4.  Sharp  (0)                (1)            (2)                    (3)              

 5.  Cramping  (0)                (1)            (2)                    (3)              

 6.  Gnawing  (0)                (1)            (2)                    (3)              

 7.  Hot-burning  (0)                (1)            (2)                    (3)              

 8.  Aching  (0)                (1)            (2)                    (3)              

 9.  Heavy  (0)                (1)            (2)                    (3)              

10.  Tender  (0)                (1)            (2)                    (3)              

11.  Splitting  (0)                (1)            (2)                    (3)              

12.  Tiring-exhausting (0)                (1)            (2)                    (3)              

13.  Sickening  (0)                (1)            (2)                    (3)              

14.  Fearful  (0)                (1)            (2)                    (3)              

15.  Punishing-cruel (0)                (1)            (2)                    (3)              

                                                                                                                                                                            

A. PLEASE MAKE AN "X" ON THE LINE BELOW TO SHOW HOW BAD YOUR PAIN IS RIGHT NOW. 

 NO PAIN   |--------------------------------------------------------------------------------------------------|  WORST POSSIBLE PAIN 

 

B. PLEASE CHECK THE ONE DESCRIPTOR BELOW THAT BEST DESCRIBES YOUR PRESENT PAIN. 

 0    NO PAIN                  

 1    MILD                      

 2    DISCOMFORTING                     

 3    DISTRESSING  _                  

 4    HORRIBLE                      

 5    EXCRUCIATING                     

 

C. IS YOUR PAIN ? 

 (check one word) 

            Brief 

            Intermittent 

            Continuous 

Note:  Adapted with permission from the "Short Form McGill Pain Questionnaire".  Copyright 1987 Ronald Melzack. 

S =      /33      A/E =      /12 











 



 

 
Sino-Nasal Outcome Test (SNQT  22) Questionnaire 

 
 

 
                  DOB:      

Date:  
 

Below you will find a list of symptoms and social/emotional consequences of your nasal disorder. We would l i ke to 

know more about these problems and would appreciate your answering the following questions to the best of your 

ability. There are no right or wrong answers, and only you can provide us with this information. Please rate your 

problems as they have been over the past two weeks. Thank you for your participation. 

 

A. Considering how severe the problem is when you experience it and how frequently it happens, please rate  

       Each item below on how “bad” it is, circling the number that corresponds how you feel using this scale: 

 

 

 
 

  B. Please check off the most important items affecting your health in the last column (max of five items) 
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Kansas City Cardiomyopathy Questionnaire (KCCQ-12) 
 

The following questions refer to your heart failure and how it may affect your life. Please read and complete the following 
questions. There are no right or wrong answers. Please mark the answer that best applies to you. 

 
1. Heart failure affects different people in different ways. Some feel shortness of breath while others feel fatigue. Please 

indicate how much you are limited by heart failure (shortness of breath or fatigue) in your ability to do the following 
activities over the past 2 weeks. 

Activity 
Extremely 

Limited 
Quite a bit 

Limited 
Moderately 

Limited 
Slightly 
Limited 

Not at all 
Limited 

Limited for 
other reasons 
or did not do 
the activity 

a. Showering/bathing O O O O O O 

b. Walking 1 block on 
level ground O O O O O O 

c. Hurrying or jogging 
(as if to catch a bus) O O O O O O 

 1 2 3 4 5 6  

 
2. Over the past 2 weeks, how many times did you have swelling in your feet, ankles or legs when you woke up in the 

morning? 

Every morning 

3 or more times 
per week but 
not every day 1-2 times per week 

Less than 
once a week 

Never over the 
past 2 weeks 

O O O O O 
  
 1 2 3 4 5  

  
3. Over the past 2 weeks, on average, how many times has fatigue limited your ability to do what you wanted? 

 

All of 
the time 

Several times 
per day 

At least 
once a day 

3 or more times 
per week but 
not every day 

1-2 times 
per week 

Less than 
once a week 

Never over the 
past 2 weeks 

O O O O O O O 
 
 1 2 3 4 5 6 7 

  
4. Over the past 2 weeks, on average, how many times has shortness of breath limited your ability to do what you 

wanted? 

All of 
the time 

Several times 
per day 

At least 
once a day 

3 or more times 
per week but 
not every day 

1-2 times 
per week 

Less than 
once a week 

Never over the 
past 2 weeks 

O O O O O O O 
 
 1 2 3 4 5 6 7 

  
5. Over the past 2 weeks, on average, how many times have you been forced to sleep sitting up in a chair or with at 

least 3 pillows to prop you up because of shortness of breath? 
 

Every night 

3 or more times 
per week but 
not every day 

1-2 times 
per week 

Less than 
once a week 

Never over the 
past 2 weeks 

O O O O O 
 
 1 2 3 4 5 
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6. Over the past 2 weeks, how much has your heart failure limited your enjoyment of life? 
 

It has extremely 
limited my enjoyment 

of life 

It has limited my 
enjoyment of life 

quite a bit 

It has moderately 
limited my enjoyment 

of life 

It has slightly 
limited my enjoyment 

of life 

It has not limited 
my enjoyment 

of life at all 

O O O O O 
 
 1 2 3 4 5 
 
 
7. If you had to spend the rest of your life with your heart failure the way it is right now, how would you feel about this? 
 

Not at all 
satisfied 

Mostly 
dissatisfied 

Somewhat 
satisfied 

Mostly 
satisfied 

Completely 
satisfied 

O O O O O 
 
 1 2 3 4 5 
 
 
8. How much does your heart failure affect your lifestyle? Please indicate how your heart failure may have limited your 

participation in the following activities over the past 2 weeks. 
 

Activity 
Severely 
Limited 

Limited 
quite a bit 

Moderately 
limited 

Slightly 
limited 

Did not 
limit at all 

Does not apply 
or did not do for 
other reasons 

a. Hobbies, recreational 
activities O O O O O O 

b. Working or doing 
household chores O O O O O O 

c. Visiting family or 
friends out of your 
home 

O O O O O O 

 1 2 3 4 5 6 
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Patient Details: _________________________ 
______________________________________ 
______________________________________ 
____________________________________ __    Date: _________________________________ 

Please circle one response for each of the seven questions below about your eczema. Please leave blank any 
questions you feel unable to answer.  

1. Over the last week, on how many days has your skin been itchy because of the eczema?

No days 1-2 days 3-4 days 5-6 days Every day 

2. Over the last week, on how many nights has your sleep been disturbed because of the eczema?

No days 1-2 days 3-4 days 5-6 days Every day 

3. Over the last week, on how many days has your skin been bleeding because of the eczema?

No days 1-2 days 3-4 days 5-6 days Every day 

4. Over the last week, on how many days has your skin been weeping or oozing clear fluid because of the
eczema? 

No days 1-2 days 3-4 days 5-6 days Every day 

5. Over the last week, on how many days has your skin been cracked because of the eczema?

No days 1-2 days 3-4 days 5-6 days Every day 

6. Over the last week, on how many days has your skin been flaking off because of the eczema?

No days 1-2 days 3-4 days 5-6 days Every day 

7. Over the last week, on how many days has your skin felt dry or rough because of the eczema?

No days 1-2 days 3-4 days 5-6 days Every day 

Total POEM Score (Maximum 28): _________________

Patient Oriented Eczema Measure POEM



© Copyright, University of Nottingham 2004. All Rights Reserved. 

POEM for self-completion 

How is the scoring done? 

Each of the seven questions carries equal weight 
and is scored from 0 to 4 as follows: 

 No days = 0 
1-2 days = 1 
3-4 days = 2 
5-6 days = 3 
Every day = 4 

Note: 

• If one question is left unanswered this is scored 0
and the scores are summed and expressed as usual
out of a maximum of 28

• If two or more questions are left unanswered the
questionnaire is not scored

• If two or more response options are selected, the
response option with the highest score should be
recorded

What does a poem score mean? 

To help patients and clinicians to understand their 
POEM scores, the following bandings have been 
established (see references below): 

• 0 to 2 = Clear or almost clear 
• 3 to 7 = Mild eczema 
• 8 to 16 = Moderate eczema 
• 17 to 24 = Severe eczema 
• 25 to 28 = Very severe eczema 

Do I need permission to use the scale? 
The POEM scale is protected by copyright. 
Commercial users must pay a per patient fee – 
details are available at 
https://licensing.micragateway.org/product/poem-
--patient-orientated-eczema-measure 

POEM remains freely available for non-commercial 
use and can be downloaded from: 
www.nottingham.ac.uk/dermatology  
We do however ask that you register your use of 
the POEM by e-mailing cebd@nottingham.ac.uk 
with details of how you would like to use the scale, 
and which countries the scale will be used in. 
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Patient's Name:                                        Date:          _____/____/____
                           month  day  year

ID#:  _____________________ Test#:          1     2     3     4

BOWEL CONTROL SCALE (BWCS)

INSTRUCTIONS
The next set of questions concerns bowel problems that can occur in MS.  Many of these
questions are very personal, but this is an important topic to cover.  If you are marking
your own answers, please circle the appropriate response (0, 1, 2,...) based on your bowel
function during the past 4 weeks.  If you need help in marking your responses, tell the
interviewer the number of the best response.  Please answer every question.  If you are not
sure which answer to select, please choose the one answer that comes closest to describing
you.  The interviewer can explain any words or phrases that you do not understand.  

During the past 4 weeks,
how often have you...

   Two to     More than  
Not at            four       weekly but
  all     Once      times       not daily     Daily

1. been constipated?    0       1             2              3                4

2. lost control of your bowels    
or had an accident?    0       1             2              3                4

3. almost lost control of your
bowels or almost had an

    accident ?     0       1             2              3                4

4. altered your activities because
of bowel control problems?                0       1             2              3                4

5. During the past 4 weeks, how much have bowel problems restricted your overall
lifestyle?  (Please circle one number.)

  Not at all Severely
     0            1            2            3            4            5            6            7            8            9         10



Patient's Name:                                        Date:          _____/____/____
                           month  day  year

ID#:  _____________________ Test#:          1     2     3     4

BLADDER CONTROL SCALE (BLCS)

INSTRUCTIONS
The next set of questions concerns bladder problems that can occur in MS.  Many of
these questions are very personal, but this is an important topic to cover.  If you are
marking your own answers, please circle the appropriate response (0, 1, 2,...) based on
your bladder function during the past 4 weeks.  If you need help in marking your
responses, tell the interviewer the number of the best response.  Please answer every
question.  If you are not sure which answer to select, please choose the one answer that
comes closest to describing you.  The interviewer can explain any words or phrases that
you do not understand.  

During the past 4 weeks,
how often have you...

   Two to    More than  
Not at            four       weekly but
  all      Once     times      not daily    Daily

1.  lost control of your bladder    
 or had an accident?       0        1             2            3             4

2.  almost lost control of your
 bladder or had an accident?    0        1             2            3             4

3. altered your activities because
of bladder problems?    0        1             2            3             4

4. During the past 4 weeks, how much have bladder problems restricted your
overall lifestyle?  (Please circle one number.)

Not at all Severely
     0           1           2           3           4           5           6           7           8           9         10
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Gastrointestinal Symptom Rating Scale (GSRS)

Name: _____________________________________________     Date:  ____/____/_______

A rating scale for gastrointestinal symptoms in patients with irritable bowel syndrome 
and peptic ulcer disease.  Circle the number which best represents the current severity of the 
symptom.

1. Abdominal pains.  Representing subjectively experienced bodily discomfort, aches and
pains.

The type of pain may be classified according to the patient's description of the appearance
and quality of the pain as epigastric, on the basis of typical location, association with acid-related
symptoms, and relief of pain by food or antacids; as colicky when occurring in bouts, usually
with a high intensity, and located in the lower abdomen; and as dull when continuous, often for
several hours, with moderate intensity.

Rate according to intensity, frequency, duration, request for relief, and impact on social
performance.

0  No or transient pain
1  Occasional aches and pains interfering with some social activities
2  Prolonged and troublesome aches and pains causing requests for relief and interfering                                                                             
with many social activities
3  Severe or crippling pains with impact on all social activities

2. Heartburn.  Representing retrosternal discomfort or burning sensations.  Rate according to
intensity, frequency, duration, and request for relief.

0  No or transient heartburn
1  Occasional discomfort of short duration
2  Frequent episodes of prolonged discomfort; requests for relief
3  Continuous discomfort with only transient relief by antacids

3. Acid regurgitation.  Representing sudden regurgitation of acid gastric content.  Rate
according to intensity, frequency, and request for relief.

0  No or transient regurgitation
1  Occasional troublesome regurgitation
2  Regurgitation once or twice a day; requests for relief
3  Regurgitation several times a day; only transient and insignificant relief by antacids
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4. Sucking sensations in the epigastrium.  Representing a sucking sensation in the epigastrium
with relief by food or antacids.  If food or antacids are not available, the sucking sensations
progress to ache, and pains.  Rate according to intensity, frequency, duration, and request for
relief.

0  No or transient sucking sensation
1  Occasional discomfort of short duration; no requests for food or antacids between
meals
2  Frequent episodes of prolonged discomfort, requests for food and antacids between
meals
3  Continuous discomfort; frequent requests for food or antacids between meals

5. Nausea and vomiting.  Representing nausea which may increase to vomiting.  Rate
according to intensity, frequency, and duration.

0  No nausea
1  Occasional episodes of short duration
2  Frequent and prolonged nausea; no vomiting
3  Continuous nausea; frequent vomiting

6. Borborygmus.  Representing reports of abdominal rumbling.  Rate according to intensity,
frequency, duration, and impact on social performance

0  No or transient borborygmus
1  Occasional troublesome borborygmus of short duration
2  Frequent and prolonged episodes which can be mastered by moving without impairing
social performance
3  Continuous borborygmus severely interfering with social performance

7. Abdominal distension.  Representing bloating with abdominal gas.  Rate according to
intensity, frequency, duration, and impact on social performance.

0  No or transient distension
1  Occasional discomfort of short duration
2  Frequent and prolonged episodes which can be mastered by adjusting the clothing
3  Continuous discomfort seriously interfering with social performance

8. Eructation.   Representing reports of belching.  Rate according to intensity, frequency, and
impact on social performance.

0  No or transient eructation
1  Occasional troublesome eructation
2  Frequent episodes interfering with some social activities
3  Frequent episodes seriously interfering with social performance
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9. Increased flatus.  Representing reports of excessive wind.  Rate according to intensity,
frequency, duration, and impact on social performance

0  No increased flatus
1  Occasional discomfort of short duration
2  Frequent and prolonged episodes interfering with some social activities
3  Frequent episodes seriously interfering with social performance

10. Decreased passage of stools.  Representing reported reduced defecation.  Rate according to
frequency.  Distinguish from consistency.

0  Once a day
1  Every third day
2  Every fifth day
3  Every seventh day or less frequently

11. Increased passage of stools.  Representing reported increased defecation.  Rate according
to frequency.  Distinguish from consistency.

0  Once a day
1  Three times a day
2  Five times a day
3  Seven times a day or more frequently

12. Loose stools.  Representing reported loose stools.  Rate according to consistency
independent of frequency and feelings of incomplete evacuation.

0  Normal consistency
1  Somewhat loose
2  Runny
3  Watery

13. Hard Stools.  Representing reported hard stools.  Rate according to consistency independent
of frequency and feelings of incomplete evacuation.

0  Normal consistency
1  Somewhat hard
2  Hard
3  Hard and fragmented, sometimes in combination with diarrhea
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14. Urgent need for defecation.  Representing reports of urgent need for defecation, feelings of
incomplete control, and inability to control defecation.  Rate according to intensity, frequency,
and impact on social performance.

0  Normal control
1  Occasional feelings of urgent need for defecation
2  Frequent feelings of urgent need for defecation with sudden need for a toilet interfering
with social performance
3  Inability to control defecation

15. Feeling of incomplete evacuation.  Representing reports of defecation with straining and a
feeling of incomplete evacuation of stools.  Rate according to intensity and frequency.

0  Feeling of complete evacuation without straining
1  Defecation somewhat difficult; occasional feelings of incomplete evacuation
2  Defecation definitely difficult; often feelings of incomplete evacuation
3  Defecation extremely difficult; regular feelings of incomplete evacuation



 
 
   

 

The International Index of Erectile Function (IIEF-5) Questionnaire 
The International Index of Erectile Function (IIEF-5) Questionnaire 
Reprinted by permission from Macmillan Publishers Ltd: Rosen RC, Cappelleri JC, Smith MD, et al. Development and 
evaluation of an abridged, 5-item version of the International Index of Erectile Function (IIEF-5) as a diagnostic tool 
for erectile dysfunction. Int J Impot Res. 1999 Dec;11(6):319-26. © 1999 

Over the past 6 months: 

1. How do you rate your 
confidence that you could get 
and keep an erection? 

Very low 1 Low 2 Moderate 3 High 4 Very high 5 

2. When you had erections with 
sexual stimulation, how often 
were your erections hard enough 
for penetration? 

Almost 
never/never 
1 

A few times 
(much less 
than half the 
time) 2 

Sometimes 
(about half the 
time) 3 

Most times 
(much more 
than half the 
time) 4 

Almost 
always/always 
5 

3. During sexual intercourse, 
how often were you able to 
maintain your erection after you 
had penetrated (entered) your 
partner? 

Almost 
never/never 
1 

A few times 
(much less 
than half the 
time) 2 

Sometimes 
(about half the 
time) 3 

Most times 
(much more 
than half the 
time)4 

Almost 
always/always 
5 

4. During sexual intercourse, 
how difficult was it to maintain 
your erection to completion of 
intercourse? 

Extremely 
difficult 1 

Very difficult 
2 

Difficult 3 Slightly 
difficult 4 

Not difficult 5 

5. When you attempted sexual 
intercourse, how often was it 
satisfactory for you? 

Almost 
never/never 
1 

A few times 
(much less 
than half the 
time) 2 

Sometimes 
(about half the 
time) 3 

Most times 
(much more 
than half the 
time) 4 

Almost 
always/always 
5 

IIEF-5 scoring: 

The IIEF-5 score is the sum of the ordinal responses to the 5 items. 

22-25: No erectile dysfunction 

17-21: Mild erectile dysfunction 

12-16: Mild to moderate erectile dysfunction 

8-11: Moderate erectile dysfunction 

5-7: Severe erectile dysfunction 

 
 

 
 
 
 
 



Patient Questionnaire 

These questions ask about the effects that your erection problems have had on your sex life over the 
last four weeks.  Please try to answer the questions as honestly and as clearly as you are able.  Your 
answers will help your doctor to choose the most effective treatment suited to your condition.  In 
answering the questions, the following definitions apply: 

- sexual activity includes intercourse, caressing, foreplay & masturbation 
- sexual intercourse is defined as sexual penetration of your partner 
- sexual stimulation includes situation such as foreplay, erotic pictures etc. 
- ejaculation is the ejection of semen from the penis (or the feeling of this) 
- orgasm is the fulfilment or climax following sexual stimulation or intercourse 

OVER THE PAST 4 WEEKS 
CHECK ONE BOX ONLY 

 Q1 
How often were you able to get an erection during 
sexual activity? 

0 No sexual activity 
1 Almost never or never 
2 A few times (less than half the time) 
3 Sometimes (about half the time) 
4 Most times (more than half the time) 
5 Almost always or always 

 Q2 
When you had erections with sexual stimulation, how 
often were your erections hard enough for 
penetration? 

0 No sexual activity 
1 Almost never or never 
2 A few times (less than half the time) 
3 Sometimes (about half the time) 
4 Most times (more than half the time) 
5 Almost always or always 

 Q3 
When you attempted intercourse, how often were you 
able to penetrate (enter) your partner? 

0 Did not attempt intercourse 
1 Almost never or never 
2 A few times (less than half the time) 
3 Sometimes (about half the time) 
4 Most times (more than half the time) 
5 Almost always or always 

 Q4 
During sexual intercourse, how often were you able to 
maintain your erection after you had penetrated 
(entered) your partner? 

0 Did not attempt intercourse 
1 Almost never or never 
2 A few times (less than half the time) 
3 Sometimes (about half the time) 
4 Most times (more than half the time) 
5 Almost always or always 

 Q5 
During sexual intercourse, how difficult was it to 
maintain your erection to completion of intercourse? 

0 Did not attempt intercourse 
1 Extremely difficult 
2 Very difficult 
3 Difficult 
4 Slightly difficult 
5 Not difficult 

(IIEF)

TODAY'S DATE  
NAME  ……………………………………………………………………… 

DATE OF BIRTH                  AGE  

ADDRESS  …………………………………………………….……………….. 
 ………………………………………………………….………….. 
 …………………………………………….……………………….. 

TELEPHONE  ………………………………………………….………………….. 
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 Q6 

 
How many times have you attempted sexual 
intercourse? 

0 No attempts 
1 One to two attempts 
2 Three to four attempts 
3 Five to six attempts 
4 Seven to ten attempts 
5 Eleven or more attempts 

 Q7 

 
When you attempted sexual intercourse, how often 
was it satisfactory for you? 

0 Did not attempt intercourse 
1 Almost never or never 
2 A few times (less than half the time) 
3 Sometimes (about half the time) 
4 Most times (more than half the time) 
5 Almost always or always 

 Q8 

 
How much have you enjoyed sexual intercourse? 

0 No intercourse 
1 No enjoyment at all 
2 Not very enjoyable 
3 Fairly enjoyable 
4 Highly enjoyable 
5 Very highly enjoyable 

 Q9 

 
When you had sexual stimulation or intercourse, how 
often did you ejaculate? 

0 No sexual stimulation or intercourse 
1 Almost never or never 
2 A few times (less than half the time) 
3 Sometimes (about half the time) 
4 Most times (more than half the time) 
5 Almost always or always 

Q10 

 
When you had sexual stimulation or intercourse, how 
often did you have the feeling of orgasm or climax? 

1 Almost never or never 
2 A few times (less than half the time) 
3 Sometimes (about half the time) 
4 Most times (more than half the time) 
5 Almost always or always 

Q11 

 
How often have you felt sexual desire? 

1 Almost never or never 
2 A few times (less than half the time) 
3 Sometimes (about half the time) 
4 Most times (more than half the time) 
5 Almost always or always 

Q12 

 
How would you rate your level of sexual desire? 

1 Very low or none at all 
2 Low 
3 Moderate 
4 High 
5 Very high 

Q13 

 
How satisfied have you been with your overall sex life? 

1 Very dissatisfied 
2 Moderately dissatisfied 
3 Equally satisfied & dissatisfied 
4 Moderately satisfied 
5 Very satisfied 

Q14 

 
How satisfied have you been with your sexual 
relationship with your partner? 

1 Very dissatisfied 
2 Moderately dissatisfied 
3 Equally satisfied & dissatisfied 
4 Moderately satisfied 
5 Very satisfied 

Q15 

 
How do you rate your confidence that you could get 
and keep an erection? 

1 Very low 
2 Low 
3 Moderate 
4 High 
5 Very high 

 



Guidelines on Clinical Application of IIEF Patient Questionnaire 
 
 
Background 
 
The 15-question International Index of Erectile Function (IIEF) Questionnaire is a validated, multi-
dimensional, self-administered investigation that has been found useful in the clinical assessment of erectile 
dysfunction and treatment outcomes in clinical trials.  A score of 0-5 is awarded to each of the 15 questions 
that examine the 4 main domains of male sexual function: erectile function, orgasmic function, sexual desire 
and intercourse satisfaction. 
 
In a recent study(1),the IIEF Questionnaire was tested in a series of 111 men with sexual dysfunction and 109 
age-matched, normal volunteers.  The following mean scores were recorded: 
 

     FUNCTION DOMAIN MAX SCORE CONTROLS PATIENTS 

 
A. Erectile Function (Q1,2,3,4,5,15) 

 
30 

 
25.8 

 
10.7 

B. Orgasmic Function (Q9,10) 10 9.8 5.3 
C. Sexual Desire (Q11,12) 10 7.0 6.3 
D. Intercourse Satisfaction (Q6,7,8) 15 10.6 5.5 
E. Overall Satisfaction (Q13,14) 
 

10 8.6 4.4 

 
Clinical Application 
 
IIEF assessment is limited by the superficial assessment of psychosexual background and the very limited 
assessment of partner relationship, both important factors in the presentation of male sexual dysfunction.  
Analysis of the questionnaire should, therefore, be viewed as an adjunct to, rather than a substitute for, a 
detailed sexual history and examination.  The following guide-lines may be applied: 
 
1.  Patients with low IEEF scores (<14 out of 30) in Domain A (Erectile Function) may be considered for a 

trial course of therapy with Sildenafil unless contraindicated.  Specialist referral is indicated if this is 
unsuccessful. 

 
2.  Patients demonstrating primary orgasmic or ejaculatory dysfunction (Domain B) should be referred for 

specialist investigation. 
 
3.  Patients with reduced sexual desire (Domain C) require testing of blood levels of androgen and prolactin. 
 
4.  Psychosexual counselling should be considered if low scores are recorded in Domains D and E but there is 

only a moderately lowered score (14 to 25) in Domain A. 
 
 
 
 
 
Reference 
1.  Rosen R, Riley A, Wagner G, et al.  The International Index of Erectile Function (IIEF): A multidimensional 
scale for assessment of erectile dysfunction.  Urology, 1997, 49: 822-830. 
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Female Sexual Function Index (FSFI) 

Subject Identifier ________________________          Date ________________

INSTRUCTIONS: These questions ask about your sexual feelings and responses
during the past 4 weeks.  Please answer the following questions as honestly and
clearly as possible.  Your responses will be kept completely confidential.  In
answering these questions the following definitions apply:

Sexual activity can include caressing, foreplay, masturbation and vaginal intercourse.

Sexual intercourse is defined as penile penetration (entry) of the vagina.

Sexual stimulation includes situations like foreplay with a partner, self-stimulation
(masturbation), or sexual fantasy.

CHECK ONLY ONE BOX PER QUESTION.

Sexual desire or interest is a feeling that includes wanting to have a sexual
experience, feeling receptive to a partner's sexual initiation, and thinking or
fantasizing about having sex.

1. Over the past 4 weeks, how often did you feel sexual desire or interest?

Almost always or always
 Most times (more than half the time)

Sometimes (about half the time)
A few times (less than half the time)
Almost never or never

2. Over the past 4 weeks, how would you rate your level (degree) of sexual desire
or interest?

Very high
High
Moderate
Low
Very low or none at all
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Sexual arousal is a feeling that includes both physical and mental aspects of sexual
excitement. It may include feelings of warmth or tingling in the genitals, lubrication
(wetness), or muscle contractions.

3. Over the past 4 weeks, how often did you feel sexually aroused ("turned on")
during sexual activity or intercourse?

No sexual activity
Almost always or always
Most times (more than half the time)
Sometimes (about half the time)
A few times (less than half the time)
Almost never or never

4. Over the past 4 weeks, how would you rate your level of sexual arousal ("turn
on") during sexual activity or intercourse?

No sexual activity
Very high
High
Moderate
Low
Very low or none at all

5. Over the past 4 weeks, how confident were you about becoming sexually
aroused during sexual activity or intercourse?

No sexual activity
Very high confidence
High confidence
Moderate confidence
Low confidence
Very low or no confidence

6. Over the past 4 weeks, how often have you been satisfied with your arousal
(excitement) during sexual activity or intercourse?

No sexual activity
Almost always or always
Most times (more than half the time)
Sometimes (about half the time)
A few times (less than half the time)
Almost never or never
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7. Over the past 4 weeks, how often did you become lubricated ("wet") during
sexual activity or intercourse?

No sexual activity
Almost always or always
Most times (more than half the time)
Sometimes (about half the time)
A few times (less than half the time)
Almost never or never

8. Over the past 4 weeks, how difficult was it to become lubricated ("wet") during
sexual activity or intercourse?

No sexual activity
Extremely difficult or impossible
Very difficult
Difficult
Slightly difficult
Not difficult

9. Over the past 4 weeks, how often did you maintain your lubrication ("wetness")
until completion of sexual activity or intercourse?

No sexual activity
Almost always or always
Most times (more than half the time)
Sometimes (about half the time)
A few times (less than half the time)
Almost never or never

10. Over the past 4 weeks, how difficult was it to maintain your lubrication
("wetness") until completion of sexual activity or intercourse?

No sexual activity
Extremely difficult or impossible
Very difficult
Difficult
Slightly difficult
Not difficult
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11. Over the past 4 weeks, when you had sexual stimulation or intercourse, how
often did you reach orgasm (climax)?

No sexual activity
Almost always or always
Most times (more than half the time)
Sometimes (about half the time)
A few times (less than half the time)
Almost never or never

12. Over the past 4 weeks, when you had sexual stimulation or intercourse, how
difficult was it for you to reach orgasm (climax)?

No sexual activity
Extremely difficult or impossible
Very difficult
Difficult
Slightly difficult
Not difficult

13. Over the past 4 weeks, how satisfied were you with your ability to reach orgasm
(climax) during sexual activity or intercourse?

No sexual activity
Very satisfied
Moderately satisfied
About equally satisfied and dissatisfied
Moderately dissatisfied
Very dissatisfied

14. Over the past 4 weeks, how satisfied have you been with the amount of
emotional closeness during sexual activity between you and your partner?

No sexual activity
Very satisfied
Moderately satisfied
About equally satisfied and dissatisfied
Moderately dissatisfied
Very dissatisfied
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15. Over the past 4 weeks, how satisfied have you been with your sexual
relationship with your partner?

Very satisfied
Moderately satisfied
About equally satisfied and dissatisfied
Moderately dissatisfied
Very dissatisfied

16. Over the past 4 weeks, how satisfied have you been with your overall sexual life?

Very satisfied
Moderately satisfied
About equally satisfied and dissatisfied
Moderately dissatisfied
Very dissatisfied

17. Over the past 4 weeks, how often did you experience discomfort or pain during
vaginal penetration?

Did not attempt intercourse
Almost always or always
Most times (more than half the time)
Sometimes (about half the time)
A few times (less than half the time)
Almost never or never

18. Over the past 4 weeks, how often did you experience discomfort or pain following
vaginal penetration?

Did not attempt intercourse
Almost always or always
Most times (more than half the time)
Sometimes (about half the time)
A few times (less than half the time)
Almost never or never

19.Over the past 4 weeks, how would you rate your level (degree) of discomfort or
pain during or following vaginal penetration?

Did not attempt intercourse
Very high
High
Moderate
Low
Very low or none at all

Thank you for completing this questionnaire



Pelvic Pain Questionnaire

Female NIH- Symptom Index (NIH-CPSI) 

Name: __________________________________________________________  Date: _______________

Pain or Discomfort

1. In the last week, have you experienced any pain 
or discomfort in the following areas:

Yes No
a. Area between rectum

and vagina (perineum)    1   
0 

b. Labia     1   0
c. Clitoris

 (not related to urination)   1    0
d. Below your waist,

 in your pubic or bladder area   1   0
e. Below your waist,

 in your rectal area    1   0

2. In the last week, have you experienced: 

     
Yes No
a. Pain or burning during

urination       1   0
b. Pain or discomfort during or 

after sexual climax       1   0

3.    How often have you had pain or discomfort in any 
of these areas over the last week?

  0 Never
  1 Rarely
  2 Sometimes
  3 Often
  4 Usually
  5 Always

4.     Which number best describers your AVERAGE 
pain or discomfort on the days that you had it, over the 
last week?

 0    1    2    3    4    5    6    7    8    9    10 
NO PAIN                                           PAIN AS 

BAD AS 
YOU CAN 
IMAGINEE

Urination

       5. How often have you had a sensation of not emptying 
your bladder completely after you finished urinating, over 
the last week?

  0 Not al all
  1 Less than 1 time in 5
  2 Less than half the time
  3 About half the time
  4 More than half the time

  5 Almost Always or always

6. How often have you had to urinate again less than two 
hours after you finished urinating, over the last week?

  0 Not al all
  1 Less than 1 time in 5
  2 Less than half the time
  3 About half the time
  4 More than half the time
  5 Almost Always

Impact of Symptoms

7. How much have your symptoms keep you from doing the 
kinds of things you would usually do, over the last week?
  0 None
  1 Only a little
  2 Some
  3 A lot

8. How much did you think about your symptoms, over the 
last week?
  0 None
  1 Only a little
  2 Some
  3 A lot

Quality of Life

9. If you were to spend the rest of your life with your 
symptoms just the way they have been during the last week, 
how would you feel about that?

  0 Delighted
  1 Pleased 
  2 Mostly satisfied

3 Mixed (about equally satisfied and 
dissatisfied)

  4 Mostly dissatisfied
  5 Unhappy 
  6 Terrible

Scoring the NIH-Chronic Prostatitis Symptom Index Domains

Pain: Total of items 1a, 1b, 1c, 1d, 1e, 2a, 2b, 3, and 4= ____
Urinary Symptoms: Total of items 5 and 6 = __________
Quality of Life & Impact: Total of items 7, 8, and 9 ______

Adapted from Litwin et al. J Urol. 1999; 162:369-375.
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RISK ASSESSMENT FORM 

Name: 

Age: 

Job title: 

COVID RISK FACTORS * 

Ethnicity Asian or Asian British  4 

Black  5 

Mixed  3 

Other non-white  3 

White  0 

BMI

body mass index 

(Calculator: 
https://www.nhs. 
uk/live-well/healthy-
weight/ 
bmi-calculator/) 

Under 30  0 

30 - 34.9  3 

35 – 39.9  5 

40 or above  9 

Respiratory disease 

(affects your lungs) 

Mild asthma – no oral steroids 

in the last year 

 1 

Severe asthma – needed oral 

steroids in the last year 

 3 

Chronic respiratory disease 

(not asthma) 

 6 

Type 1 Diabetes Well controlled  7 

Poorly controlled 12 

Coronavirus Risk Assessment Form

https://www.nhs.uk/live-well/healthy-weight/bmi-calculator/
https://www.nhs.uk/live-well/healthy-weight/bmi-calculator/
https://www.nhs.uk/live-well/healthy-weight/bmi-calculator/
https://www.nhs.uk/live-well/healthy-weight/bmi-calculator/
https://www.nhs.uk/live-well/healthy-weight/bmi-calculator/
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Type 2 Diabetes 

(and other forms) 

Well controlled  4 

Poorly controlled  8 

Heart disease Heart failure  8 

Other heart disease  3 

High blood pressure 

(based on your age) 

20 - 40 11 

41 - 60  8 

61 - 74  3 

75 and over  0 

Neurological 

diseases 

(affects your brain) 

Cerebrovascular disease (for 

example stroke or dementia) 

 8 

Other chronic neurological 

disease * 

 9 

Chronic kidney 

disease 

Mild or moderate  4 

Severe or end stage 13 

Haematological 

cancer 

Diagnosed less than a year 

ago 

10 

Diagnosed 1-5 years ago  9 

Diagnosed more than 5 years 

ago 

 5 

Cancer Diagnosed less than a year 

ago 

 5 

Diagnosed 1-5 years ago  2 

Diagnosed more than 5 years 

ago 

 0 

Other conditions Liver disease  6 
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Organ transplant 

Speak to your transplant 
team 

Spleen dysfunction / 

splenectomy 

 3 

Rheumatoid / lupus / psoriasis  2 

Other immunosuppressive 

condition * 

 6 

Add all the numbers in the white 

column together. 

Write it in the yellow box. 

If you are female – take 5 away 

from the number in the yellow 

box. 

If you are male the number stays 

the same. 

Write the number in the blue box. 

This is your Covid risk number. 

Add your actual age to the 

number in the blue box. 

This is your Covid age. 

Write the number in the red box. 

* More detailed information on conditions can be found here:

https://alama.org.uk/covid-19-medical-risk-assessment/ 

https://alama.org.uk/covid-19-medical-risk-assessment/
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RISK LEVELS 

Covid 
age 

Risk Level Things to think about before 
going back to work. 

85 or 
over 

VERY HIGH You must be very careful when you 

leave your home and make careful 

choices about what you do. 

Work from home if you can. 

If you go to work your employer 

must make your workplace safe.  

Stay 2 metres away from people at 

all times. 

Wash your hands often. 

Your manager should refer your 

Occupational Health for an 

assessment if you need one (if 

available). If not, you might want to 

speak to your doctor or medical 

specialist 
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70-85 HIGH RISK You can work. 

Stay 2 metres away from people at 
all times.   

If you can’t do this you must 

• make changes to the work you do

• or wear personal protective
equipment.

If you do clinical work, care work or 

work closely with other people you 

must wear a face covering, use 

screen or wear PPE. 

If you’re a key worker, you may be 

asked to accept a higher risk where 

there’s a good reason.  

After discussion you may agree to 

accept this risk. 
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50-70 MODERATE 
RISK 

You are less likely to be very ill if 

you get coronavirus. 

You can work. 

If you do clinical work, care work or 

work closely with others you should  

wearing a face covering, use 

screens or wear PPE. 

There may be a higher risk of 

infection if it is hard to reduce any 

risks because of the type of work 

you do.   

This includes work where physical 

control or restraint is required. 

49 or 
less 

LOW RISK You are not likely to be very ill if you 

get coronavirus.  

It is still very important to follow all 

the guidance to prevent you getting 

coronavirus. 
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PREGNANCY 

You or your baby are not at a higher 

risk from coronavirus unless you 

have a health condition.

Keep any risk as low as you can by 

staying 2 metres apart from other 

people 

Wash your hands often. 

You should have some choice about 

being at work or change the work 

you do.  

Get more information from the Royal 

College of Obstetricians and 

Gynaecologists: 
https://www.rcog.org.uk/coronavirus-

pregnancy 

Try not to work with patients or 

clients or work closely with other 

people. 

https://www.rcog.org.uk/coronavirus-pregnancy
https://www.rcog.org.uk/coronavirus-pregnancy
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Risk group agreed: Very High ☐

High ☐

Moderate ☐

Low ☐

What we will do and how we will keep me safe: 

Name of manager: Signature: 

Name of staff member: Signature: 

Copyright images © Photosymbols.  Prepared by Disability Equality Scotland 



 

Post-Covid Cough Evaluation 

 

 
 

Please, read each question carefully 
to assess your condition and give 

the response that best applies to you. 
Circle the best answer: 

 

 
 

None 
 
 

1 

 
 

Seldom 
 
 

2 

 
 

Some 
times 

 
3 

 
 

Often 
 
 

4 

 
All 
the 

time 
 

5 

 
How frequently did you cough during the day? 
 

 
1 

 
2 
 

 
3 

 
4 

 
5 

 
Has your cough disturbed your sleep? 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
Did you have intense cough? 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
Has your cough interfered with your daily life? 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
Has your cough made you feel anxious or 
depressed? 

 
1 

 
2 

 
3 

 
4 

 
5 

 
 

    
Total 
score 

 

 

 

 

 

 

 

 

 

 

 

 

 

Adapted from a study that appeared in BMC Pulmonary Medicine. 



The Five P’s approach for health care providers obtaining sexual histories: partners, practices, 

protection from sexually transmitted infections, past history of sexually transmitted infections, 

and pregnancy intention 

1.  

1. Partners 

2. “Are you currently having sex of any kind?” 

3. “What is the gender(s) of your partner(s)?” 

  

2. Practices 

o “To understand any risks for sexually transmitted infections (STIs), I need to 

ask more specific questions about the kind of sex you have had recently.” 

o “What kind of sexual contact do you have or have you had?” 

▪ “Do you have vaginal sex, meaning ‘penis in vagina’ sex?” 

▪ “Do you have anal sex, meaning ‘penis in rectum/anus’ sex?” 

▪ “Do you have oral sex, meaning ‘mouth on penis/vagina’?” 

  

3. Protection from STIs 

o “Do you and your partner(s) discuss prevention of STIs and human 

immunodeficiency virus (HIV)?” 

o “Do you and your partner(s) discuss getting tested?” 

o For condoms: 

▪ “What protection methods do you use? In what situations do you use 

condoms?” 

  

4. Past history of STIs 

o “Have you ever been tested for STIs and HIV?” 

o “Have you ever been diagnosed with an STI in the past?” 

o “Have any of your partners had an STI?” 

  

Additional questions for identifying HIV and viral hepatitis risk: 

o “Have you or any of your partner(s) ever injected drugs?” 

o “Is there anything about your sexual health that you have questions about?” 

  



 

5. Pregnancy intention 

o “Do you think you would like to have (more) children in the future?” 

o “How important is it to you to prevent pregnancy (until then)?” 

o “Are you or your partner using contraception or practicing any form of birth 

control?” 

o “Would you like to talk about ways to prevent pregnancy?” 

  

 





HIV Risk Assessment: Page 1  Client's name/ID number/chart number ______________________________ 
Columbia University HIV Mental Health Training Project, 06/98 
 
I'd like to ask you some questions about some of your intimate behaviors over the past 6 months.  So since today is (date)____________, think 
about what's been happening in your life back to (date 6 months ago) _______________.  Please remember that everything you tell me will be 
kept confidential. 
 
I'm going to start by asking you some questions about your sexual experiences if that's ok with you.  If you find that any of these questions make 
you feel uncomfortable, or if there's anything that's unclear, please tell me.  First, I'd like to talk briefly about the words people use to describe their 
bodies and their sexual behaviors. 
 

Oral sex is when a person puts their mouth on another person's penis or vagina. 
Is there another word you use for oral sex? ________________   penis? ________________   vagina? ________________  
Vaginal sex is when a person puts his penis in another person's vagina. 
Is there another word you use for vaginal sex?  ______________________ 
Anal sex is when a person puts his penis in another person's anus or rectum. 
Is there another word you use for anal sex?  ______________________  anus or rectum? ___________________  

 
So, if you remember all the types of sex you've had since (date 6 months ago) _______________, how many times since then did you: 
 

 
FOR MEN:  

 
FOR WOMEN:  

 
Have receptive oral sex with a man, that is put your mouth on his penis. 
 _____ 

 
Have oral sex with a man, that is put your mouth on his penis. _____

 
How many different men did you have receptive oral sex with. 
 _____ 

 
How many different men did you have oral sex with. _____ 

 
How many of the times that you had receptive oral sex with a man did you 
use a condom or other barrier. 
 never ( )  sometimes ( )  mostly ( )  always ( ) 

 
How many of the times that you had oral sex with a man did you use a 
condom or other barrier. 
 never ( )  sometimes ( )  mostly ( )  always ( ) 

 
Have insertive oral sex with a man, that is put your penis in his mouth. 
 _____ 

 
SKIP TO BELOW 

 
How many different men did you have insertive oral sex with. 
 _____ 

 
SKIP TO BELOW 

 
How many of the times that you had insertive oral sex with a man did you use 
a condom or other barrier. 
 never ( )  sometimes ( )  mostly ( )  always ( ) 

 
SKIP TO BELOW 

 
Have oral sex with a woman, that is put your mouth on her vagina. _____ 

 
Have oral sex with a woman, that is put your mouth on her vagina. _____ 

 
How many different women did you have oral sex with. _____ 

 
How many different women did you have oral sex with. _____ 

 
How many of the times that you had oral sex with a woman did you use a 
dental dam or other barrier.  
 never ( )  sometimes ( )  mostly ( )  always ( ) 

 
How many of the times that you had oral sex with a woman did you use a 
dental dam or other barrier. 
 never ( )  sometimes ( )  mostly ( )  always ( ) 

 
Have vaginal sex with a woman, that is put your penis in her vagina. 
 _____ 

 
Have vaginal sex with a man, that is he put his penis in your vagina. 
 _____ 

 
How many different women did you have vaginal sex with. _____ 

 
How many different men did you have vaginal sex with. _____ 

 
How many of the times you had vaginal sex did you use a condom: 
 never ( )  sometimes ( )  mostly ( )  always ( ) 

 
How many of the times you had vaginal sex did you use a condom: 
  never ( )  sometimes ( )  mostly ( )  always ( ) 

 
Have receptive anal sex with a man, that is he put his penis in your anus or 
rectum. _____ 

 
Have receptive anal sex with a man, that is he put his penis in your anus or 
rectum. _____ 

  



How many different sexual partners did you have receptive anal sex with._____ How many different sexual partners did you have receptive anal sex with._____ 

 
How many of the times you had receptive anal sex did you use a condom:never ( )  sometimes ( )  mostly ( )  always ( )

 
How many of the times you had receptive anal sex did you use a condom: never ( )  sometimes ( )  mostly ( )  always ( )

 
Have insertive anal sex with a man, that is you put your penis in his anus or 
rectum. _____ 

 
SKIP TO BELOW 

 
How many different men did you have insertive anal sex with. _____ 

 
SKIP TO BELOW 

 
How many of the times you had insertive anal sex with a man did you use a 
condom: never ( )  sometimes ( )  mostly ( )  always ( ) 

 
SKIP TO BELOW 

 
Have anal sex with a woman, that is put your penis in her anus or rectum._____

 
SKIP TO BELOW 

 
How many different women did you have anal sex with. _____ 

 
SKIP TO BELOW 

 
How many of the times you had anal sex with a woman did you use a 
condom:  never ( )  sometimes ( )  mostly ( )  always ( ) 

 
SKIP TO BELOW 

 
Overall, in the past 6 months how many times did you have sex after drinking 
alcohol or using other drugs: 
 never ( )  sometimes ( )  mostly ( )  always ( ) 

 
Overall, in the past 6 months how many times did you have sex after drinking 
alcohol or using other drugs: 
 never ( )  sometimes ( )  mostly ( )  always ( ) 

 
Overall, in the past 6 months how many times did you trade sex: 
 For money _____ 
 For drugs _____ 
 For anything else (for example, cigarettes, a place to stay) _____ 

 
Overall, in the past 6 months how many times did you trade sex: 
 For money _____ 
 For drugs _____ 
 For anything else (for example, cigarettes, a place to stay) _____ 

 
Overall, in the past 6 months how many of your sexual partners were: 
 bisexual men _____ 
 bisexual women _____ 
 someone who injects drugs _____ 
 someone who trades sex for drugs _____ 
 someone who sells sex _____ 
 someone with HIV infection or AIDS _____ 
 someone you've known less than a week _____ 
 someone you met at the clinic _____ 

 
Overall, in the past 6 months how many of your sexual partners were: 
 bisexual men _____ 
 bisexual women _____ 
 someone who inject drugs _____ 
 someone who trades sex for drugs _____ 
 someone who sells sex _____ 
 someone with HIV infection or AIDS _____ 
 someone you've known less than a week _____ 
 someone you met at the clinic _____ 

 
When was the last time someone forced you to have sexual contact: 
 within the last week ( )  within the last month ( ) 
 within the last 6 months ( )  within the last year ( ) 
 before a year ago ( )  never ( ) 

 
When was the last time someone forced you to have sexual contact: 
 within the last week ( )   within the last month ( ) 
 within the last 6 months ( )  within the last year ( ) 
 before a year ago ( )  never ( ) 

 
In the past 6 months, did you have any outbreaks of: 
 

gonorrhea:  yes ( )  no ( )   syphilis:  yes ( )  no ( )   genital herpes:  yes ( )  no ( ) 
genital warts:  yes ( )  no ( )   chlamydia:  yes ( )  no ( ) 
any other sexually transmitted infection, sometimes called venereal disease    yes ( )  no ( ) 

name of infection        
any burning, itching, sores, swelling, pus, blood, or discomfort in your genitals    yes ( )  no ( ) 

which of these  ____________________ 
 
Did you get medical treatment?    yes ( )  no ( ) 
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Now I'm going to ask you some questions about your alcohol and other drug use during the past six months.  So think about what's been 
happening in your life back to (date 6 months ago) _______________.  Please remember that everything you tell me will be confidential. 
 
I'm going to start by asking you some questions about your experiences with alcohol and other drugs if that's ok with you.  If you find that any of 
these questions make you feel uncomfortable, please tell me.  Also, there are many different words that people use for drugs and for how drugs 
are used, so if I use any words that are unclear, please let me know, and if there are any words that you use that are unfamiliar to me, I'll let you 
know. 
 
Since (date 6 months ago) _______________, how often did you: 
 

 
Drink alcohol 

 
every day ( )  about once a week ( )  about once a month ( ) 
about once in 6 months ( )  never ( ) 

 
Use marijuana/hashish 

 
every day ( )  about once a week ( )  about once a month ( )   
about once in 6 months ( )  never ( ) 

 
Smoke crack 

 
every day ( )  about once a week ( )  about once a month ( )   
about once in 6 months ( )  never ( ) 

 
Snort or huff any substance (such as cocaine or heroin or glue or 
gas) 

 
every day ( )  about once a week ( )  about once a month ( )   
about once in 6 months ( )  never ( ) 

 
Inject any drug 

 
every day ( )  about once a week ( )  about once a month ( )   
about once in 6 months ( )  never ( ) IF NEVER, SKIP NEXT 3  

 
Use needles, syringes, works, cookers, wash-water, or any other 
injection equipment after someone else had used them 

 
every day ( )  about once a week ( )  about once a month ( ) 
about once in 6 months ( )  never ( ) 

 
Clean with bleach all the injection equipment you used after 
someone else had used it 

 
every day ( )  about once a week ( )  about once a month ( ) 
about once in 6 months ( )  never ( ) 

 
Inject with someone who was: 

 
a stranger ( )  someone you know somewhat but not well ( ) 
a family member ( )  a sexual partner ( ) 
a running buddy ( )  any other person you know well ( ) 

 
Now I want to ask you about your previous contact with agencies where health care may be provided. 
Since (date 6 months ago) _______________, did you spend time: 

in a medical hospital    yes ( )  no ( ) 
in a psychiatric unit or hospital   yes ( )  no ( ) 
in a community mental health clinic  yes ( )  no ( ) 
in a methadone maintenance clinic  yes ( )  no ( ) 
in a jail or prison    yes ( )  no ( ) 

 
When was your last HIV test?    within the last 6 months ( ) 

within the last year ( ) 
more than a year ago ( ) 
never ( ) IF NEVER, GO TO NEXT PAGE  

 
Did you receive pre-test counseling   yes ( )  no ( ) 
 
Did you receive post-test counseling   yes ( )  no ( ) 
 
Did you feel that the HIV test counseling you received prepared you for your test result?    yes ( )  no ( ) 
if no, probe for what might have been done better and record response: 



Are you worried about HIV/AIDS?   yes ( )  no ( ) 
 
probe for AIDS-related concerns, record them and how you addressed them: 
 
 
 
 
Do you know how it's passed from person to person? yes ( )  no ( ) 
 
probe for transmission knowledge, record misperceptions and how you addressed them: 
 
 
 
 
Do you know how to prevent yourself from 
 getting the virus or passing it to someone else? yes ( )  no ( ) 
 
probe for prevention knowledge, record misperceptions and how you addressed them: 
 
 
 
 
 
Would you like to learn more about:  sex education ( ) 

contraception ( ) 
condom use ( ) 
AIDS prevention ( ) 
HIV testing ( ) 
medical signs of HIV and AIDS and how they're treated ( ) 

 
Needs referral:     sex education ( ) 

contraception ( ) 
condom use ( ) 
AIDS prevention ( ) 
HIV testing ( ) 
medical ( ) 

 
 
Record any difficulties with the interview: 
 
 
 
 
 
 
 
Record your concerns that could not be addressed in the interview: 
 
 
 
 
 
 
 
Record any other comments about the interview: 



Monkeypox Post-Exposure Staff Evaluation and Management 
 Applies to all workplace monkeypox exposures to YNHHS staff 

STEP 1: 
Determine HCW PPE and Contact Setting with Monkeypox Source 

STEP 2:  
Determine Risk level 

HCW PPE and Type of Contact with Monkeypox Source Exposure Level 

Meets one or more of the following: 

lesions, or bodily fluids (e.g., inadvertent splashes of patient saliva to the eyes or oral cavity of a 
person, ungloved contact with patient), or contaminated materials (e.g., linens, clothing)  

 any procedure that may create aerosols oral secretions, skin 
lesions, or re-suspension of dried exudates (e.g., shaking of soiled linens) while NOT wearing both an 
N95 or equivalent respirator AND eye protection  

HIGH RISK 

Meets one or more of the following: 

 Being within 6 feet of an unmasked patient for greater than or equal to 3 hours while NOT wearing a 
facemask or N95/equivalent respirator  

fluids, or their soiled linens or dressings (e.g., turning, bathing, or 
assisting with transfer) while wearing gloves but not wearing a gown. 

INTERMEDIATE 
RISK 

Meets one or more of the following: 

** 

 Wore gown, gloves, eye protection, and at minimum, a facemask during one or more entries in the 
patient care area or room, but not an N95 or equivalent respirator** 

 Was within 6 feet of an unmasked patient for less than 3 hours while NOT wearing a facemask 

**If an aerosol-generating procedure was performed in the room while the employee was not wearing 
an N95 or equivalent respirator, refer to the 

LOW RISK 
--- 

UNCERTAIN RISK 



Disease: DN and Location:

Date of Investigation: Dates of Exposure:

Index Patient/Staff Name: Index Patient MRN/employee #:

Patient Admit Date: Patient Discharge Date:

Describe Event:

Actions Taken:

Outcomes/Results:

# Patients exposed: # Patients with F/U:

# HCW exposed: # HCW with F/U:

Potential Communicable Disease Exposure Investigation

Occ Health Contact Name and phone #: 

Dated Reported to ICC:

IP Contact Name and phone #: 

# Patients treated/pos test:

# HCW treated/pos test:





REBA Employee Assessment Worksheet

A. Neck, Trunk and Leg Analysis

Step 1: Locate Neck Position

Step 1a: Adjust…
If neck is twisted: +1
If neck is side bending: +1

Step 2: Locate Trunk Position

Step 2a: Adjust…
If trunk is twisted: +1
If trunk is side bending: +1

Step 3: Legs

Step 4: Look-up Posture Score in Table A
Using values from steps 1-3 above, 
Locate score in Table A

Step 5: Add Force/Load Score
If load < 11 lbs. : +0
If load 11 to 22 lbs. : +1
If load > 22 lbs.: +2
Adjust: If shock or rapid build up of force: add +1

Step 6: Score A, Find Row in Table C
Add values from steps 4 & 5 to obtain Score A.
Find Row in Table C.

B. Arm and Wrist Analysis

Step 7: Locate Upper Arm Position:

Step 7a: Adjust…
If shoulder is raised: +1
If upper arm is abducted: +1
If arm is supported or person is leaning: -1

Step 8: Locate Lower Arm Position:

Step 9: Locate Wrist Position:

Step 9a: Adjust…
If wrist is bent from midline or twisted : Add +1

Step 10: Look-up Posture Score in Table B
Using values from steps 7-9 above, locate score in Table B

Step 11: Add Coupling Score
Well fitting Handle and mid rang power grip, good: +0
Acceptable but not ideal hand hold or coupling
acceptable with another body part, fair: +1
Hand hold not acceptable but possible, poor: +2

No handles, awkward, unsafe with any body part,
Unacceptable: +3

Step 12: Score B, Find Column in Table C
Add values from steps 10 &11 to obtain
Score B. Find column in Table C and match with 
Score A in row from step 6 to obtain Table C Score.

Step 13: Activity Score
+1 1 or more body parts are held for longer than 1 minute (static)
+1 Repeated small range actions (more than 4x per minute)
+1 Action causes rapid large range changes in postures or unstable base

Original Worksheet Developed by Dr. Alan Hedge. Based on Technical note: Rapid Entire Body Assessment (REBA), Hignett, McAtamney, Applied Ergonomics 31 (2000) 201-205

+1

+2

+2

+4

+3

+2

+2

+1

+2+1 Add +1 Add +2

Adjust:

+1 +2 +2

+3 +4

+1 +2

+1 +2

Scores

+

=

+

=

Scoring
1 = Negligible Risk
2-3 = Low Risk. Change may be needed.
4-7 = Medium Risk. Further Investigate. Change Soon.
8-10 = High Risk. Investigate and Implement Change
11+ = Very High Risk. Implement Change

Neck Score

Trunk Score

Leg Score

Posture Score A

Force / Load Score

Score A

Upper Arm  Score

Lower Arm Score

Wrist Score

Posture Score B

Coupling Score

Score B

Table C Score Activity Score REBA Score

+

=

Task Name:                                                  Date:  



ergo.human.cornell.edu/ahREBA.html 

 

 
Cornell University Ergonomics Web 

REBA Worksheet 

The Rapid Entire Body Assessment (REBA) method was developed by Dr. Sue 

Hignett and Dr. Lynn McAtamney , ergonomists from University of Nottingham in 

England (Dr. McAtamney is now at Telstra, Australia) . REBA is a postural targeting 

method for estimating the risks of work-related entire body disorders. A REBA 

assessment gives a quick and systematic assessment of the complete body postural 

risks to a worker. The analysis can be conducted before and after an intervention to 

demonstrate that the intervention has worked to lower the risk of injury. 

A full description of the REBA method is contained in the original journal article: 

Hignett, S. and McAtamney, L. (2000) Rapid Entire Body Assessment: 

REBA,  Applied Ergonomics, 31, 201-5. 

The following files are downloadable '.pdf' files, and they can be viewed and printed 

in Adobe Acrobat/Acrobat Reader. 

• Click here to download the Rapid Entire Body Assessment (REBA) score 

worksheet (28K). 

• Click here to download the Rapid Entire Body Assessment (REBA) slideshow 

(140K) 

• Click here to download the Rapid Entire Body Assessment (REBA) XL 

worksheet 

(Created by Michael Rusin, ActewAGL and TransACT, Australia) 

• REBA Worksheet (rbarker@ergosmart.com) 

  

Computerized REBA assessments: 

• ErgoIntelligence (NexGen) 

 

mailto:McAtamney,%20Lynn%20[Lynn.McAtamney@team.telstra.com]?subject=REBA
http://ergo.human.cornell.edu/Pub/AHquest/REBAworksheetbw.pdf
http://ergo.human.cornell.edu/Pub/AHquest/REBAworksheetbw.pdf
http://ergo.human.cornell.edu/Pub/AHquest/Cornell_REBA.pdf
http://ergo.human.cornell.edu/Pub/AHquest/Cornell_REBA.pdf
http://ergo.human.cornell.edu/CUErgoTools/REBA%206.xls
http://ergo.human.cornell.edu/CUErgoTools/REBA%206.xls
mailto:Rusin,%20Michael%20[Michael.Rusin@actewagl.com.au]?subject=RULA%20XL%20Worksheet
http://http/personal.health.usf.edu/tbernard/HollowHills/REBA.pdf
http://www.nexgenergo.com/ergonomics/ergointeluea.html
http://ergo.human.cornell.edu/default.htm
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Neck Disability Index 

Instructions 

This questionnaire has been designed to give your health practitioner information as to how your neck pain 

has affected your ability to manage in everyday life. Please answer every section and mark in each section 

only the ONE box which applies to you. We realise 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 

 I have no pain at the moment. 

 The pain is very mild at the moment. 

 The pain is moderate at the moment. 

 The pain is fairly severe at the moment. 

 The pain is very severe at the moment. 

 The pain is the worst imaginable at the 
 moment. 

 

Section 2 – Personal care (washing, dressing) 

 I can look after myself normally without  
 causing extra pain. 

 I can look after myself normally but it  
 causes extra pain. 

 It is painful to look after myself and I am  
 slow and careful. 

 I need some help but manage most of my  
 personal care. 

 I need help every day in most aspects of  
 self-care. 

 I do not get dressed, I wash with difficulty  
 and stay in bed. 

 

 

 

 

 

Section 3 – Lifting 

 I can lift heavy weights without extra pain. 

 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 are 
 conveniently positioned, for example 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 very light weights. 

 I cannot lift or carry anything at all. 

 

Section 4 – Reading 

 I can read as much as I want to with no pain 
 in my neck. 

 I can read as much as I want to with slight  
 pain in my neck. 

 I can read as much as I want with moderate 
 pain in my neck. 

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

 I can hardly read at all because of severe  
 pain in my neck. 

 I cannot read at all. 

 

 

 

 



Neck Disability Index  

 

Section 5 – Headaches 

 I have no headaches at all. 

 I have slight headaches which come  
 infrequently. 

 I have moderate headaches which come  
 infrequently. 

 I have moderate headaches which come  
 frequently. 

 I have severe headaches which come  
 frequently 

 I have headaches almost all the time. 

 

Section 6 – Concentration 

 I can concentrate fully when I want to with  
 no difficulty. 

 I can concentrate fully when I want to with  
 slight difficulty. 

 I have a fair degree of difficulty in   
 concentrating when I want to. 

 I have a lot of difficulty in concentrating  
 when I want to. 

 I have a great deal of difficulty in   
 concentrating when I want to. 

 I cannot concentrate at all. 

 

Section 7 – Work 

 I can do as much work as I want to. 

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

 I can do most of my usual work, but no  
 more. 

 I cannot do my usual work. 

 I can hardly do any work at all. 

 I cannot do any work at all. 

 

 

 

Section 8 – Driving 

 I can drive my car without any neck pain. 

 I can drive my car as long as I want with  
 slight pain in my neck. 

 I can drive my car as long as I want with 
 moderate pain in my neck. 

 I cannot drive my car as long as I want  
 because of moderate pain in my neck. 

 I can hardly drive at all because of severe 
 pain in my neck. 

 I cannot drive my car at all. 

 

Section 9 – Sleeping 

 I have no trouble sleeping. 

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

 My sleep is mildly disturbed  
 (1-2 hrs sleepless). 

 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). 

 

Section 10 – Recreation 

 I am able to engage in all my recreation  
 activities with no neck pain at all. 

 I am able to engage in all my recreation  
 activities, with some pain in my neck. 

 I am able to engage in most, but not all of my 
 usual recreation activities because of pain in 
 my neck. 

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

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

 I cannot do any recreation activities at all. 
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Neck Disability Index 

 

Source: Vernon H, Mior S. The Neck Disability Index: a study of reliability and validity. J Manipulative Physiol 
Ther. 1991 Sep;14(7):409-15. 

 

Neck disorders are a significant source of pain and activity limitation in workers and those involved in motor 

vehicle collisions. The Neck Disability Index (NDI) 
[1]

 is designed to measure neck-specific disability. The 

questionnaire has 10 items concerning pain and activities of daily living including personal care, lifting, 

reading, headaches, concentration, work status, driving, sleeping and recreation. The measure is designed 

to be given to the patient to complete, and can provide useful information for management and prognosis of 

those with neck pain. 

Scoring and interpretation 
Each item is scored out of five (with the no disability response given a score of 0) giving a total score for the 

questionnaire out of 50. Higher scores represent greater disability. The result can be expressed as a 

percentage (score out of 100) by doubling the total score. 

The ‘Clinical guidelines for best practice management of acute and chronic whiplash-associated disorders’ 
[2]

 

indicate that about 40% of patients with whiplash recover in less than four weeks, and that by six weeks 

about 50% have recovered. The guidelines recommend the use of the NDI to screen for risk factors and 

evaluate treatment effectiveness. An NDI score of >40/100 at initial assessment (first consultation following 

an injury) is associated with ongoing pain and disability after whiplash. This can alert a practitioner to the 

potential need for more regular review, or early referral to a specialised health provider such as a 

physiotherapist, chiropractor or psychologist. The guidelines indicate that ‘recovery’ is represented by an NDI 

score of less than 8/100, at which time treatment should be ceased. 
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Neck Disability Index  

 

References 
1. Vernon H, Mior S. The Neck Disability Index: a study of reliability and validity. J Manipulative Physiol 

Ther 1991 Sep;14(7):409-15. 

2.  TRACsa Trauma Injury and Recovery. Clinical guidelines for best practice management of acute and 

chronic whiplash-associated disorders. Canberra: National Health and Medical Research Council; 2008. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Page 4  



RIGHT

LEFT

1 During the last 6 months …

how many times has your shoulder slipped out of joint (or dislocated)?
Not at all 1 or 2 times 1 or 2 times 1 or 2 times More often than

in 6 months in 6 months per month per week 1 or 2 times/week

2 During the last 3 months …

have you had any trouble (or worry) with putting on a T-shirt or pullover because 
of your shoulder?

No trouble/ Slight trouble Moderate trouble Extreme Impossible
no worries or worry or worry difficulty to do

3 During the last 3 months …

how would you describe the worst pain you have had from your shoulder?

None Mild ache Moderate Severe Unbearable 

4 During the last 3 months …

how much has the problem with your shoulder interfered with your usual work?
(including school or college work, or housework)

Not at all A little bit Moderately Greatly Totally 

5 During the last 3 months …

have you avoided any activities due to worry about your shoulder – feared that it
might slip out of joint?

No, Very Some days Most days or more Every day or
not at all occasionally than one activity many activities

6 During the last 3 months …

has the problem with your shoulder prevented you from doing things that are
important to you?

No, Very Some days Most days or more Every day or
not at all occasionally than one activity many activities

✓ tick one box for each question

OXFORD SHOULDER INSTABILITY SCORE

Problems with your shoulder



7 During the last 3 months …

how much has the problem with your shoulder interfered with your social life?
(including sexual activity – if applicable)

Not at all Occasionally Some days Most days Every day

8 During the last 4 weeks …

how much has the problem with your shoulder interfered with your sporting
activities or hobbies?

Not at all A little/ Some of Most of All of
occasionally the time the time the time

9 During the last 4 weeks …

how often has your shoulder been ‘on your mind’ – how often have you thought
about it?

Never, or only Occasionally Some days Most days Every day
if someone asks

10 During the last 4 weeks …

how much has the problem with your shoulder interfered with your ability – 
or willingness – to lift heavy objects?

Not at all Occasionally Some days Most days Every day

11 During the last 4 weeks …

how would you describe the pain you usually had from your shoulder?

None Very mild Mild Moderate Severe

12 During the last 4 weeks …

have you avoided lying in certain positions, in bed at night, because of your shoulder?
No Only 1 or 2 Some Most Every

nights nights nights nights night

Oxford Instability Shoulder Score

Sum  =  ________



PROBLEMS WITH YOUR SHOULDER

Tick () one box for every question.

1. During the past 4 weeks…

How would you describe the worst pain you had from your shoulder?

None Mild Moderate Severe Unbearable

    

2. During the past 4 weeks…

Have you had any trouble dressing yourself because of your shoulder?

No trouble
at all

A little bit of
trouble

Moderate
trouble

Extreme
difficulty

Impossible
to do

    

3. During the past 4 weeks…

Have you had any trouble getting in and out of a car or using public
transport because of your shoulder?

No trouble
at all

A little bit of
trouble

Moderate
trouble

Extreme
difficulty

Impossible
to do

    

4. During the past 4 weeks…

Have you been able to use a knife and fork - at the same time?

Yes,
easily

With little
difficulty

With
moderate
difficulty

With extreme
difficulty

No,
impossible

    

5. During the past 4 weeks…

Could you do the household shopping on your own?

Yes,
easily

With little
difficulty

With
moderate
difficulty

With extreme
difficulty

No,
impossible

    

6. During the past 4 weeks…

Could you carry a tray containing a plate of food across a room?

Yes,
easily

With little
difficulty

With
moderate
difficulty

With extreme
difficulty

No,
impossible

    

Oxford Shoulder Score



7. During the past 4 weeks…

Could you brush/comb your hair with the affected arm?

Yes,
easily

With little
difficulty

With
moderate
difficulty

With extreme
difficulty

No,
impossible

    

8. During the past 4 weeks…

How would you describe the pain you usually had from your shoulder?

None Very mild Mild Moderate Severe

    

9. During the past 4 weeks…

Could you hang your clothes up in a wardrobe, using the affected arm?

Yes,
easily

With little
difficulty

With
moderate
difficulty

With great
difficulty

No,
impossible

    

10. During the past 4 weeks…

Have you been able to wash and dry yourself under both arms?

Yes,
easily

With little
difficulty

With
moderate
difficulty

With extreme
difficulty

No,
impossible

    

11. During the past 4 weeks…

How much has pain from your shoulder interfered with your usual work
(including housework)?

Not at all A little bit Moderately Greatly Totally

    

12. During the past 4 weeks…

Have you been troubled by pain from your shoulder in bed at night?

No
nights

Only 1 or 2
nights

Some
nights

Most
nights

Every
night

    

Finally, please check back that you have answered each question.

Thank you very much.

Sum = Oxford Shoulder Score = ____





Simple Shoulder Test

Dominant Hand (fill in only one oval): Right  = Left  = Ambidextrous  =
Shoulder Evaluated (fill in only one oval): Right  = Left  =

Yes No

1. Is your shoulder comfortable with your arm at rest by your side? = =
2. Does your shoulder allow you to sleep comfortably? = =
3. Can you reach the small of your back to tuck in your shirt with your

hand? = =
4. Can you place your hand behind your head with the elbow straight out

to the side? = =
5. Can you place a coin on a shelf at the level of your shoulder without

bending your elbow? = =
6. Can you lift one pound (a full pint container) to the level of your

shoulder without bending your elbow? = =
7. Can you lift eight pounds (a full gallon container) to the level of your

shoulder without bending your elbow? = =
8. Can you carry twenty pounds at your side with the affected extremity? = =
9. Do you think you can toss a softball under-hand twenty yards with the

affected extremity? = =
10. Do you think you can toss a softball over-hand twenty yards with the

affected extremity? = =
11. Can you wash the back of your opposite shoulder with the affected

extremity? = =
12. Would your shoulder allow you to work full-time at your regular job? = =



 



The following questions refer to your RIGHT or LEFT hand symptoms in a
typical 24 hour period during the PAST WEEK. Circle your answers. 

 Carpal Tunnel Syndrome Questionnaire

QUESTION 1 No Pain Mild Pain Moderate Severe Pain Very Severe 
at Night Pain Pain

How severe is the hand or wrist 1 2 3 4 5
pain you have at NIGHT?

QUESTION 2 Never Once Two to Four to  More than 
three times five times five times

How often did hand or wrist pain at
1 2 3 4 5NIGHT wake you up during a typical 

night in the past week?

QUESTION 3 Never Once Three to More than Pain is  
or twice five times five times constant
a day a day a day

Do you typically have pain in your 1 2 3 4 5
hand or wrist during the DAYTIME?

QUESTION 4 Never Mild Pain Moderate Severe Pain Very Severe 
Pain Pain

How severe is the hand or wrist 1 2 3 4 5
pain you have at NIGHT?

QUESTION 5 I never get 10 minutes 10 to 60 Greater than Pain is constant
pain during or less minutes 60 minutes throughout 
the day the day

How long, on average, does an 1 2 3 4 5
episode of pain last during the daytime?

QUESTION 6 No Mild Moderate Severe Very Severe
Do you have numbness (loss of sensation) 1 2 3 4 5
in your hand?

QUESTION 7 No Mild Moderate Severe Very Severe
Do you have weakness in your 1 2 3 4 5
hand or wrist?

QUESTION 8 No Mild Moderate Severe Very Severe

Do you have tingling sensations 1 2 3 4 5
in your hand?

QUESTION 9 No Mild Moderate Severe Very Severe

How severe is numbness (loss of sensation) 1 2 3 4 5
or tingling at night?

QUESTION 10 Never Once Two to Four to  More than 
three times five times five times

How often did hand numbness or
1 2 3 4 5tingling wake you up during a typical

night during the PAST WEEK?

QUESTION 11 No  Mild Moderate Severe Very Severe 
Do you have difficulty with grasping and 1 2 3 4 5
using small objects such as keys or pens?

TO SCORE: add up the numbers you have circled, then divide the total by 11.  
This should result in a number between 1 and 5. That is your “symptom” score. 

http://dhhand.org
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   Carpal Tunnel Syndrome Diagrams

Using the symbols indicated, mark the areas on your hands where you feel
the described sensations.

Pain Tingling Numbness Decreased 
sensation

http://dhhand.org


The Keele STarT Back Screening Tool 

Patient name: _______________________________    Date: _____________ 

Thinking about the last 2 weeks tick your response to the following questions: 

No Yes 

0 1

1 Has your back pain spread down your leg(s) at some time in the last 2 weeks?   
2 Have you had pain in the shoulder or neck at some time in the last 2 weeks?   
3 Have you only walked short distances because of your back pain?     
4 In the last 2 weeks, have you dressed more slowly than usual because of back pain?   
5 Do you think it’s not really safe for a person with a condition like yours to be

physically active?   
6 Have worrying thoughts been going through your mind a lot of the time?   
7 Do you feel that your back pain is terrible and it’s never going to get any better?   
8 In general have you stopped enjoying all the things you usually enjoy?   

9. Overall, how bothersome has your back pain been in the last 2 weeks?

Not at all Slightly Moderately Very much Extremely 

     
0 0 0 1 1

Total score (all 9): __________________   Sub Score (Q5-9):______________ 



The STarT Tool Scoring System  

3 or less 4 or more 

Sub score Q5-9 

3 or less 4 or more 

Low risk Medium risk High risk 

Total score 



Name
Hip:  Left  Right 

Examination Date (MM/DD/YY):  /     /  
Date of Surgery    (MM/DD/YY):  /  /

Harris Hip Score 

Today's Date  (MM/DD/YY):  /  /  

Interval:  ______________  

Harris Hip Score 

Pain (check one) Stairs 

 None or ignores it  (44)  Normally without using a railing (4)

 Slight, occasional, no compromise in activities (40)  Normally using a railing (2)

 Mild pain, no effect on average activities, rarely moderate  In any manner (1) 

pain with unusual activity; may take aspirin (30)  Unable to do stairs (0) 

 Moderate Pain, tolerable but makes concession to pain. Put on Shoes and Socks 

Some limitation of ordinary activity or work. May require  With ease (4)

Occasional pain medication stronger than aspirin (20)  With difficulty (2)

 Marked pain, serious limitation of activities (10)  Unable (0) 

 Totally disabled, crippled, pain in bed, bedridden (0) Absence of Deformity (All yes = 4; Less than 4 =0) 

Limp 

 None (11)

 Slight (8)

 Moderate (5) 

Less than 30° fixed flexion contracture           Yes   No 

Less than 10° fixed abduction                         Yes   No 

Less than 10° fixed internal rotation in extension   Yes   

 No Limb length discrepancy less than 3.2 cm     Yes   

 No Severe (0) Range of Motion (*indicates normal)

Support Flexion (*140°)   ________ 

 None  (11) Abduction (*40°)     ________ 

 Cane for long walks (7) Adduction (*40°)     ________ 

 Cane most of time (5) External Rotation (*40°) ________ 

 One crutch (3) Internal Rotation  (*40°) ________ 

 Two canes (2)    Range of Motion Scale 

 Two crutches or not able to walk (0) 211° - 300° (5)    61° - 100 (2) 

Distance Walked 161° - 210° (4) 31° - 60° (1)

 Unlimited (11) 101° - 160° (3) 0° - 30° (0)

 Six blocks (8) Range of Motion Score ____________ 

 Two or three blocks (5) 

 Indoors only (2) Total Harris Hip Score ____________ 

 Bed and chair only (0) 

Sitting 

 Comfortably in ordinary chair for one hour (5)

 On a high chair for 30 minutes (3)

 Unable to sit comfortably in any chair (0) 

Enter public transportation 

 Yes (1)

 No (0)



KOOS, JR. KNEE SURVEY 

INSTRUCTIONS: This survey asks for your view about your knee. This 

information will help us keep track of how you feel about your knee and how well 
you are able to do your usual activities. 
Answer every question by ticking the appropriate box, only one box for each 
question. If you are unsure about how to answer a question, please give the best 
answer you can. 

 

Stiffness 
The following question concerns the amount of joint stiffness you have experienced during the 
last week in your knee. Stiffness is a sensation of restriction or slowness in the ease with 
which you move your knee joint. 

1. How severe is your knee stiffness after first wakening in the morning? 
 

None Mild Moderate Severe Extreme 
     

 

Pain 
What amount of knee pain have you experienced the last week during the 
following activities? 

2. Twisting/pivoting on your knee 
 

None Mild Moderate Severe Extreme 
     

3. Straightening knee fully 
None Mild Moderate Severe Extreme 
     

4. Going up or down stairs 
None Mild Moderate Severe Extreme 
     

5. Standing upright 
None Mild Moderate Severe Extreme 
     

 

Function, daily living 

The following questions concern your physical function. By this we mean 
your ability to move around and to look after yourself. For each of the 
following activities please indicate the degree of difficulty you have 
experienced in the last week due to your knee. 

 

6. Rising from sitting  
Extreme 
 

 

7. Bending to floor/pick up an object  
Extreme 


None Mild Moderate Severe 
    

 

None Mild Moderate Severe 
    

 



KOOS, JR SCORING INSTRUCTIONS 

The KOOS, JR was developed from the original long version of the Knee injury and Osteoarthritis Outcome 

Score (KOOS) survey using Rasch analysis. The KOOS, JR contains 7 items from the original KOOS survey. 

Items are coded from 0 to 4, none to extreme respectively. 
 

KOOS, JR is scored by summing the raw response (range 0-28) and then converting it to an interval score 

using the table provided below. The interval score ranges from 0 to 100 where 0 represents total knee disability 

and 100 represents perfect knee health. 

 

Table for converting raw summed scores to interval level scores from 0 (total knee disability) to 100 (perfect knee health) 

 

 

 
Raw summed score 

  (0-28)   
Interval score 

(0 to 100 scale)   

0 100.000 

1 91.975 

2 84.600 

3 79.914 

4 76.332 

5 73.342 

6 70.704 

7 68.284 

8 65.994 

9 63.776 

10 61.583 

11 59.381 

12 57.140 

13 54.840 

14 52.465 

15 50.012 

16 47.487 

17 44.905 

18 42.281 

19 39.625 

20 36.931 

21 34.174 

22 31.307 

23 28.251 

24 24.875 

25 20.941 

26 15.939 

27 8.291 

28 0.000 

 



Head Injury Symptom Scale 
Directions: 
Patient: After reading each symptom, please circle the number which best describes the way you have been feeling 
today. A rating of 0 means you have not experienced this symptom today. A rating of 6 means you have 
experienced severe problems with this symptom today. 
Then, answer the questions at the bottom of the form. 

Clinician:  Review, sign, and send to medical records for scanning. 

None Mild Moderate Severe 
Headache 0 1 2 3 4 5 6 
“Pressure in head” 0 1 2 3 4 5 6 
Neck Pain 0 1 2 3 4 5 6 
Nausea or Vomiting 0 1 2 3 4 5 6 
Dizziness 0 1 2 3 4 5 6 
Blurred vision 0 1 2 3 4 5 6 
Balance problems 0 1 2 3 4 5 6 
Sensitivity to light 0 1 2 3 4 5 6 
Sensitivity to noise 0 1 2 3 4 5 6 
Feeling slowed down 0 1 2 3 4 5 6 
Feeling like “in a fog” 0 1 2 3 4 5 6 
“Don’t feel right” 0 1 2 3 4 5 6 
Difficulty concentrating 0 1 2 3 4 5 6 
Difficulty remembering 0 1 2 3 4 5 6 
Fatigue or low energy 0 1 2 3 4 5 6 
Confusion 0 1 2 3 4 5 6 
Drowsiness 0 1 2 3 4 5 6 
Trouble Falling Asleep 
(if applicable) 0 1 2 3 4 5 6 

More emotional 0 1 2 3 4 5 6 
Irritability 0 1 2 3 4 5 6 
Sadness 0 1 2 3 4 5 6 
Nervous or Anxious 0 1 2 3 4 5 6 

Total number of symptoms: ______ of 22 Symptom severity score: ______ of 132 

Do your symptoms get worse with physical activity?  Circle    Yes  /  No  ?  
Do your symptoms get worse with mental activity?    Circle    Yes  /  No  ?  
If 100% is feeling perfectly normal, what percent of normal do you feel? ______ 
If not 100%, why? 
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 

Clinician Signature _________________________________Date  ___________



INSTRUCTIONS: Please CIRCLE the correct response:
1. I have headache: (1) 1 per month (2) more than 1 but less than 4 per month (3) more than one per week
2. My headache is: (1) mild (2) moderate (3) severe

Please read carefully: The purpose of the scale is to identify difficulties that you may be experiencing because of your
headache. Please check off “YES”, “SOMETIMES”, or “NO” to each item. Answer each question as it pertains to your
headache only.

Headache Disability Index

Date ___________________________

Patient Name: ___________________________________________________________________

YES SOMETIMES NO
Because of my headaches I feel disabled.

Because of my headaches I feel restricted in performing my routine daily activities.

No one understands the effect my headaches have on my life.

I restrict my recreational activities (eg, sports, hobbies) because of my headaches.

My headaches make me angry.

Sometimes I feel that I am going to lose control because of my headaches.

Because of my headaches I am less likely to socialize.

My spouse (significant other), or family and friends have no idea what I am going through

because of my headaches.

My headaches are so bad that I feel that I am going to go insane.

My outlook on the world is affected by my headaches.

I am afraid to go outside when I feel that a headaches is starting.

I feel desperate because of my headaches.

I am concerned that I am paying penalties at work or at home because of my headaches.

My headaches place stress on my relationships with family or friends.

I avoid being around people when I have a headache.

I believe my headaches are making it difficult for me to achieve my goals in life.

I am unable to think clearly because of my headaches.

I get tense (eg, muscle tension) because of my headaches.

I do not enjoy social gatherings because of my headaches.

I feel irritable because of my headaches.

I avoid traveling because of my headaches.

My headaches make me feel confused.

My headaches make me feel frustrated.

I find it difficult to read because of my headaches.

I find it difficult to focus my attention away from my headaches and on other things.

Patient’s Signature: ____________________________________________________ Date: _________________________

Instructions:  1. Using this system, if "YES" is checked on any given line, that answer is given 4 points... a "SOMETIMES" answer is given 2 points
and a "NO" answer is given zero.  2. Using this system, a score of 10-28% is considered to constitute mild disability; 30-48% is moderate; 50-68% is
severe; 72% or more is complete.











 

MNSI, © University of Michigan, 2000 

 

 
Patient Version 

 
 

MICHIGAN NEUROPATHY SCREENING INSTRUMENT 
 

 
A. History (To be completed by the person with diabetes) 
 
 Please take a few minutes to answer the following questions about the feeling in your legs 

and feet.  Check yes or no based on how you usually feel.  Thank you. 
 

 1. Are you legs and/or feet numb?   Yes   No 

 2. Do you ever have any burning pain in your legs and/or feet?   Yes   No 

 3. Are your feet too sensitive to touch?   Yes   No 

 4. Do you get muscle cramps in your legs and/or feet?   Yes   No

 5. Do you ever have any prickling feelings in your legs or feet?   Yes   No 

 6. Does it hurt when the bed covers touch your skin?   Yes   No 

 7. When you get into the tub or shower, are you able to tell the  

  hot water from the cold water?   Yes   No 

 8. Have you ever had an open sore on your foot?   Yes   No 

 9. Has your doctor ever told you that you have diabetic neuropathy?   Yes   No 

 10. Do you feel weak all over most of the time?   Yes   No 

 11. Are your symptoms worse at night?   Yes   No 

 12. Do your legs hurt when you walk?   Yes   No 

 13. Are you able to sense your feet when you walk?   Yes   No 

 14. Is the skin on your feet so dry that it cracks open?   Yes   No 

 15. Have you ever had an amputation?   Yes   No 

 

 Total:    

       
 
 
 
 





 

 

 
How to Use the Michigan Neuropathy Screening Instrument 

 
 
History 
 
The history questionnaire is self-administered by the patient.  Responses are added to 
obtain the total score.  Responses of “yes” to items 1-3, 5-6, 8-9, 11-12, 14-15 are each 
counted as one point.  A “no” response on items 7 and 13 counts as 1 point.  Item #4 is a 
measure of impaired circulation and item #10 is a measure of general aesthenia and are 
not included in scoring.  To decrease the potential for bias, all scoring information has 
been eliminated from the patient version.  
 
Physical Assessment 
 
For all assessments, the foot should be warm (>30°C). 
 
Foot Inspection:  The feet are inspected for evidence of excessively dry skin, callous 
formation, fissures, frank ulceration or deformities.  Deformities include flat feet, 
hammer toes, overlapping toes, halux valgus, joint subluxation, prominent metatarsal 
heads, medial convexity (Charcot foot) and amputation.  
 
Vibration Sensation:  Vibration sensation should be performed with the great toe 
unsupported.  Vibration sensation will be tested bilaterally using a 128 Hz tuning fork 
placed over the dorsum of the great toe on the boney prominence of the DIP joint.  
Patients, whose eyes are closed, will be asked to indicate when they can no longer sense 
the vibration from the vibrating tuning fork.   
 
In general, the examiner should be able to feel vibration from the hand-held tuning fork 
for 5 seconds longer on his distal forefinger than a normal subject can at the great toe 
(e.g. examiner’s DIP joint of the first finger versus patient’s toe).  If the examiner feels 
vibration for 10 or more seconds on his or her finger, then vibration is considered 
decreased.  A trial should be given when the tuning fork is not vibrating to be certain that 
the patient is responding to vibration and not pressure or some other clue.  Vibration is 
scored as 1) present if the examiner senses the vibration on his or her finger for < 10 
seconds, 2) reduced if sensed for ≥ 10 or 3) absent (no vibration detection.) 
 
Muscle Stretch Reflexes: The ankle reflexes will be examined using an appropriate reflex 
hammer (e.g. Trommer or Queen square).  The ankle reflexes should be elicited in the 
sitting position with the foot dependent and the patient relaxed.  For the reflex, the foot 
should be passively positioned and the foot dorsiflexed slightly to obtain optimal stretch 
of the muscle.  The Achilles tendon should be percussed directly.  If the reflex is 
obtained, it is graded as present.  If the reflex is absent, the patient is asked to perform the 
Jendrassic maneuver (i.e., hooking the fingers together and pulling).  Reflexes elicited 
with the Jendrassic maneuver alone are designated “present with reinforcement.”  If the 



 

 

reflex is absent, even in the face of the Jendrassic maneuver, the reflex is considered 
absent.   
 
Monofilament Testing:  For this examination, it is important that the patient’s foot be 
supported (i.e., allow the sole of the foot to rest on a flat, warm surface).  The filament 
should initially be prestressed (4-6 perpendicular applications to the dorsum of the 
examiner’s first finger).  The filament is then applied to the dorsum of the great toe 
midway between the nail fold and the DIP joint.  Do not hold the toe directly.  The 
filament is applied perpendicularly and briefly, (<1 second) with an even pressure.  When 
the filament bends, the force of 10 grams has been applied.  The patient, whose eyes are 
closed, is asked to respond yes if he/she feels the filament.   Eight correct responses out 
of 10 applications is considered normal: one to seven correct responses indicates reduced 
sensation and no correct answers translates into absent sensation.  
 
  





Folstein Mini Mental State Evaluation 
J Psychiatr Res 1975; 12: 189-196 



VAMC 
SLUMS Examination 
Questions about this assessment too l? E-mail a2ing@s lu .edu . 

Namv-~~~~~~~~~~~~~~~~~ Age ~~~~~~~~~~~~~~~~~~~~~~ 

Is patient alert? Level of education 

/1 0 1. What day of the week is it? 
/1 0 2. What is the year? 

/1 0 3. What state are we in? 
4. Please remember these five objects. I will ask you what they are later. 

Apple Pen Tie House Car 

S. You have $100 and you go to the store and buy a dozen apples for $3 and a tricycle for $20. 
0 How much did you spend? 

13 f} How much do you have left? 

13 
15 

12 

/4 
/2 

/8 

6. Please name as many animals as you can in one minute. 
(i) 0-4 animals 0 5-9 animals f} 10-14 animals e 15+ animals 

7. What were the five objects I asked you to remember? 1 point for each one corTect. 

8. I am going to give you a series of numbers and I would like you to give them to me backwards. 
For example, if I say 42, you would say 24. 
(i) 87 0 649 0 8537 

9. This is a clock face. Please put in the hour markers and the time at 
ten minutes to eleven o'clock. 

8 Hour markers okay 

8 Time correct D /\ D 
0 10. Please place an X in the triangle. LJ 
0 Which of the above figures is largest? 

11. I am going to tell you a story. Please listen carefuUy because aftenvards, I'm going to ask you 
some questions about it. 
Jill was a very successful stockbroker. She made a lot of money on the stock market. She then met 
Jack, a devastatingly handsome man. She married him and had three children. They lived in Chicago. 
She then stopped work and stayed at home to bring up her children. When they were teenagers, she 
went back to work. She and Jack lived happily ever after. 

f} What was the female's name? f} What work did she do? 
8 \Vhen did she go back to work? 8 What state did she live in? 

TOTAL SCORE 

Department of 
Veterans Affairs SAINT LOUIS 

UNIVERSITY 

SCORING 
• ~ssf\Sv 

HIGH SCHOOL EDUCATIO:"I 

27-30 Normal 
MNCD* 

Dementia 

LESS THAN IIJGH SCHOOL EDUCATION 

25-30 
21-26 20-24 
1-20 1-19 

* Mild Neurocognitive Disorder 

SH Tariq, N Tumosa, IT Chibnall, HM Perry ill, and JE Morley. The Saint Louis University Mental Status 
(SLUMS) Examination for Detecting Mild Cognitive Impairment and Dementia is more sensitive than the Mini
Mental Status Examination (MMSE) - A pilot study. Am J Geriatr Psychiatry 14:900-91 0, 2006. 
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Symptom YES NO 

Anxiety 0 0 

Arthromyalgia 0 0 

Asthenia 0 0 

Attention deficit 0 0 

Cephalalgia {headache) 0 0 

Chest tightness 0 0 

Cough 0 0 

Cystitis 0 0 

Decision making deficit 0 0 

Depression 0 0 

Diarrhoea 0 0 

Dizziness 0 0 

Dyspepsia 0 0 

Dyspnoea 0 0 

Erythema 0 0 

Fibromyalgia symptoms 0 0 

Gastric pyrosis (heartburn) 0 0 

Castro-oesophageal reflux 0 0 

Hyperosmia 0 0 

Hyporexia (Decreased appetite) 0 0 

Light-headedness 0 0 

Meteorism (tympanites) 0 0 

Motor incoordination 0 0 

Nausea 0 0 

Palpitation 0 0 

Paraesthesia 0 0 

Pressure peaks 0 0 

Pruritus (i tch) 0 0 

Rash 0 0 

Recurrent fever 0 0 

Sense of confusion 0 0 

Sense of suffocation/choking 0 0 

Sleep disturbance 0 0 

Tachypnoea 0 0 

Trembling 0 0 

Vomiting 0 0 

Working memory deficit 0 0 

Idiopathic Environmental Intolerance Symptom Checklist



 



 

 

 

 

 

  



PHYSICAL SYMPTOMS   
(PHQ-15) 

During the past 4 weeks, how much have you been bothered by any of the following problems? 

Not 
bothered 

at all 
(0) 

Bothered  
a  

little 
(1) 

Bothered 
a 

lot  
(2) 

a. Stomach pain

b. Back pain

c. Pain in your arms, legs, or joints (knees, hips, etc.)

d. Menstrual cramps or other problems with your periods
WOMEN ONLY 

e. Headaches

f. Chest pain

g. Dizziness

h. Fainting spells

i. Feeling your heart pound or race

j. Shortness of breath

k. Pain or problems during sexual intercourse

l. Constipation, loose bowels, or diarrhea

m. Nausea, gas, or indigestion

n. Feeling tired or having low energy

o. Trouble sleeping

           (For office coding: Total Score T_____  =  _____   +   _____ ) 

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant 

from Pfizer Inc.  No permission required to reproduce, translate, display or distribute. 

Somatization



Patient Health Questionnaire 15-Item Somatic Symptom Severity Scale (PHQ-15) 

The PHQ-15 is a somatic symptom subscale derived from the full Patient Health Questionnaire 

(PHQ) which is a self-administered version of the PRIME-MD diagnostic instrument for 

common mental disorders. The PHQ-15 comprises 15 somatic symptoms from the PHQ, each 

symptom scored from 0 (“not bothered at all”) to 2 (“bothered a lot”). Patients are asked to rate 

the severity of each symptom as: 

 0 (“not bothered at all”), 

 1 (“bothered a little”), or 

 2 (“bothered a lot”). 

The PHQ-15 is intended to function as a continuous measure of somatic symptom severity. The 

PHQ-15 score is divided into several categories to illustrate more clearly the relationship 

between graded increases in somatic symptom severity and various health outcomes. 
 

Levels of Somatic Symptom Severity PHQ-15 Score 

Minimal 0-4 

Low 5-9 

Medium 10-14 

High 15-30 

 
 



Sleep Apnea Questionnaire 

 

 

Name: ________________________________________     ❑ Male    ❑  Female 

  

Age:  ______        Height   ______ Weight    ______ 
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Please answer the questions below, rating yourself on each of the criteria shown using the scale 
on the right side of the page. As you answer each question, circle the correct number that best
describes how you have felt and conducted yourself over the past 6 months. Please give this
completed checklist to your healthcare professional to discuss during today’s appointment.

AT 26390 PRINTED IN USA. 3000033936 0303150   ASRS SYMPTOM CHECKLIST COPYRIGHT © 2003 World Health Organization. Reprinted with permission of WHO. All rights reserved.

ADHD Adult Self-Report Scale Symptom Checklist 

Patient Name Today’s Date

1. How often do you make careless mistakes when you have to work on a boring or
difficult project?

2. How often do you have difficulty keeping your attention when you are doing boring
or repetitive work?

3. How often do you have difficulty concentrating on what people say to you,
even when they are speaking to you directly?

4. How often do you have trouble wrapping up the final details of a project,
once the challenging parts have been done?

5. How often do you have difficulty getting things in order when you have to do
a task that requires organization?

6. When you have a task that requires a lot of thought, how often do you avoid
or delay getting started?

7. How often do you misplace or have difficulty finding things at home or at work?

8. How often are you distracted by activity or noise around you?

9. How often do you have problems remembering appointments or obligations?

10. How often do you fidget or squirm with your hands or feet when you have
to sit down for a long time?

11. How often do you leave your seat in meetings or other situations in which
you are expected to remain seated?

12. How often do you feel restless or fidgety?

13. How often do you have difficulty unwinding and relaxing when you have time
to yourself?

14. How often do you feel overly active and compelled to do things, like you
were driven by a motor?

15. How often do you find yourself talking too much when you are in social situations?

16. When you’re in a conversation, how often do you find yourself finishing
the sentences of the people you are talking to, before they can finish
them themselves?

17. How often do you have difficulty waiting your turn in situations when
turn taking is required?

18. How often do you interrupt others when they are busy?

0   1      2      3      4

0   1      2      3      4

0   1      2      3      4

0   1      2      3      4

0   1      2      3      4

0   1      2      3      4

0   1      2      3      4

0   1      2      3      4

0   1      2      3      4

0   1      2      3      4

0   1      2      3      4

0   1      2      3      4

0   1      2      3      4

0   1      2      3      4

0   1      2      3      4

0   1      2      3      4

0   1      2      3      4

0   1      2      3      4

Part A – Total

Part B – Total



The questions on the tear pad below are designed to stimulate dialogue between you and your patients and to
help confirm if they may be suffering from the symptoms of attention-deficit/hyperactivity disorder (ADHD).
Physicians should consider using Symptom Checklist for patients whom they have reason to believe might have
ADHD. This could be based on results of a screening instrument or if the patient presents with symptoms that
may be consistent with ADHD.

1. Provide the symptom checklist to patient.
Tear one sheet from the pad, and ask the patient to complete it prior to the exam.

2. Assess the patient’s symptoms, impairments, and history.

Assess symptoms

• Add the patient’s score for Part A (Inattentive)

• Add the patient’s score for Part B (Hyperactive/Impulsive)

• If the score is in the likely or highly likely category for either Part A or Part B, the patient
has symptoms consistent with ADHD and a more thorough clinical evaluation to understand
impairments and history is warranted.

• If the score is in the unlikely category for either Part A or Part B, but you still suspect ADHD,
consider evaluating them for impairments based on the symptoms present. Sometimes adults with
ADHD suffer significant impairment due to only a few symptoms.

• An adult with ADHD may have symptoms that manifest quite differently when compared with a
child. The ASRS checklist reflects the adult manifestation of ADHD symptoms.

Assess impairments

Review the checklist with your patients and evaluate any impairments in the work/school, social, and 
family settings.

Symptom frequency is often associated with symptom severity, and, therefore, the ASRS checklist may 
also aid in the assessment of impairments. If your patients have frequent symptoms, you may want to ask
them to describe how this problem has affected the ability to work, take care of things at home, or get 
along with other people such as their spouse/significant other. This discussion will provide details about 
the extent of the impairments.

Assess history

Consider assessing the presence of these symptoms or similar symptoms in childhood. Adults who have
ADHD need not have been formally diagnosed in childhood. In evaluating a patient’s history, look for
evidence of early-appearing and long-standing problems with attention or self-control. Some significant 
symptoms should have been present in childhood, but full symptomology is not necessary.

Request to see school report cards. But remember, many adults attended school at a time when ADHD
and its symptoms were not commonly identified. Consider more than grades alone; often, written comments 
on the report card are of the most value. If report cards are not available, you might ask questions such as,
“If I were a teacher, how would I describe you in class?” and “If I looked at your grade school report card,
what would I read?” 

3. Keep the symptom checklist in the patient’s file for future reference.

Adult ADHD Self-Report Scale (ASRS)
Symptom Checklist Instructions

Score*

0-16

17-23

24 or greater

Evaluation

Unlikely to have ADHD

Likely to have ADHD

Highly likely to have ADHD

*either Part A or Part B



 

 



 

 



Generalized Anxiety Disorder 7- Item (GAD-7) scale 

 

Over the last 2 weeks, how often have you been 

bothered by the following problems?  

Not at 

all sure  

Several 

days  

Over half 

the days  

Nearly 

every day  

1.  Feeling nervous, anxious, or on edge  0  1  2  3  

2.  Not being able to stop or control worrying  0  1  2  3  

3.  Worrying too much about different things  0  1  2  3  

4.  Trouble relaxing  0  1  2  3  

5.  Being so restless that it's hard to sit still  0  1  2  3  

6.  Becoming easily annoyed or irritable  0  1  2  3  

7.  Feeling afraid as if something awful might 

happen  
0  1  2  3  

Add the score for each column  + + +   

Total Score (add your column scores) =         

 

If you checked off any problems, how difficult have these made it for you to do your work, take 

care of things at home, or get along with other people? 

 

Not difficult at all __________ 

Somewhat difficult _________ 

Very difficult _____________ 

Extremely difficult _________ 

 

 
Source: Spitzer RL, Kroenke K, Williams JBW, Lowe B. A brief measure for assessing generalized anxiety 

disorder. Arch Inern Med. 2006;166:1092-1097. 

 

 



GENERAL ANXIETY DISORDER 7 ITEM SCALE (GAD-7) 

G A D - 7  S C O R I N G  a n d  C L A S S I F I C A T I O N

T h e  G A D - 7  i s  s c o r e d  b y  a d d i n g  t h e  s c o r e s  f o r  a l l  7  i t e m s ,  g i v i n g  a  t o t a l  s c o r e

f r o m  0  t o  2 1 .  

T h e  t o t a l  G A D - 7  s c o r e  i s  c l a s s i f i e d  a s  f o l l o w s :

0  t o  4  M i n i m a l  a n x i e t y  s y m p t o m s  

5  t o  1 0  M i l d  a n x i e t y  s y m p t o m s  

1 0  t o  1 4  M o d e r a t e  a n x i e t y  s y m p t o m s

1 5  t o  2 1  S e v e r e  a n x i e t y  s y m p t o m s  

R E F E R E N C E

S p i t z e r  R L ,  K r o e n k e  K ,  W i l l i a m s  J B W ,  L o w e  B .  A  b r i e f  m e a s u r e  f o r  a s s e s s i n g

g e n e r a l i z e d  a n x i e t y  d i s o r d e r .  A r c h  I n t e r n a l  M e d i c i n e  2 0 0 6  1 6 6 : 1 0 9 2 - 1 0 9 7 .  

A d d i t i o n a l  r e s o u r c e s  a n d  i n f o r m a t i o n  r e g a r d i n g  t h e  G A D - 7  i s  a l s o  a v a i l a b l e  a t

t h e  h t t p s : / / w w w . p h q s c r e e n e r s . c o m  w e b s i t e .  



 

 

 





P A T I E N T  H E A L T H  Q U E S T I O N N A I R E - 9   
( P H Q - 9 )  

Over the last 2 weeks, how often have you been bothered 
by any of the following problems? 
(Use “✔” to indicate your answer) Not at all 

Several 
days 

More 
than half 
the days 

Nearly 
every 
day 

1. Little interest or pleasure in doing things 0 1 2 3 

2. Feeling down, depressed, or hopeless 0 1 2 3 

3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3 

4. Feeling tired or having little energy 0 1 2 3 

5. Poor appetite or overeating 0 1 2 3 

6. Feeling bad about yourself — or that you are a failure or 
have let yourself or your family down 

0 1 2 3 

7. Trouble concentrating on things, such as reading the 
newspaper or watching television 

0 1 2 3 

8. Moving or speaking so slowly that other people could have 
noticed?  Or the opposite — being so fidgety or restless 
that you have been moving around a lot more than usual 

0 1 2 3 

9. Thoughts that you would be better off dead or of hurting 
yourself in some way 

0 1 2 3 

                                                                                                              FOR OFFICE CODING     0      + ______  +  ______  +  ______ 
=Total Score:  ______ 

 
     

If you checked off any problems, how difficult have these problems made it for you to do your 
work, take care of things at home, or get along with other people? 

Not difficult  
at all 

 

Somewhat  
difficult 

 

Very  
difficult 

 

Extremely  
difficult 

 
 

 
 
 

 
 
 
 
 

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from 
Pfizer Inc.  No permission required to reproduce, translate, display or distribute. 

 
     



Zung Self-Rating Depression Scale 

 

 



Consult this key for the value (1-4) that correlates with patients’ responses to each statement.
Add up the numbers for a total score. Most people with depression score between 50 and 69. The
highest possible score is 801.

A little of Some of Good part Most of 
Make check mark (✓) in appropriate column. the time the time of the time the time

1. I feel down-hearted and blue 1 2 3 4

2. Morning is when I feel the best 4 3 2 1

3. I have crying spells or feel like it 1 2 3 4

4. I have trouble sleeping at night 1 2 3 4

5. I eat as much as I used to 4 3 2 1

6. I still enjoy sex 4 3 2 1

7. I notice that I am losing weight 1 2 3 4

8. I have trouble with constipation 1 2 3 4

9. My heart beats faster than usual 1 2 3 4

10. I get tired for no reason 1 2 3 4

11. My mind is as clear as it used to be 4 3 2 1

12. I find it easy to do the things I used to 4 3 2 1

13. I am restless and can’t keep still 1 2 3 4

14. I feel hopeful about the future 4 3 2 1

15. I am more irritable than usual 1 2 3 4

16. I find it easy to make decisions 4 3 2 1

17. I feel that I am useful and needed 4 3 2 1

18. My life is pretty full 4 3 2 1

19. I feel that others would be better off 1 2 3 4
if I were dead

20. I still enjoy the things I used to do 4 3 2 1

Adapted from Zung.2

References: 1. Carroll BJ, Fielding JM, Blashki TG. Depression rating scales: a critical review. Arch Gen Psychiatry. 1973; 28:361-366.

2. Zung WWK. A self-rating depression scale. Arch Gen Psychiatry. 1965;12:63-70.
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KEY TO SCORING THE ZUNG SELF-RATING DEPRESSION SCALE



HAMILTON DEPRESSION RATING SCALE (HAM-D)
(To be administered by a health care professional)

Patient Name  ________________________________________________ Today’s Date __________________

The HAM-D is designed to rate the severity of depression in patients. Although it contains 21 areas, calculate the patient’s
score on the first 17 answers.

1. DEPRESSED MOOD
(Gloomy attitude, pessimism about the future,
feeling of sadness, tendency to weep)
0 = Absent
1 = Sadness, etc.
2 = Occasional weeping
3 = Frequent weeping
4 = Extreme symptoms

2. FEELINGS OF GUILT
0 = Absent
1 = Self-reproach, feels he/she has let people

down
2 = Ideas of guilt 
3 = Present illness is a punishment; delusions 

of guilt
4 = Hallucinations of guilt 

3. SUICIDE
0 = Absent
1 = Feels life is not worth living
2 = Wishes he/she were dead 
3 = Suicidal ideas or gestures
4 = Attempts at suicide 

4. INSOMNIA - Initial
(Difficulty in falling asleep)
0 = Absent
1 = Occasional
2 = Frequent

5. INSOMNIA - Middle
(Complains of being restless and disturbed 
during the night. Waking during the night.)
0 = Absent
1 = Occasional
2 = Frequent

6. INSOMNIA - Delayed
(Waking in early hours of the morning and 
unable to fall asleep again)
0 = Absent
1 = Occasional
2 = Frequent

7. WORK AND INTERESTS
0 = No difficulty
1 = Feelings of incapacity, listlessness, indeci-

sion and vacillation
2 = Loss of interest in hobbies, decreased social

activities
3 = Productivity decreased
4 = Unable to work. Stopped working because

of present illness only. (Absence from work
after treatment or recovery may rate a lower
score).

8. RETARDATION
(Slowness of thought, speech, and activity; 
apathy; stupor.)
0 = Absent
1 = Slight retardation at interview
2 = Obvious retardation at interview
3 = Interview difficult
4 = Complete stupor

9. AGITATION
(Restlessness associated with anxiety.)
0 = Absent
1 = Occasional
2 = Frequent

10. ANXIETY - PSYCHIC
0 = No difficulty
1 = Tension and irritability
2 = Worrying about minor matters
3 = Apprehensive attitude
4 = Fears 

■■

■■

■■

■■

■■

■■

■■

■■

■■

■■



HAMILTON DEPRESSION RATING SCALE (HAM-D)
(To be administered by a health care professional)

11. ANXIETY - SOMATIC
Gastrointestinal, indigestion
Cardiovascular, palpitation, Headaches
Respiratory, Genito-urinary, etc.
0 = Absent
1 = Mild
2 = Moderate
3 = Severe
4 = Incapacitating

12. SOMATIC SYMPTOMS - 
GASTROINTESTINAL
(Loss of appetite , heavy feeling in abdomen;
constipation)
0 = Absent
1 = Mild
2 = Severe

13. SOMATIC SYMPTOMS - GENERAL
(Heaviness in limbs, back or head; diffuse
backache; loss of energy and fatiguability)
0 = Absent
1 = Mild
2 = Severe

14. GENITAL SYMPTOMS
(Loss of libido, menstrual disturbances)
0 = Absent
1 = Mild
2 = Severe

15. HYPOCHONDRIASIS
0 = Not present
1 = Self-absorption (bodily)
2 = Preoccupation with health
3 = Querulous attitude
4 = Hypochondriacal delusions

16. WEIGHT LOSS
0 = No weight loss
1 = Slight
2 = Obvious or severe

17. INSIGHT
(Insight must be interpreted in terms of pa-
tient’s understanding and background.)
0 = No loss
1 = Partial or doubtfull loss
2 = Loss of insight

TOTAL ITEMS 1 TO 17: _______________
0 - 7 = Normal
8 - 13 = Mild Depression
14-18 = Moderate Depression
19 - 22 = Severe Depression
> 23 = Very Severe Depression

18. DIURNAL VARIATION
(Symptoms worse in morning or evening.
Note which it is. ) 
0 = No variation
1 = Mild variation; AM (    )  PM (    )
2 = Severe variation; AM (    )  PM (    )

19. DEPERSONALIZATION AND 
DEREALIZATION
(feelings of unreality, nihilistic ideas)
0 = Absent
1 = Mild
2 = Moderate
3 = Severe
4 = Incapacitating

20. PARANOID SYMPTOMS
(Not with a depressive quality)
0 = None
1 = Suspicious
2 = Ideas of reference
3 = Delusions of reference and persecution
4 = Hallucinations, persecutory

21. OBSESSIONAL SYMPTOMS
(Obsessive thoughts and compulsions against
which the patient struggles)
0 = Absent
1 = Mild
2 = Severe

■■

■■

■■

■■

■■

■■

■■

■■

■■

* Adapted from Hamilton, M. Journal of Neurology, Neurosurgery, and Psychiatry. 23:56-62, 1960.

■■

■■













 

COLUMBIA-SUICIDE SEVERITY RATING SCALE  
Screen Version  

For inquiries and training information contact: Kelly Posner, Ph.D. 

New York State Psychiatric Institute, 1051 Riverside Drive, New York, New York, 10032; posnerk@nyspi.columbia.edu 

© 2008 The Research Foundation for Mental Hygiene, Inc. 

SUICIDE IDEATION DEFINITIONS AND PROMPTS 
Since Last 

Visit 

Ask questions that are bold and underlined  YES NO 

Ask Questions 1 and 2 

1) Wish to be Dead:  
Person endorses thoughts about a wish to be dead or not alive anymore, or wish to fall asleep 
and not wake up. 

Have you wished you were dead or wished you could go to sleep and not wake up? 

  

2) Suicidal Thoughts:  
General non-specific thoughts of wanting to end one’s life/die by suicide, “I’ve thought about 
killing myself” without general thoughts of ways to kill oneself/associated methods, intent, or 
plan.  

Have you actually had any thoughts of killing yourself?  

  

If YES to 2, ask questions 3, 4, 5, and 6.  If NO to 2, go directly to question 6 

3) Suicidal Thoughts with Method (without Specific Plan or Intent to Act):  
Person endorses thoughts of suicide and has thought of a least one method during the 
assessment period. This is different than a specific plan with time, place or method details 
worked out. “I thought about taking an overdose but I never made a specific plan as to when 
where or how I would actually do it….and I would never go through with it.”  

Have you been thinking about how you might kill yourself?  

  

4) Suicidal Intent (without Specific Plan):  
Active suicidal thoughts of killing oneself and patient reports having some intent to act on 
such thoughts, as opposed to “I have the thoughts but I definitely will not do anything about 
them.”  

Have you had these thoughts and had some intention of acting on them?  

  

5) Suicide Intent with Specific Plan:  
Thoughts of killing oneself with details of plan fully or partially worked out and person has 
some intent to carry it out.  

Have you started to work out or worked out the details of how to kill yourself and 
do you intend to carry out this plan?  

  

6) Suicide Behavior 
 

Have you done anything, started to do anything, or prepared to do anything to end 
your life? 
 

Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note, 
took out pills but didn’t swallow any, held a gun but changed your mind or it was grabbed 
from your hand, went to the roof but didn’t jump; or actually took pills, tried to shoot 
yourself, cut yourself, tried to hang yourself, etc. 

 

  

 





PAIN DISABILITY QUESTIONNAIRE

Patient Name ________________________________________________ Date ___________________________

Instructions:  These questions ask your views about how your pain now affects how you function in everyday
activities.  Please answer every question  and mark the ONE number on EACH scale that best describes how you feel.

1.  Does your pain interfere with your normal work inside and outside the home?
Work normally        Unable to work at all

0 -------- 1 -------- 2 -------- 3 -------- 4 -------- 5 -------- 6 -------- 7 -------- 8 -------- 9 -------- 10
2.  Does your pain interfere with personal care (such as washing, dressing, etc.)?
Take care of myself completely Need help with all my personal care

0 -------- 1 -------- 2 -------- 3 -------- 4 -------- 5 -------- 6 -------- 7 -------- 8 -------- 9 -------- 10
3.   Does your pain interfere with your traveling?
Travel anywhere I like Only travel to see doctors

0 -------- 1 -------- 2 -------- 3 -------- 4 -------- 5 -------- 6 -------- 7 -------- 8 -------- 9 -------- 10
4.   Does your pain affect your ability to sit or stand?
No problems     Can not sit/stand at all

0 -------- 1 -------- 2 -------- 3 -------- 4 -------- 5 -------- 6 -------- 7 -------- 8 -------- 9 -------- 10
5.   Does your pain affect your ability to lift overhead, grasp objects, or reach for things?
No problems              Can not do at all

0 -------- 1 -------- 2 -------- 3 -------- 4 -------- 5 -------- 6 -------- 7 -------- 8 -------- 9 -------- 10
6.   Does your pain affect your ability to lift objects off the floor, bend, stoop, or squat?
No problems                Can not do at all

0 -------- 1 -------- 2 -------- 3 -------- 4 -------- 5 -------- 6 -------- 7 -------- 8 -------- 9 -------- 10
7.   Does your pain affect your ability to walk or run?
No problems       Can not walk/run at all

0 -------- 1 -------- 2 -------- 3 -------- 4 -------- 5 -------- 6 -------- 7 -------- 8 -------- 9 -------- 10
8.  Has your income declined since your pain began?
No decline Lost all income

0 -------- 1 -------- 2 -------- 3 -------- 4 -------- 5 -------- 6 -------- 7 -------- 8 -------- 9 -------- 10
9.   Do you have to take pain medication every day to control your pain?
No medication needed On pain medication throughout the day

0 -------- 1 -------- 2 -------- 3 -------- 4 -------- 5 -------- 6 -------- 7 -------- 8 -------- 9 -------- 10
10. Does your pain force your to see doctors much more often than before your pain began?
Never see doctors See doctors weekly

0 -------- 1 -------- 2 -------- 3 -------- 4 -------- 5 -------- 6 -------- 7 -------- 8 -------- 9 -------- 10
11.  Does your pain interfere with your ability to see the people who are important to you as much as you would like?
No problem       Never see them

0 -------- 1 -------- 2 -------- 3 -------- 4 -------- 5 -------- 6 -------- 7 -------- 8 -------- 9 -------- 10
12.  Does your pain interfere with recreational activities and hobbies that are important to you?
No interference Total interference

0 -------- 1 -------- 2 -------- 3 -------- 4 -------- 5 -------- 6 -------- 7 -------- 8 -------- 9 -------- 10
13.  Do you need the help of your family and friends to complete everyday tasks (including both work outside the home

and housework) because of your pain?
Never need help           Need help all the time

0 -------- 1 -------- 2 -------- 3 -------- 4 -------- 5 -------- 6 -------- 7 -------- 8 -------- 9 -------- 10
14.  Do you now feel more depressed, tense, or anxious than before your pain began?
No depression/tension         Severe depression/tension

0 -------- 1 -------- 2 -------- 3 -------- 4 -------- 5 -------- 6 -------- 7 -------- 8 -------- 9 -------- 10
15. Are there emotional problems caused by your pain that interfere with your family, social and or work activities?
No problems     Severe problems

0 -------- 1 -------- 2 -------- 3 -------- 4 -------- 5 -------- 6 -------- 7 -------- 8 -------- 9 -------- 10

________________________________________
Examiner

OTHER COMMENTS:

________________________________________________________________________________________________
With Permission from: Anagnostis C et al: The Pain Disability Questionnaire: A New Psychometrically Sound
Measure for Chronic Musculoskeletal Disorders. Spine 2004; 29 (20): 2290-2302.
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Barthel Index of Activities of Daily Living 
 

 
Instructions: Choose the scoring point for the statement that most closely corresponds to the patient's current 
level of ability for each of the following 10 items. Record actual, not potential, functioning. Information can be 
obtained from the patient's self-report, from a separate party who is familiar with the patient's abilities (such as a 
relative), or from observation. Refer to the Guidelines section on the following page for detailed information on 
scoring and interpretation. 
 

The Barthel Index 
 
Bowels 
0 = incontinent (or needs to be given enemata) 
1 = occasional accident (once/week) 
2 = continent 

Patient's Score:    
 
Bladder 
0 = incontinent, or catheterized and unable to manage 
1 = occasional accident (max. once per 24 hours) 
2 = continent (for over 7 days) 

Patient's Score:    
 
Grooming 
0 = needs help with personal care 
1 = independent face/hair/teeth/shaving (implements 
provided) 

Patient's Score:    
 
Toilet use 
0 = dependent 
1 = needs some help, but can do something alone 
2 = independent (on and off, dressing, wiping) 

Patient's Score:    
 
Feeding 
0 = unable 
1 = needs help cutting, spreading butter, etc. 
2 = independent (food provided within reach) 

Patient's Score:    
 
 
 

Transfer 
0 = unable – no sitting balance 
1 = major help (one or two people, physical), can sit 
2 = minor help (verbal or physical) 
3 = independent 

Patient's Score:    
 
Mobility 
0 = immobile 
1 = wheelchair independent, including corners, etc. 
2 = walks with help of one person (verbal or physical) 
3 = independent (but may use any aid, e.g., stick) 

Patient's Score:    
 
Dressing 
0 = dependent 
1 = needs help, but can do about half unaided 
2 = independent (including buttons, zips, laces, etc.) 

Patient's Score:    
 
Stairs 
0 = unable 
1 = needs help (verbal, physical, carrying aid) 
2 = independent up and down 

Patient's Score:    
 
Bathing 
0 = dependent 
1 = independent (or in shower) 

Patient's Score:    
 
Total Score:    

(Collin et al., 1988) 

 
 
Scoring: 
Sum the patient's scores for each item. Total possible scores range from 0 – 20, with lower scores indicating 
increased disability. If used to measure improvement after rehabilitation, changes of more than two points in the 
total score reflect a probable genuine change, and change on one item from fully dependent to independent is also 
likely to be reliable. 
 
Sources: 
• Collin C, Wade DT, Davies S, Horne V. The Barthel ADL Index: a reliability study. Int Disabil Stud. 1988;10(2):61-63. 

• Mahoney FI, Barthel DW. Functional evaluation: the Barthel Index. Md State Med J. 1965;14:61-65. 

• Wade DT, Collin C. The Barthel ADL Index: a standard measure of physical disability? Int Disabil Stud. 1988;10(2):64-67. 
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Guidelines for the Barthel Index of Activities of Daily Living 

General 
• The Index should be used as a record of what a patient does, NOT as a record of what a patient could do.  

• The main aim is to establish degree of independence from any help, physical or verbal, however minor and for 
whatever reason. 

• The need for supervision renders the patient not independent. 

• A patient's performance should be established using the best available evidence. Asking the patient, 
friends/relatives, and nurses will be the usual source, but direct observation and common sense are also 
important. However, direct testing is not needed. 

• Usually the performance over the preceding 24 – 48 hours is important, but occasionally longer periods will be 
relevant. 

• Unconscious patients should score '0' throughout, even if not yet incontinent. 

• Middle categories imply that the patient supplies over 50% of the effort. 

• Use of aids to be independent is allowed. 

Bowels (preceding week) 

• If needs enema from nurse, then 'incontinent.' 

• 'Occasional' = once a week. 

Bladder (preceding week) 

• 'Occasional' = less than once a day. 

• A catheterized patient who can completely manage the catheter alone is registered as 'continent.' 

Grooming (preceding 24 – 48 hours) 

• Refers to personal hygiene: doing teeth, fitting false teeth, doing hair, shaving, washing face. Implements can 
be provided by helper. 

Toilet use 

• Should be able to reach toilet/commode, undress sufficiently, clean self, dress, and leave. 

• 'With help' = can wipe self and do some other of above. 

Feeding 

• Able to eat any normal food (not only soft food). Food cooked and served by others, but not cut up. 

• 'Help' = food cut up, patient feeds self. 

Transfer 
• From bed to chair and back. 

• 'Dependent' = NO sitting balance (unable to sit); two people to lift. 

• 'Major help' = one strong/skilled, or two normal people. Can sit up. 

• 'Minor help' = one person easily, OR needs any supervision for safety. 

Mobility 

• Refers to mobility about house or ward, indoors. May use aid. If in wheelchair, must negotiate corners/doors 
unaided. 

• 'Help' = by one untrained person, including supervision/moral support. 

Dressing 

• Should be able to select and put on all clothes, which may be adapted. 

• 'Half' = help with buttons, zips, etc. (check!), but can put on some garments alone. 

Stairs 

• Must carry any walking aid used to be independent. 

Bathing 

• Usually the most difficult activity. 

• Must get in and out unsupervised, and wash self. 

• Independent in shower = 'independent' if unsupervised/unaided. 
 
(Collin et al., 1988) 





Activities of Daily Living  

 

         

         

Name:        Date:       

         
Activity  No Some Cannot  

Activity  No Some Cannot 

 - Check off difficulty difficulty perform   - Check off difficulty difficulty perform 

         
Self-care, Personal 
Hygiene      

Sensory Function  
   

Urinating         
Hearing        

Defecating         
Seeing        

Brushing teeth         
Feeling / touching       

Combing hair         
Tasting        

Bathing         
Smelling        

Dressing             
Eating             
 

        

Communication  
    

Nonspecialized Hand 
Activities     

Writing         
Grasping        

Typing         
Lifting        

Seeing         
Discriminating by touch        

Hearing             
Speaking             
 

        

Physical Activity  
    

Sexual Function  
   

Standing         
Orgasm        

Sitting         
Ejaculation        

Reclining         
Lubrication        

Walking         
Erection        

Climbing stairs             
 

        

Sleep  
        

Restful pattern            
 

        
 

        

 

Adapted from to AMA Guides, 6th Edition 



Simple Mental Status



 

 

 

 

Impairment Level and CDR Clinical Dementia Score [ 0, 0.5, 1, 2, 3 ] 
 

 

 

 
 

 

 

 

 

 

 



 
 
 

 



Katz Index of Independence in Activities of Daily Living 
 

ACTIVITIES 
POINTS (1 OR 0) 

INDEPENDENCE: 
(1 POINT) 

NO supervision, direction or personal 

assistance 

DEPENDENCE: 
(0 POINTS) 

WITH supervision, direction, personal 

assistance or total care 

BATHING 
 

POINTS:                     

(1 POINT) Bathes self completely or 

needs help in bathing only a single part of 

the body such as the back, genital area or 

disabled extremity. 

(0 POINTS) Needs help with bathing more 

than one part of the body, getting in or out 

of the tub or shower. Requires total bathing. 

DRESSING 
 

POINTS:                     

(1 POINT) Gets clothes from closets and 

drawers and puts on clothes and outer 

garments complete with fasteners. May 

have help tying shoes. 

(0 POINTS) Needs help with dressing self 

or needs to be completely dressed. 

TOILETING 
 

POINTS:                     

(1 POINT) Goes to toilet, gets on and 

off, arranges clothes, cleans genital area 

without help. 

(0 POINTS) Needs help transferring to 

the toilet, cleaning self or uses bedpan or 

commode. 

TRANSFERRING 
 

POINTS:                     

(1 POINT) Moves in and out of bed or chair 

unassisted. Mechanical transferring aides 

are acceptable. 

(0 POINTS) Needs help in moving from 

bed to chair or requires a complete transfer. 

CONTINENCE 
 

POINTS:                     

(1 POINT) Exercises complete self control 

over urination and defecation. 
(0 POINTS) Is partially or totally 

incontinent of bowel or bladder. 

FEEDING 
 

POINTS:                     

(1 POINT) Gets food from plate into mouth 

without help. Preparation of food may be 

done by another person. 

(0 POINTS) Needs partial or total help with 

feeding or requires parenteral feeding. 

 



 

Expanded Disability Status Scale (EDSS) – MS 
 

 

Score Description 

0 Normal neurological exam, no disability in any FS 

1.0 No disability, minimal signs in one FS 

1.5 No disability, minimal signs in more than one FS 

2.0 Minimal disability in one FS 

2.5 Mild disability in one FS or minimal disability in two FS 

3.0 Moderate disability in one FS, or mild disability in three or four FS. No impairment to walking 

3.5 Moderate disability in one FS and more than minimal disability in several others. No 
impairment to walking 

4.0 Significant disability but self-sufficient and up and about some 12 hours a day. Able to walk 
without aid or rest for 500m 

4.5 Significant disability but up and about much of the day, able to work a full day, may otherwise 
have some limitation of full activity or require minimal assistance. Able to walk without aid or 
rest for 300m 

5.0 Disability severe enough to impair full daily activities and ability to work a full day without 
special provisions. Able to walk without aid or rest for 200m 

5.5 Disability severe enough to preclude full daily activities. Able to walk without aid or rest for 
100m 

6.0 Requires a walking aid – cane, crutch, etc. – to walk about 100m with or without resting 



 
[Document title] 

 

 

Score Description 

6.5 Requires two walking aids – pair of canes, crutches, etc. – to walk about 20m without resting 

7.0 Unable to walk beyond approximately 5m even with aid. Essentially restricted to wheelchair; 
though wheels self in standard wheelchair and transfers alone. Up and about in wheelchair 
some 12 hours a day 

7.5 Unable to take more than a few steps. Restricted to wheelchair and may need aid in transfering. 
Can wheel self but cannot carry on in standard wheelchair for a full day and may require a 
motorised wheelchair 

8.0 Essentially restricted to bed or chair or pushed in wheelchair. May be out of bed itself much of 
the day. Retains many self-care functions. Generally has effective use of arms 

8.5 Essentially restricted to bed much of day. Has some effective use of arms retains some self-care 
functions 

9.0 Confined to bed. Can still communicate and eat 

9.5 Confined to bed and totally dependent. Unable to communicate effectively or eat/swallow 

10.0 Death due to MS 

 



Rate of Perceived Exertion (RPE) and Borg Scale 

 

 

 

 



 

 

Six Minute Walk Test 

 

 

 





 

 Patient details…………………………………………………………………………. 

TASK  Date 

Lying to 
Sitting 

2   Independent 
1   Needs help of 1 person 
0   Needs help of 2+ people 

Sitting to 
Lying 

2   Independent 
1   Needs help of 1 person 
0   Needs help of 2+ people 

Sitting to 
Standing 

3   Independent in under 3 seconds 
2   Independent in over 3 seconds 
1   Needs help of 1 person  
0   Needs help of 2+ people 

Standing 3   Stands without support and able to reach 
2   Stands without support but needs support to 
reach 
1   Stands but needs support 
0   Stands only with physical support of another 
person 

Gait 3   Independent (+ / - stick) 
2   Independent with frame 
1   Mobile with walking aid but erratic / unsafe 
0   Needs physical help to walk or constant 
supervision 

Timed Walk 
(6 metres)

3   Under 15 seconds 
2   16 – 30 seconds 
1   Over 30 seconds 
0   Unable to cover 6 metres 

Recorded time in seconds. 

Functional 
Reach

4   Over 20 cm. 
2   10 - 20 cm. 
0   Under 10 cm. 

Actual reach 

SCORES 
/ 20 / 20 / 20 

Staff Initials 

Scores under 10 – generally these patients are dependent in mobility manoeuvres; require help with 
basic ADL, such as transfers, toileting and dressing. 

Scores between 10 – 13 – generally these patients are borderline in terms of safe mobility and 
independence in ADL i.e. they require some help with some mobility manoeuvres. 

Scores over 14 – Generally these patients are able to perform mobility manoeuvres alone and safely 

and are independent in basic ADL. 

ELDERLY MOBILITY SCALE SCORE 



 



Fall Risk – Hendrich II Scale 
 

 

 

 



 



 

Global Assessment of Functioning (GAF) Scale 

 AMA Guides, 6th Edition  

 



The Karnofsky Performance Scale Index allows patients to be classified as to their functional 

impairment. This can be used to compare effectiveness of different therapies and to assess the 

prognosis in individual patients. The lower the Karnofsky score, the worse the survival for most 

serious illnesses.  

KARNOFSKY PERFORMANCE STATUS SCALE DEFINITIONS RATING (%) 

CRITERIA 

  100  Normal no complaints; no evidence of disease.

90 Able to carry on normal activity; minor signs 
or symptoms of disease. 

Able to carry on normal activity and to work; no 
special care needed. 

80 Normal activity with effort; some signs or 
symptoms of disease.  

70 Cares for self; unable to carry on normal 
activity or to do active work. 

60 Requires occasional assistance, but is able to 
care for most of his personal needs. 

Unable to work; able to live at home and care for 
most personal needs; varying amount of assistance 
needed. 

50 Requires considerable assistance and frequent 
medical care.  

40 Disabled; requires special care and assistance. 

30 Severely disabled; hospital admission is 
indicated although death not imminent. 

20 Very sick; hospital admission necessary; active 
supportive treatment necessary. 

10 Moribund; fatal processes progressing rapidly. 

Unable to care for self; requires equivalent of 
institutional or hospital care; disease may be 
progressing rapidly. 

0 Dead 

References: 

Crooks, V, Waller S, et al. The use of the Karnofsky Performance Scale in determining outcomes 

and risk in geriatric outpatients. J Gerontol. 1991; 46: M139-M144. 

de Haan R, Aaronson A, et al. Measuring quality of life in stroke. Stroke. 1993; 24:320- 327. 

Hollen PJ, Gralla RJ, et al. Measurement of quality of life in patients with lung cancer in 

multicenter trials of new therapies. Cancer. 1994; 73: 2087-2098. 

O'Toole DM, Golden AM. Evaluating cancer patients for rehabilitation potential. West J Med. 

1991; 155:384-387. 

Oxford Textbook of Palliative Medicine, Oxford University Press. 1993;109. 

Schag CC, Heinrich RL, Ganz PA. Karnofsky performance status revisited: Reliability, validity, 

and guidelines. J Clin Oncology. 1984; 2:187-193. 



  

Sequential Organ Failure Assessment (SOFA) Score Scale 

Variable 0 1 2 3 4 Score (04) 

Pa02/Fi02 

mmHg 
> 400 < 400 < 300 < 200 < 100 

Platelets, x > 150 < 150 < 100 < 50 < 20 
10

3
/µL 

(x 10
6
/L) 

(> 150) (< 150) (< 100) (< 50) (< 20) 

Bilirubin, mg/dL < 1.2 1.2 - 1.9 2.0 - 5.9 6.0 - 11.9 > 12 

(µmol/L) (< 20) (20 - 32) (33 - 100) (101 - 203) (> 203) 

Hypotension None MABP 

< 70 

mmHg 

Dop < 5 

Dop 6 - 15 

or 

Epi < 0.1 

or 

Norepi < 0.1 

Dop > 15 

or 

Epi > 0.1 

or 

Norepi > 0.1 

Glasgow Coma 

Scale Score 
(see next page to 

calculate)

15 13 - 14 10 - 12 6 - 9 < 6 

Creatinine, < 1.2 1.2 .1.9 2.0 - 3.4 3.5 - 4.9 > 5 
mg/dL 

(µmol/L) 
(< 106) (106 - 168) (169 - 300) (301 - 433) (> 434) 

TOTAL (0 - 24): 

Dopamine [Dop], epinephrine [Epi], and norepinephrine [Norepi] doses in µg/kg/min (administered for at least one 

hour).  SI units in parentheses ( ) 

Explanation of variables: 

• Pa02/Fi02 indicates the level of oxygen in a patient's blood.

• Platelets are a critical component of blood clotting.

• Bilirubin is measured by a blood test and indicates liver function.

• Hypotension indicates low blood pressure; scores of 2, 3, and 4 indicate that blood pressure must be

maintained by the use of powerful medications that require ICU monitoring (including dopamine,

epinephrine, and norepinephrine).

• The Glasgow Coma Scale Score is a standardized measure that indicates neurologic function; low score

indicates poorer function. See the worksheet on next page to calculate the score.

• Creatinine is measured by a blood test and indicates kidney function.



SUPERVISORY CHECKLIST 

POTENTIAL SYMPTOMS OF ACUTE IMPAIRMENT 

The following is a checklist to help identify whether an employee may be acutely impaired. 
Potential causes of impairment may include substance abuse, mental illness, personal stress, etc. 
The checklist is a tool to aid supervisors in determining whether it is appropriate to refer the 
employee to the Employee Assistance Program (EAP) or Occupational Health for fmiher 
evaluation, or to justify a request for drng testing under the Reasonable Suspicion component of 
the Federal Drug-Free Workplace Program. 

Employee: ___________ _ __ _ Date: _______ _ 

Department: ____ ~--~~------ Time: ___ ____ _ 

Observed Behaviors (TODAY) 

Alertness, Appearance, Demeanor: 
_Teary 

_Drowsy 

_Agitated 

Confused 

_ Wide swings in emotions 

_ Combative without provocation 

_ Inappropriate euphoria (too happy) 

_ Improbable excuses for behavior 

_ Uncooperative _ Unusual flare-up or outbreak of anger 

_ Difficulty concentrating _ Over-reaction to real or imagined criticism 

_ Seems unable to respond rationally to simple questions 

Speech Pattern: 
_Slurring 

_ Incoherent speech 

_ Other (Describe below) 

Breath: 
_Garlicky 

Alcohol like 

Sweet 

_ Inability to form words 

_ Repeating nonsense words/phrases 

Eyes, Expression: 
"Blood shot" 

_ Glazed over, "Glassy eyed" 

_ Very large pupils 

_ Very small pupils 

Narrative detail associated with above observations: 
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Walking, Standing, Movement 
_ Holding onto objects for support 

_ Inability to walk normally 

_ Safely violation, accident 

_ Careless operation of equipment 
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General Observations 
_ Not in duty area _ Physical illness at work (detail below) 

_ Tardy; late return from lunch or breaks 

_ Sudden change in quality or output of work 

_ Clothing inappropriate for weather or surroundings 

Narrative detail of (today's) incident prompting the above observations, or 
with action taken as described below: (have confirmed if possible) 

Actions Taken/Disposition: 
Employee escorted for evaluation/referral: 
__ ER/Occupational Health Escorted by: ___ ______ _ 

EAP Date/time: _ _ _ _ 

Yes No Was Employee evaluated in ER or Occupational Health? 

Yes No Was Employee referred to EAP? 

Yes No Did employee leave the hospital? 

Yes No Was transportation arranged?---- - --- ---- - 

(Circle One) 

Supervisor Signature: - - - --- -------- Date: -----
Confirmation: Date: ____ _ 

(if appropriate -- Can be another management official, or a medical professional if employee was referred.) 



SUPERVISORY CHECKLIST 

POTENTIAL SYMPTOMS O F CHRONIC IMPAIRMENT 

The following is a checklist to help identify whether an employee may be chronically impaired. 
Potential causes of impairment may include substance abuse, mental illness, personal stress, etc. 
The checklist is a tool to aid supervisors in determining whether it is appropriate to refer the 
employee to the Employee Assistance Program (EAP) or Occupational Health for further 
evaluation, or to justify a request for drug testing under the Reasonable Suspicion component of 
the Federal Drug-Free Workplace Program. 

Employee: ______________ _ Date: _____ __ _ 

Department: ______________ _ Time: _______ _ 

Pattern of Observed Changes in: 

Attendance I Illness: 

_ Pattern of returning late from lunch or breaks, etc. 

_ Absent from duty area more frequently than is required by the job; for example, too-
frequent trips to rest room, water fountain, etc. (Explain below) 

_ Higher absenteeism than average employee for colds, flu, other malaise. 

_Tardiness / leaving early _ Improbable excuses for absences 

_ Prolonged, unpredicted absences _ Physical illness at work 

_ Takes mysterious medications 

Relationships I Attitude: 

_ Lies; makes excuses 

_ Borrows money from others 

_ I ncreasingly cynical or hostile 

_ Refuses to discuss problems 

_ Record of money or legal problems 

_ Episodes of lost temper 

_ Has attempted to hide drinking 

_ Unreasonable resentment; irritability 

_ Avoids supervisor or co-workers 

_ Wide swings in mood or morale 

_Overreacts to rea l or imagined criticism 

_ Domestic problems interfere with work 

_ Has expressed cold, callous, or aggressive feelings or opinions about others 

Narrative detail associated with above observations ____________ _ 
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Accident Rate I OWCP: 

Accidents at work 

_ Accidents off the job 

_ Frequent referrals to Employee Health 

Job Performance: 

_ Assignments take longer 

_ Increasing mistakes 

Misses deadlines 

Wastes materials 

_ Exaggerates accomplishments 

_Confused; Doesn't pay attention 

_Sporadic (high and low) productivity 

_ Difficulty recalling instructions, details, etc. 

_ Difficulty recalling own mistakes 

_ Improbable excuses for poor performance 

Resistant to instructions _ Hand tremor when concentrat ing 

_ Performance is far below acceptable level (Explain below) 

_ Frequently reports/ returns to duty in an obviously abnormal condition 

_ Complaints from co-workers or others (Explain below) 

Narrative detail associated with above observations, or with action described below: 

Actions Taken/Disposition: 
Employee escorted for evaluation/ referral: 

__ ER/Occupational Health Escorted by: ______ _ _ _ _ 

EAP Date/time: ___ _ 

Yes No Was Employee evaluated in ER or Occupational Health? 

Yes No Was Employee referred to EAP? 

Yes No Did employee leave the hospital? 

Yes No Was transportation arranged? ----- - -------

(Circle One) 

Supervisor Signature: -------- - ----- Date: - ----
Confirmation: Date: ___ _ _ 

(if appropriate -- Can be another management official, or a medical professional if employee was referred.) 
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