Name: _______________________________________________      Age: _____________       Date: _____________________ 

Sex: Male □
Female □

DOB: ____/____/_____
ZIP Code: _____________


When did your current episode of low back pain commence: (please ( one box)
□ 0-7 days
□ 1-4 wks

□ 1-3 mths
□ 3-6 mths
□ 6-12 mths
□ 1-2 yrs

□ 2+ yrs




In the past week, how many days have you experienced low back pain: (please ( one box)
□ 0
□ 1

□ 2

□ 3

□ 4

□ 5

□ 6

□ 7

In the past month, how many days have you experienced low back pain: (please ( one box)
□ 0

□ 1-5

□ 6-10

□ 11-15

□ 16-20

□ 21-25

□ 26-30

In the past 3 months, how many days have you experienced low back pain: (please ( one box)
□ 0

□ 1-10

□ 11-20

□ 21-30

□ 31-40

□ 41-50



□ 51-60

□ 61-70

□ 71-80

□ 81-90

Does your low back pain radiate or refer below your knee: (please ( one box)
□ Yes

□ No

Have you previously had a CT or MRI which has confirmed a low back disc bulge or herniation: (please ( one box)

□ Yes

□ No

Have you previously had surgery to correct your low back pain: (please ( one box)

□ Yes

□ No

Have you been referred from a physical therapist to the chiropractor for your low back pain: (please ( one box)
□ Yes

□ No

Please mark on the scales below with a cross (X) how much low back pain you have at this moment in time:

	No
	    .      1      .       2       .      3      .      4      .      5      .      6      .       7       .       8       .       9      .    
	Worst possible

	pain
	
	pain


What is your typical or average pain:

	No
	    .      1      .       2       .      3      .      4      .      5      .      6      .       7       .       8       .       9      .    
	Worst possible

	pain
	
	pain


What is your pain level at its best (how close do you get to “no pain”):

	No
	    .      1      .       2       .      3      .      4      .      5      .      6      .       7       .       8       .       9      .    
	Worst possible

	pain
	
	pain


What is your pain level at its worst (how close do you get to “worst possible pain”):

	No
	    .      1      .       2       .      3      .      4      .      5      .      6      .       7       .       8       .       9      .    
	Worst possible

	pain
	
	pain


Please put a ( in the box that describes your overall pain or discomfort: (please ( one box)
□ No pain / discomfort    
□ Mild  
 
□ Discomforting  

 □ Distressing     
□ Horriblle     
□ Excruciating 
Does your low back pain affect your normal daily activities at home and/or at work: (please ( one box)
□ Not at all

□ Slightly

□ Moderately

□ Quite a bit

□ Extremely

Does your low back pain interfere with your normal social activities with family, friends, neighbours, or groups: (please ( one box)
□ Not at all

□ Slightly

□ Moderately

□ Quite a bit

□ Extremely

Has your low back pain forced you to cut down the amount of time you spend on work or other activities: (please ( one box)

□ Not at all

□ Slightly

□ Moderately

□ Quite a bit

□ Extremely

Has your low back pain caused you to experience disturbed or altered sleeping patterns: (please ( one box)

□ Yes

□ No 
Are you generally happy when you are at work, or with your current work situation: (please ( one box)

□ Yes

□ No
Are you generally happy at home, or with your current home situation: (please ( one box)

□ Yes

□ No 
In general, would you say your health is: (please ( one box)

□ Poor

□ Fair

□ Good


□ Very good

□ Excellent

