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ACTIVITIES OF DAILY LIVING 

Do you have stairs to climb?   Yes    No  If yes, how many?  

How many people in household?   Relationship and age of each  

Who does most of the housework?   Who does most of the shopping?   Who does most of the yard work? 

On the scale below, circle a number which best describes your situation; Most of the time, I function… 

1 2 3 4 5

 VERY POORLY OK WELL VERY 
 POORLY WELL 

Because of health problems, do you have difficulty: 
(Please check the appropriate response for each question.) 

Usually Sometimes No 

Using your hands to grasp small objects? (buttons, toothbrush, pencil, etc.)........................................................  

Walking? ...............................................................................................................................................................  

Climbing stairs?.....................................................................................................................................................  

Descending stairs?................................................................................................................................................  

Sitting down?.........................................................................................................................................................  

Getting up from chair?...........................................................................................................................................  

Touching your feet while seated?..........................................................................................................................  

Reaching behind your back?.................................................................................................................................  

Reaching behind your head? ................................................................................................................................  

Dressing yourself? ................................................................................................................................................  

Going to sleep?.....................................................................................................................................................  

Staying asleep due to pain?..................................................................................................................................  

Obtaining restful sleep? ........................................................................................................................................  

Bathing?................................................................................................................................................................  

Eating?..................................................................................................................................................................  

Working?...............................................................................................................................................................  

Getting along with family members? .....................................................................................................................  

In your sexual relationship? ..................................................................................................................................  

Engaging in leisure time activities? .......................................................................................................................  

With morning stiffness?.........................................................................................................................................  

Do you use a cane, crutches, as walker or a wheelchair? (circle one)..................................................................  

What is the hardest thing for you to do? 

Are you receiving disability?...............................................................................................................................Yes   No  

Are you applying for disability?...........................................................................................................................Yes  No  

Do you have a medically related lawsuit pending?.............................................................................................Yes  No  
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1 . On the diagram, circle all of the areas (letters) of pain over the LAST WEEK?
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Guide
a. Shoulder girdle, left
b. Shouler girdle, right
c. Upper arm, left
d. Upper arm, right
e. Lower arm, left
f. Lower arm, right
g. Hip (buttock, trochanter), left
h. Hip (buttock, trochanter), right
i. Upper leg, left
j. Upper leg, right

k. Lower leg, left
l. Lower leg, right
m. Jaw, left
n. Jaw, right
o. Chest
p. Abdomen
q. Upper back
r. Lower back
s. Neck
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Over the PAST WEEK, how SEVERE was your FATIGUE?
0 = no problem 
1 = slight or mild problems, generally mild or intermittent 
2 = moderate, considerable problems, often present and/or at moderate level 
3 = severe: pervasive, continuous, life-disturbing problems 

Over the PAST WEEK, how SEVERE did your WAKING FEELING UNREFRESHED?
0 = no problem 
1 = slight or mild problems, generally mild or intermittent 
2 = moderate, considerable problems, often present and/or at moderate level 
3 = severe: pervasive, continuous, life-disturbing problems 

Over the PAST WEEK, how SEVERE were your COGNITIVE SYMPTOMS?
0 = no problem 
1 = slight or mild problems, generally mild or intermittent 
2 = moderate, considerable problems, often present and/or at moderate level 
3 = severe: pervasive, continuous, life-disturbing problems 

Considering SOMATIC SYMPTOMS in general, indicate whether the patient has:*
0 = no symptoms
1= few symptoms
2 = a moderate number os symptoms
3 = a great deal of symptoms

* Somatic symptoms that might be considered: muscle pain, irritable bowel syndrome, fatigue/tiredness, thinking or remembering problem, muscle weakness,
headache, pain/cramps in the abdomen, numbness/tingling, dizziness, insomnia, depression, constipation, pain in the upper abdomen, nausea, nervousness, 
chest pain, blurred vision, fever, diarrhea, dry mouth, itching, wheezing, Raynaud’s phenomenon, hives/welts, ringing in ears, vomiting, heartburn, oral ulcers, 
loss of/change in taste, seizures, dry eyes, shortness of breath, loss of appetite, rash, sun sensitivity, hearing difficulties, easy bruising, hair loss, frequent urina-
tion, painful urination, and bladder spasms.
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