Steadman Hawkins Clinic - Denver
General

We appreciate you taking time to fill out the following
information. Your answers will help us provide you with
our best quality care. A computer reads the following
forms. Therefore, please follow the instructions carefully. If
you feel that you need to provide us with additional
information, please DO NOT write it on the forms. Instead,
feel free to discuss the information with the clinical staff
when you are called back to the examination room.

Some questions allow you to mark ALL appropriate
answers, and others ask for the ONE best answer. Please
pay careful attention to the instructions. We are glad you
have chosen us to take care of your orthopaedic needs.



. General Patient History © 2004, Sparrow Systems, Patent Pending .

5550 Medical Record Number Date of Visit
HREEEEEREN HEEEEEEN
Eirst Name Middle Last NameOsSr. Ou4. Ol OV ODDS OMD. OPHD
(T T I T T I T Iy LT T I T T T T TTI T
Date of Birth Social Security Number Gender

HEREENEEEER LL T y-trJ-L1 T T] O Female O Male

Please Mark ALL Providers in this practice You have seen in the past:
[0 Martin Boublik, M.D. [0 Thomas J. Noonan, M.D. [0 Theodore Schiegel, M.D. [ Douglas J. Wyland, M.D.
Please tell us who referred you to our office:

O Physician O Intemnet

O Self O Professional Sports Team
0 Patient [J High School

0O Friend O Employer

0O Emergency Room O Television

0O Insurance 0O Banner

O Yellow Pages O Other (specify)

Referring Person's Name

HNESSEEEEEEENEENENEEEEEEEEEEEE

Your Email Address

(LT T I T T I T T I T T I I T T T T T T I T I T T T I T T T T}

Physician Information: Please provide information regarding your primary care physician and the physician who referred you to our practice.

Primary Care/Family Physician po not write "Dr." - write only first and last name.

[T T T T T T T T T T T TTITTITTTTTT T TTT T T ]onNoprimary care physician

Practice Name:

(TT T T T T T T I I T T TI T I I IT T I I T ITIITII 7T

City: State: Zip:

CTTTTTIT T T T T T I T I TTIT]

Phone Number Fax Number

(T I-CT -1 111 (TTI-CTT-CT 111

Referring Physician po not write “Dr." - wrile only first and fast name.

[TT T T T TTTTTTTTTITTTTTTTTTITTTT T JoNerefering physician

Practice Name:

NSNS NENEEEEEEE

City: State: Zip:
HEEEENEEREEEEEEEN RN IEEEER

Phone Number Fax Number

[T T-CC -1 -1 -C 1
gSpom?caom)m——rl [T T T T T T T T T T T T T T T T T T 1111
O Friend DavimePhone#: | | [ |- [ | |- | | | |

WE WILL FILE YOUR INSURANCE. HOWEVER, WE ASK THATYQOU PAY CO-INSURANCE/CO-PAY AT THE TIME OF VISIT,

Birthdate of Insured Social Security Number_of Insured Relationship to Insured

HEEE AR EEEEEEn N EENEEEEEEEEn

Whaere is the insurance claim to be maited? O Home O Employer O Insurance Company

Height Waeight

. Please tell us your height and weight [ o [T ] Jiches [ | | ] pouncs -
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10080
What body part are we seeing you for toaday (example: right hip, left knee...
HEEEEEEEEEEEEEEEEEEEEEEEEEEEEE
Location of Your Worst Problem (if you are here for more than 1 problem, which ONE is the worst)
HENEEEEEEEEEEEEEEEEEEEEEEEEEEER
What are your main s toms? {check all that apply) Please fill in the circle below your worst symptom (only circle one).
0O Pain [ Stiffness [0 Wesakness [J Unstable or slipping sensation O Dislocation [ Popping [ Tearing [J Numbness/Tingling [ Swelling
o (o} (o] (o] o] o] (o] (o] (o)
Date problem began (approximate If unsure) If this a re-injury: Date of ORIGINAL inju: ‘
CT1/CT/ T T 1 LII/III/IIIII
month day year month day year

What do vou think caused your symptoms: [ Spontaneous O Overuse [ Specific Injury D Accident [0 Unknown [ Other (specify) _
If your problem is the result of an injury, where did it occur? {check one answer onl

O Home O Work O Sport Competition O Exercise O Weight lifting O Motor vehicle accident O Other (specify)

What type of movement were you doing at the time your problem started? (check all that apply)

O Liing [J Throwing [JReaching [JPuling [JFall [ Twisting [ Collisicn/Contact [ Other (specify)
ware you doing specifically when your prob| started (ex. run up a fli of stairs. moving a box, skiin

?
HEEEEEEEEEEENEEEEEEEEEEEEEEEEEEEEEEEEn
Check any of the following that happened at the time of your injury
O Feltpain [ Heard popping [ Had swelling (1 Dislocation [] Fracture [J Other (specify)

If you play an organized sport, what sport? What position do you play?

NSNS NN pEEEEEEEEEEEEEEEEn

Level JPro [JAmateur [JCollege [ Recreational [J High School [ JuniorHigh [ Little League [ other
Please check all other sports and activities in which you icipate:

a Skungbo 3 Swimming 0 Golf D Lacrosse
El Snowboarding 0O Football O Tennis O Volleyball
[J Baseball 3 Hocke r{y [ Wrestling
I'J Bx mg [ Basketball O Cheerfeading
O Running O Soccer O Gymnastics
Have you ever had any other significant injury to this same area in the past? /fyes, give detais:
ONo OYes If yes, did you recover fully? O Yes O No

Have you talked to a lawyer about taday's problem? O Yes O No Did your problem start atwork? O Yes O No

Are you receiving or have you applied for workers compensation concerning your problem? O Yes O No
CaseManager’sName:l i I | | | | | I I I | l | | | | |

Have you previously had today's problem evaluated by (Check all that apply): Date of ER Visit

O Primary care physician [0 Another orthopaedic surgeon [ Emergency room visit I | I/ l I l/ | | | | '

Hospital of ER Visit:
Treatment in ER [ X-Rays [Doralmedicine {Osplint Obrace Osling [Ocrutches ([ fractureset [ other__

Have you received previous treatment (other than Emergency Room) for your current problem? O Yes O No
Iifyes, please specify treatment type (check all that apply) and provide the # of the procedures or weeks of physical therapy

you have had for the specific problem you are seeing the doctlor for today # surgeries
0O pain medicine O better O no effect O worse 0O surgery O better O no effect O worse
O anti-inflammatory O better O no effect O worse 2weeksPT ) massage therapy O better O no effect O worse
O physical therapy O better O no effect O worse [D O cast O better O no effect O worse
O manipulation O better O no effect O worse # injections 0 immobilization/sling O better O no effect O worse
O injections O better O no effect O worse EI:, O rest O better O no effect © worse
O chiropractic O better O no effect O worse 0O ice application O better O no effect O worse
O acupuncture O better O no effect O woarse O other (specify) O better O no effect O worse
0O ultrasound O better O no effect O worse
Which Pain Medications have you taken for today’s problem? Please provide the dosage How often?
l l l | | I , | I l I I | | I | l l I | I I I 10onceadayOtwiosadayOevery4-6hoursOasneeded
l I | I l I I | l I l | | | I | I I l I | I I lOonoeadayOtwioeadayOavery4-6hoursOasneeded
Anti-Inflammatories taken for today's problem? Please provide the dosage  How often?

I | I | | I l O once a day QO twice aday O every 4-6 hours O as needed
| | | I | | l IOonooadayOMeeadayOeverya-GhoursOasnoeded
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Review of Systems

Please check all problems you currently experience - You must check AT LEAST one answer for each category, marking
"none of the above" if you experience no problems in that area.

Overall General Health
D recent weight gain

O recent weight loss

[J appetite change

3 difficulty sleeping

O none of the above
Endocrine & Metabolic
O sugar diabetes

0 goiter

0 thyroid problem

0O cholesterol / lipid problem
O none of the above

Blood (Hematopoietic / Lymphatic / Immune)

3 anemia

O lymph node enlargement
O bleeding problem

O frequent infections

O none of the above

Psychiatric
[ anxiety

0O depression

[ been seen by a psychiatrist
O none of the above

Skin and/or Breast

0 rash

O lesions on skin

O lump in breast

O dischage from nipple

O none of the above

Eves

O change in vision
DO red eye

O eye pain

O glaucoma

O none of the above

Ears, Nose, Throat, Mouth (ENT)

[ earaches [ nose bleeds

O buzzing in ears O hoarseness

0O hearing loss [ taste change

O sinusitis / nasal stuffiness O none of the above

RECENT TESTS (within 6 months)

Have you had recent blood tests? O No O Yes
if yes, give details:

Have you had a recent EKG? ONo O Yes

if yes, give detsils:

Have you had a recent Chest X-Ray? O No O Yes
If yes, give details:

Kidney, Bladder, Reproductive {Genitourinary)

O burning on urination O bloody urine

D frequency of urination O sexual difficulties
O difficulty starting urine O none of the above
O wetting pants or bed

Are you pregnant? O Yes O No
(Must answer for X-Ray purposes)?

Lungs (Respiratory / Aller

O allergies O bronchitis

O cough O shortness of breath
0O sputum O night sweats

0O asthma O none of the above

Heart & Blood Vessels (Cardiovascular)

0O chest pain O palpitations (irregular heart beat)
0O heart attack [ edema (leg swelling)

O heart failure 0 leg cramps with walking

O high blood pressure 1 none of the above

Abdomen {(Gastrointestinal)
O heartburn / indigestion

O difficulty swallowing

D stomach pains

0O black bowel movements
0O change in bowel habits
O constipation

O ulcers 3 frequent laxative use
O nausea / vomiting [ jaundice or hepatitis

O diarrhea O liver trouble

0 hemorrhoids O gallbladder problems

O rectal bleeding O none of the above

Brain, Nerves, Spinal Cord (Neurologic)

0O headaches O paralysis
O dizziness O convulsions / seizures
0 blackouts [ coordination trouble

[ numbness and tingling O none of the above

Bone & Joint (Musculoskeletal)

O joint pain O weakness
O joint swelling or warmth 0O back pain
0 joint stifiness O joint deformity

0 muscle pain [ none of the above

X-Rays/Tests for problem: Date of test

O Plain X-Rays HEpEEpEEEE

O MR HEpEE EEEE

O CT Scan HEpEERpEEEE

0O Bone Scan I lJ/l I I/l | | | I

O Arthrogram I | I/ | I I/l | l LI
I

O Other (specify) rl I/I ' |/| I |

|

Did you bring the X-Rays or study with you today?

IN ORDER TO INSURE PROPER AND COMPREHENSIVE CARE, YOU MUST FOLLOW-UP WITH YOUR
PRIMARY CARE PHYSICIAN FOR ANY AND ALL MEDICAL PROBLEMS AND CONCERNS CHECKED HERE.

PAGE 3
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-Please check any of the following conditions you have or have had in the past.
. If you are unsure, please ask a staff member to assist you in filling out this form.

10090 You may check more than one condition.
Medical Condition Histo Check this box if you have no medical problems ——0 no medical problems
O Alcoholism O Depression
0 Anemia 0 Fibromyalgia
O Anxiety 0 GERD
0O Asthma O Gout

0O Arthritis - rheumatoid (verified with blood test)

O Arthritis - osteo, degenerative
{1 Blood Clot Year
0O Blood Transfusion Year

O Bowel disease

[ Cancer (specify)
O Cardiac Arrhythmia (Abnormal heart rate)

O Congestive Heart Failure

[ Coronary Artery Disease (Angina)

{3 Cerebrovascular Disease (Stroke)

O COPD (Chronic Obstructive Pulmonary Disease)
O Diabetes

O Heart Attack Year

O Hypertension (High Biocd Pressure)
[ Hypercholesterolemia (Elevated Cholesterol)
O Hypothyroidism

0O Kidney Disease

3 Liver Disorder - Cirrhosis

O Liver Disorder - Hepatitis

O Lung Disease

O Osteomyelitis

O Parkinson's

O Ulcer Disease

O Other (specify all other)___________

Surgery/ Procedures These are non-orthopaedic procedures. Please check any procedures you have had and give the year.

Have you ever had surgery? O Yes ONO vyear

Ear, Nose, Throat Surgeries
O Deviated Septum --

0O Sinus Repair - - - -

O Tonsillectomy S

O Tracheostomy - - ..

0 Vocal Cord Surgery

Gastrointestinal Surgeries
O Appendectomy .. .

O Colon Resection -~ - - -

O Exploratory Laproscopy -

O Liver Resection - _. . _.
O Small Bowel Obstruction Repair
O Splenectomy o

0O Cholecystectomy (Gallbladder removed) - D:I:l:l

O Femoral O Incisional O Inguinal O Umbilical

LT
LITT]

Gynecologic Surgeries
O Hysterectomy- -~ -

O Oophorectomy -

O Ruptured ectopic .

OLaprascopy -~ --- -- L

O C-Section-

Urologic Surqeries
{0 Bladder Suspension -

O Bladder Removed - -~ - -

0O Lithotripsy (Stone Machine)

[ Prostatectomy (Prostate Removed)

[ Vasectomy

General Surgeries

Year

[ Breast Biopsy O Right O Left O Bilateral

O Mastectomy O Right O Left O Bilateral

0O Thyroid Surgery .. _. _

O Whipple _.

Heart (Cardiac) Surgeries
O CABG #arteriesO1 020304 O4+ -

O Valve 0O Aottic O Mitral O Tricuspid ..

O Angioplasty -

O Defibrillator . _ . ) ) i

O Pace Maker L

Vascular Surgeries
O Bypass Graft-Legs - - --

O Vascular Access -

OAAA

O Thoracic Aneurysm =~

Thoracic Surgeries

O Chest Tube -

O Pulmonary B

O Pectus L

Neurosurgeries

0 Brain Tumor O Malignant O Benign

O Brain Aneurysm - - o

O Chiari Decompression

O Spinal Cord Tumor  © Malignant O Benign |

[ Epidural Injection .

LT

O Abcess

OStent . .
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. Orthopaedic Surgery/ Procedures
Check this box if the procedure

10090

Broken Bones/Fracture Repair Surgeries

O Fracture Repair - Finger - -

O Fracture Repair - Hand

O Fracture Repair - Wrist

(1 Fracture Repair- Arm - -

O Fracture Repair - Elbow

O Fracture Repair - Shoulder - - - -
0O Fracture Repair - Hip/Pelvis -

O Fracture Repair - Femur - - - --
O Fracture Repair - Knee R
O Fracture Repair - Lower Leg

O Fracture Repair - Ankle/Foot -

AnklelFoot Surgeries
O Ankle Arthroscopy

O Ankle Fusion o

|
1

O Tendon Surgery R

O Toe Surgery specify ______

Elbow, Wrist, Hand Surgenes
0O Biceps Repair - -

O Carpal Tunnel Surgery
[ Elbow Arthroscopy
O Elbow Ligament Reconstruction

O Elbow Replacement - S

0O Hand Tendon Repair
O Nail Bed Surgery —

0O Tennis Elbow Surgery

O Trigger Finger Surgery -~ - -
O Wrist Ligament Reconstruction
Knee Surgeries

[J Knee Arthroscopy -~ -

O Cartilage surgery/meniscus surgery
O Knee replacement ___ __

{0 Ligament reconstruction - ACL

(0 Ligament reconstruction - other

Hip Surgeries
O Hip replacement

[0 AVN Surgery O Core Decompress:on O Fibular Graft

Shoulder Surgeries
O Shoulder Arthroscopy - -

O Rotator cuff surgery
O Shoulder replacement - - -

O Shoulder stabilization - - -

Spine Surgeries
O Laminectomy

O Anterior Fusion
(1 Posterior Fusion -
[ Posterior Discectomy

Other (List all other surgeries)

was for today's problem

OO000 DO0OO0O0 OO0 DODogooo

O00D000000D0 O0OO0OD0 O0oO0O0oOoOoOoOOoOoOoOo<

O Right O Left O Bilateral
QO Right O Left O Bilateral

Most Recent Year

p

Please check any procedures you have had and give the year.

revious Surgery Year

(it same surgery performed more than once)

QO Right Q Left O Bilateral

O Right O Left QO Bilateral

O Right O Left O Bilateral

O Right O Left O Bilateral

O Right O Left O Bilateral

O Right O Left O Bilatera!

O Right O Left O Bilateral

O Right O Left O Bilateral

QO Right O Left O Bilateral

QO Right O Left O Bilateral

O Right O Left Q Bilateral

QO Right O Left O Bilateral

QO Right O Left O Bilateral

O Right O Left O Bilateral

O Right O Left Q Bilateral
QO Right O Left O Bilateral

QO Right O Left O Bilateral

O Right O Left O Bilateral

O Right O Left O Bilateral

Q Right Q Left O Bilateral

O Right O Left O Bilateral

QO Right O Left O Bilateral

QO Right O Left O Bilateral

O Right O Left O Bilateral

O Right O Left O Bilateral

QO Right O Left O Bilateral

O Right O Left O Bilateral

O Right O Left Q Bilateral

O Right O Left O Bilateral

O Right O Left O Bilateral

O Right O Left O Bilateral

O Right O Left O Bilateral

O Right O Left QO Bilateral

O Right O Left Q Bilateral

[ Cervical [ Lumbar [J Thoracic

O Cervical [ Lumbar [J Thoracic

O cervical O Lumbar [J Thoracic

O cCervical [J Lumbar {J Thoracicl | |

(11 [T
—

—

HN
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10090
Drug Allergy and Medication Information
Have you ever had problems with anesthesia? O Yes O No If yes, describe

Are vou allergic to latex?QO Yes O No

Are you allergic to any medications?0 Yes © No / yes, please write the name of the drug in the boxes below and check the
reaction you experienced. Please write only one drug in each space provided.

Specify Drug:

If you have more than 3 drug allergies list the others in the space provided.

NN EEEEEEEN

Describe'l:] shock [Jbreathing problems [Orash [Jnausea [J other

Specify Drug: I

HEEEEEEENEEEEEENEEEEEEN

Describe: [ shock O breathing problems [rash [ nausea [ other

Specify Drug:

EEEEENEEEEEEEEEEEEEEEEEEEEEEEE

Describe:[] shock [ breathing problems [Crash [nausea [J other

Please list additional drug allergies here:

Please list the medications you are currently taking - Please include prescription and non-prescription medication

Please check any anti-inflammatory medication listed below which

u have taken in the past.

el L] £ipt

On-| niph ng

O Advil O Naprelan

O Arthrotec 3 Naproxen

L[] Bextra 1 Oruval/Orudis

O Celebrex O Tylenol

] Daypro O Ultram

O Ibuprofen O Vioxx

O Indocin O Other(specify)________
O Lodine

Please check any of the following side effects vou experienced while taking any of the above anti-inflammatory medications.

Onausea [Odiarrhea [ gastric ulcers
Please check any of the following medications you take on a regular basis.

O upset stomach O vomiting [ other,

O Aspirin  [J Coumadin [0 Heparin [J Maalox [ Mylanta [ Pepcid [J Prevacid [ Prilosec [J Tagamet [J Zantac

Family Medical History

Please check all diseases for which you have a family history:

O Cancer - Breast O Rheumatoid Arthritis

0O Cancer - Prostate O Arthritis - osteo, degenerative
O Cancer - Other 3 High Blocd Pressure

O Diabetes O Spine Problems
O Heart Disease O Gout
O Stroke O Lupus

O Family health history is unknown

If you know your parents’ heaith history please provide the information below. Otherwise, please leave blank.

Father O alive O deceased B—ﬂﬂimﬁnmmﬂmmll | | | Health Problems:

Mother O alive O deceased Asefcurent age or age doceased) D:I:] Health Problems:

O cancer

O heart disease

O high blood pressure
O stroke

0O diabetes

O cancer

O heart disease

O high blood pressure
O stroke

0O diabstes

O rheumatoid arthritis
O osteoarthritis

0 gout

0O lupus

[ rheumaloid arthritis
DO osteoarthritis

O gout

O upus

paces [}



10090 Current Employment (Check only ONE answer) Level of Education {Check only ONE answer)
O full time O paid leave O grade scheol
8?aﬁr:eti’me 8girjsgiildetliegvetoda "s problem 8Is1ljgges<égﬁggzqulvalent
Social History O s?udent O disabled N{)T byytoc?ay’s problem O college degree
Job Title © unemployed O graduate degree
HNEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEn
Race

O African American O Asian O Caucasian O Hispanic O Native American O Other.

Marital Status
O Single O Married O Live with significant other O Divorced O Separated O Widowed

Alcohol If you drink alcochol, how frequentiy?
O | drink alcohol O rarely (less than 1 drink a month) O frequently (3-5 drinks per week)
O | do not drink alcohol, but | used to drink alcohol O occasionally (1-4 drinks per month) O daily (at least one drink a day)
O | never drank alcohol O socially (1-2 drinks per week)
Tobacco If you use or used to use tobacco, cigarette packs per da
O | use tobacco 012 0 2 and 1/2 bibebowisiday cigarsiweek  snuff, dip, chew packsiweek
O | do not use tobacco, but | used to use tobacco 01 m K] [ l ] | I 1 L | —|
O | have never used tobacco O 1and 172 O 3and 172
D2 O4 ormore Years of tobacco use D:I
Drugs
O | use drugs if you use or used to use drugs, types of drugs:

O | do not use drugs, but I used to use drugs
O | have never used drugs

Do you exercise reqularly? If you exercise, how often?
OYes O No Odaily © 3times per week O weekly O at least once every other week

Symptoms and Pain Survey
Are your symptoms {orthopaedic problems) getting better or worse?  QOver fast: El:] (write in number)

O much worse O a little worse O same O a little better O much better O hours O days O weeks O months
Are you having pain today? O yes O no Is your pain today - O occasicnal © continucus/constant

How bad is your pain at the following times on a scale of 0-10 (with 10 being the worst pain imaginable)?

No Pain Very Bad Pain
Joday o0 01 02 03 04 05 06 07 o8 09 010
Atitsworst: O0 ©O1 2 03 04 O5 06 O7 08 09 O10

Please describe the specific location of your pain (side of hip, knee cap, front of shoulder...):

ANEEEEEEEEEEEEEEEEEEEEEEEEEEEn

Does the pain awaken you from sleep? Does the pain keep you from sleeping?
O never O occasionally O frequently O never O occasionally O frequently

Check the words that best describe the character of the pain you are having today.
0O aching 0O burning

Osharp O worse with certain activities
DOtender QO radiating

pain radiates to:
3 down your armn O up into your neck [ in the front of your chest area [ into your upper back/shoulder blade area

DO down yourleg [ up into your back [ in the front of your pelvis area [ down the side of your leg [ other (specify) ___
What time of day is your pain worst (CHECK ONLY ONE)? Do vou experience pain when the weather changes?

O moming O afternoon O evening O all the time Ono Oyes
What makes your pain better? What makes your pain worse?
O heat O walking O sitting O exercising
O sitting O standing 0 standing 0 activity in general
3 . O lying down D stooping/bending
(m ¥ O other (speci
ying down (specify), O walking O other (specify)

PAGE 7 -



10080

Hand Dominance:

ORight O Left O Use both equally

Please place an X on the areas where you feel the sensations described below. Include all affected areas.

_ aching

o numbness [JPins and Needles () Burning

{ ) Neck Front View -00
[ | Shoulder area -00
[ 1 Elbow/forearm -0n
( 1 Wristhand -00
{ ) Hip < -0D0
LY
( ] Thigh -00
(1 Knee area -0D0
[ 1 Calf area (R = =00
[ ) Ankle/Fcot > ~-00
[ | Neck ~-00
{ 1 Shoulder area — - on
[ | Elbow/foreamm ~-00
[ | Wristhand k/ -o0a
{1 Hip : -om

[ ] Knee area -00
[ 1 Calf area ~00
[ | Ankle/Foot -00

[} Neck

{ 1 Shoulder area

[ 1 Elbow/forearm

( 1 Wristthand

( 1 Hip

{ 1 Thigh

[ ] Knee area

[ ] Calf area

[ 1 Ankle/Foot

( ) Neck

[ ) Shoulder area

[ | Eibow/forearm

[ } Wrist/hand

[ 1 Hip

[ } Thigh

[ | Knee area

{ | Calf area

[ | AnklefFoot

PAGE 8 .



B IE SF-12 - Check ONLY ONE answer for each question B
10080

Instructions: This survey asks for your views about your health. This information will help keep track
of how you feel and how well you are able to do your usual activities. Please answer every question
by marking one box. If you are unsure about how to answer, please give the best answer you can.
1. In general, would you say your health is:
O 1 Excellent © 2 Very good O 3 Good O 4 Fair O 5 Poor

(#2 and #3) The following items are about activities you might do during a typical day.
Does your health now limit you in these activities? If so, how much?

Yes, Yes, No, Not
Limited Limited Limited
A Lot A Little At All
2. Moderate activities, such as moving a table, pushing a o1 02 03
vacuum cleaner, bowling, or playing golf
3. Climbing several flights of stairs o1 02 o3

{#4 and #5) During the past 4 weeks, have you had any of the following problems with your work or other regular
daily activities as a result of your physical health?

Yes No
4. Accomplished less than you would like 01 02
5. Were limited in the kind of work or other activities 01 02

(#6 and #7) During the past 4 weeks, have you had any of the following problems with your work or other regular daily
activities as a resuit of any emotional problems (such as feeling depressed or anxious)?

Yes No
6. Accomplished less than you would like 01 02
7. Didn't do work or perform other activities as carefully as usual 01 02

8. During the past 4 weeks, how much did pain interfere with your normal work (inciuding both work outside the home and housework)?
O 1 Not at all O 2 A little bit O 3 Moderately © 4 Quite a bit O 5 Extremely

(#9, #10 and #11) These questions are about how you feel and how things have been with you during the past 4 weeks.
For each question, please give the one answer that comes closest to the way you have been feeling.
How much of the time during the past 4 weeks

All Most A good Some A little None

of the of the bit of of the of the of the

time time time time time time
9. Have you feit calm and peaceful? 01 02 03 04 o5 06
10. Did you have a lot of energy? 01 02 03 04 o5 06
11. Have you felt downhearted and blue? 01 02 03 04 (o1 06

12. During the past 4 weeks, how much of the time has your physical or emotional problems interfered with your
social activities (like visiting with friends, relatives, etc)?

All Most Some A little None
of the of the of the of the of the
time time time time time
01 02 03 04 05

. X X X : PAGE 9 .
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