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OSWESTRY LOW BACK DISABILITY QU ESTIONNAIRE

Instructions: this questionnaire has been designed to give us information as to how

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
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PERSONAL CARE (e.g. Washing, Dressing)
Tcan look after myself normally without caus ing extra
pain
I can look after myself normally but it causes extra
pain
1t is painful to look after myself and I am slow and
careful
Tneed some help but manage most of my petsonal care
I need help every day in most aspects of self care

Ldon’t get dressed, I was with difficulty and stay in
bed

3 LIFTING

O Tcan lift heavy weights without extra pain

1 lcan lift heavy weights but it gives extra pain

(0 Pain prevents me from lifting heavy weights off the
floor, but I can manage if they are conveniently
positionad, i.e. on a table

Pain prevents me from lifting heavy weights, but I can
menags light to medium weights if they are
convenientty positioned

Lcan lift very light weights

I cannot lift or carry anything at all

« WALKING

Pain does not prevent me walking any distance
Pain prevents me walking more than one mile
Pain prevents me walking mote than % mile
Pain prevents me walking more than % mile

I can only walk using a stick or crutches

-Tam inbed most of the time and have to crawl to the
toilet :
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8. SITTING

L' Lcan sit in any chair as long as I like

O Ican only sit in my favorite chair as long ‘as I like
0 Pain prevents me from sitting mote than one hoyr
[ Pain prevents me from sitting more than % hour

{1 Pain prevents me from sitting more than 10 minutes
O Pain provents me from sitting at all
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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
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0 Pain prevents me from standing at all

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, T have less than 4 hrs sleep
Even when I take medication, I have less than 2 hrs sleep
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O Pain prevents me from sleeping 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

Pain has restricted my social Jife to my home
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9. TRAVELLING

I can travel anywhere without extra pain

I can travel anywhere but it gives me extra pain

Pain is bad, but T 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

 EMPLOYMENT/ HOMEMAKING

My normal homemalking/ job activities do Dot cause pain,

My normal homemaking/ job activitiss increase my pain, but
[ can still perform all that is required of me,

I can perform most of my homemaking/ job duties, but pain
provents me from performing more physically stressfil
activities (e.g. lifting, vacunming)

Pain prevents me from doing anything byt light duties,

Pain prevents me from doing even light duties.

Pain prevents me from performing any job or homemaking
chores.
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Opioid Safety Survey

Because there is addiction risk with apioid medicines, we must first understand your history before we
set a treatment plan for you.

Please circle “Yes” or “No” in the chart below as the case applies to you today or in the past. Then give
this sheet to your doctor or nurse.

Patient Name:

Dade

Mark each box that applies Female Male

Do YOU have a history of substance abuse of any of the following?

Alcohal YES / NO YES / NO
lllegal drugs YES / NO YES / NO
Prescription drugs YES / NO YES / NO

Do you have a FAMILY history of substance abuse of any of the following?

. Alcohol YES / NO YES / NO

llegal drugs YES / NO YES / NO

Prescription drugs YES / NO YES / NO

Are you between 16—45 years old? YES / NO YES / NO
Were you sexually abused as a child? YES / NO YES / NO

Have you had one of the following mental health conditions?

ADD, OCD, bipolar, schizophrenia YES / NO YES / NO

Depression YES / NO YES / NO




Patient Name Date !

PATIENT HEALTH QUESTIONNAIRE-9

(PHQ-9)

Over the last 2 weeks, how often have you been bothered

M
by any of the following problems? o Nearly

Several than half  every

(Use “#" to indicate your answer) Not at all days the days 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 G 1 2 3

6. Feeling bad about yourself — or that you are a failure or
have let yourself or your family down

7. Trouble concentrating on things, such as reading the
newspaper or waiching television

8. Moving or speaking 50 slowly that other people could have
noticed? Or the opposite — being so fidgety or restless 0 1 2 3
that you have beesn moving around a lot more than usual

9, Thoughts that you would be better off dead or of hurting
yourself in some way

FOROFFICECODING __ (0 + + +

=Total Score:

If you checked off any problems, how difficult have these preblems made it for you to do your
work, take care of things at home, or get along with other people?

Not difficult Somewhat Very Extremely
at all difficult difficult difficult
O O O O

Developed by Drs. Robert L.. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from
Pfizer Inc. No parmission required to reproduce, franslate, display or distribute.
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8core 1 for every categmrm_tgtaLatiheJloﬂmoﬂh&ZMumns___yes No
1 Is there a history of any fall in the previous year?
|is the client on four-or more medications per day?
2 .
N Does the client have a diagnosis of stroke or Parkinson's?

4 'Does the client report any problems with thelr balance?

-|1s the client unable to rise from a chair of knee height without using
their arms?

Total

Level of predicted risk:
3 -5 yes's = higher falls risk
Complete full falls risk assessment (see FES| tool or service user risk assessment)

====Consult Healtirand social care professionals.
Complete provider self assessment.

Less than 3 yes's = lower risk

If the person has mobility problems consider referral to Community Therapy Services
Carry out exercises with the indiviual
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