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Thank you for completing this patient-reported outcome questionnaire. Your responses help your provider determine the best 
treatment options and track your recovery progress over time. Please answer each of the questions included on this form. 

NAME:  DATE OF BIRTH: (MM/DD/YYYY) 

DID YOU HAVE SURGERY FOR THIS ISSUE PRIOR TO 
RECEIVING PHYSICAL THERAPY?   YES  –  DATE:  (MM/DD/YYYY)   NO 

DID YOU HAVE SURGERY FOR THIS ISSUE DURING 
THE COURSE OF RECEIVING PHYSICAL THERAPY?   YES  –  DATE:  (MM/DD/YYYY)   NO 

 

PAIN SCORE: OVER THE PAST 24 HOURS, HOW BAD HAS YOUR PAIN BEEN?  
CIRCLE TH E NUMBER THAT BEST REPRESEN TS YOUR  PAIN.  

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

TODAY, DO YOU OR WOULD YOU HAVE ANY DIFFICULTY AT ALL WITH: 
FOR  EACH  R OW, MARK TH E ON E B OX  WHICH MOST CLOSELY DESCRI BES YOUR  CUR REN T CON DITI ON .  
 

 E XT R E M E  
D I F F I C U LT Y O R  

U N AB L E  T O  
P E R F O R M  

Q U I T E  A B I T  O F  
D I F F I C U LT Y  

M O D ER AT E  
D I F F I C U LT Y  

A L I T  B I T  O F  
D I F F I C U LT Y  

N O  
 D I F F I C U LT Y 

1.  ANY OF Y OUR USUAL WORK, 
HOUS EW ORK, OR SCHOOL ACT IVIT IES �  �  �  �  �  

2 .  YOUR USUAL HOBBI ES ,  REC REAT IONAL 
OR S PORT ING ACT IVIT IES  �  �  �  �  �  

3 .  GETT ING INT O OR OUT  OF T HE BAT H �  �  �  �  �  

4 .  W ALKING BETW EEN ROOMS  �  �  �  �  �  

5 .  PUTT ING ON YOUR SHOES  OR S OCKS  �  �  �  �  �  

6 .  SQUATT ING �  �  �  �  �  
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TODAY, DO YOU OR WOULD YOU HAVE ANY DIFFICULTY AT ALL WITH: 
FOR  EACH  R OW, MARK TH E ON E B OX  WHICH MOST CLOSELY DESCRI BES YOUR  CUR REN T CON DITI ON .  
 

 E XT R E M E  
D I F F I C U LT Y O R  

U N AB L E  T O  
P E R F O R M  

Q U I T E  A B I T  O F  
D I F F I C U LT Y  

M O D ER AT E  
D I F F I C U LT Y  

A L I T  B I T  O F  
D I F F I C U LT Y  

N O  
 D I F F I C U LT Y 

7.  LIFT ING AN OBJ ECT , LI KE A BAG OF 
GROC ERI ES FROM T HE FLOOR  �  �  �  �  �  

8 .  PERFORMING LIGHT  ACTIVIT IES AROUN D 
YOUR HOME �  �  �  �  �  

9 .  PERFORMING HEAVY ACT IVIT IES 
AROUND YOUR HOME �  �  �  �  �  

10.  GETT ING INT O OR OUT  OF A CAR �  �  �  �  �  

11.  W ALKING 2 BLOCKS  �  �  �  �  �  

12.  W ALKING A MILE �  �  �  �  �  

13.  GOING UP OR DOW N 10 ST AIRS  
(ABOUT  1 FLIGHT  OF ST AIRS) �  �   �  �  �  

14.  ST ANDING FOR 1  HOUR �  �  �  �  �  

15.  SITT ING FOR 1 HOUR �  �  �  �  �  

16.  RUNNING ON EVEN  GROUN D �  �  �  �  �  

17.  RUNNING ON UNEVEN GROUN D �  �  �  �  �  

18.  MAKING SHARP T URNS W HILE RUNNING  
FAST �  �  �  �  �  

19.  HOPPING  �  �   �  �  �  

20.  ROLLING OVER IN BED �  �  �  �  �  
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