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YELLOW-STABBING PAIN

PLEASE COLOR IN THE AREA OF THE FOLLOWING
® GREEN-WEAKNESS

® RED-BURNING
®BLUE-NUMBNESS
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OSWESTRY LOW BACK DISABILITY QUESTIONNAIRE

Instructions: this questionnaire has been designed to give us information as to how your back pain has affected

your ability to manage everyday life. Please answer every section and mark in each section only the ONE box

which applies to you at this time. We realize Yyou may consider 2 of the statements in any section may relate to
you, but please mark the box which most closely describes vour current condition,

PAIN INTENSITY 6. STANDING
Tcan tolerate the pain T have without having to use T Tecanstand as long as I want without extra pain
pain killers C Icanstand as long as | want har it gives me extra pain
The pain is bad but | manage without 1aking pain £ Pain prevents me from standing for more than one hour
£

o

killers Pain prevents me from standing for more than 30 minutes

Pain killers give complete relief from pain < Pain prevents ine from standing for more than 10 minutes
Pain Killers give moderate reliel [rom pain O Pain prevents me from standing at all
Pain killers give very littlc relief from pain
Pain killers have no effect on the pain and [ do not use
them

PERSONAL CARE le.g. Washing, Dressing) 7. SLEEPING
I can look atter myself normally without causingextra [_  Pain does not prevent me from sleeping wel)
pain C Jean sleep well only by using medication
I'ean look afier myself narmally buc it causes exrra T Even when | ke medication, L have less than 6 hrs sleep
pain ' Even when | take medication. | have less than 4 hrs sleep
It is painful to look afier myself and | am slow and T Even when | ke medication, | bave less than 2 hys sleep
careful & Pain prevents me from sleeping at all
I need some help but manage most of my personal care
Tnced help every day in most aspects of scif carce
I'don’t get dressed. 1 was with difticulty and stay in
bed

LIFTING 8. SOCTAL LIFE
Fean lift heavy seights withour extry pain = My social life is normal and gives me no extra pain
I'can lift heavy weights but it gives extra pain My social life is normal but increases the degree of pain
Pain prevents me from litting heavy weighis off the £ Pain has no significant effect on my social life apart from
flnor. but 1 can manage if they are conveniently limiting my more energetic interests, ie. dancing, etc.
rositioned. i.e. on a table L Pain has restricted my sacial life and 1 do not go our as often
Pain prevents me from lifting heavy weights. but [ can O Pain has restricted my social fife 1o my home
manage light to medium weights if thev are O Ihave no social life because of pain
conveniently positioned
lean lift very light weights
I'cannat lift or carry anything at all

WALKING 9. TRAVELLING
Pain does not prevent me walking any distance C Tean travel anywhere without extra pain
Pain prevents me walking more than one mile C Tcan tavel anywhere but it gives me exira pain
Pam prevents me walking more than % mile C: Pain is bad. but | manage jourmeys over 2 hours
Pain prevents me walking more than "4 mije 3 Pain restricts me 1o Jjoumneys of less than | hour
I'can only walk using a stick or crutches = Pain restricts me to short necessary journeys under 30
l'am in bed most of the time and have ro crawl 1o the minutes
loilet 5 Pain prevents me from traveling excepl w the doctor or

hospital

SITTING L EMPLOYMENT/ HOMENAKING
| can sitin any chair as long as I like T My normal homemaking’ job activities do not cause pain,
I'can only sit in my favorite chair as long as | like ' My normsl homemaking: job activities increase my pain, but
Pain prevents me from sitting more than one hour I can still perform all that is required of me.
Pain prevents me from sitting more than 4 hour T Tean perlorm most ol'my homemaking: job duties. but pain
Pain prevents me from sitting more than 10 minutes prevents me from performing more physically stressful
Pain prevents me from sitling at all activities (e.g. lifling. vacuuming)

L Pain prevents me from doing anything but light duties.

0 Pain prevents me trom doing even light dulies.

' Pain prevents me from performing any job or hiomemaking
chores.



Defense and Veterans Pain Rating Scale
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% NEUROSURGERY
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400 Celebration Place, Suite A360
Celebration, FL 34747
Phone: 407-975-0200

Fax: 407-975-0209

PHOTOGRAPHY, VIDEO and/or AUDIO RECORDING AUTHORIZATION

I (Subject/Legal Representative) hereby authorize Orlando
Neurosurgeryits staff, agents and employees to take and produce photographs, video and/or

audio recordings and to use such photographs, video and/or audio recordings for purposes that
include, but are not limited to, Publication, both in print and online at Orlando Neurosurgery’s

sole discretion.

I hereby release Orlando Neurosurgery, its staff, agents, officers, directors, and employees from
any and all liability and claims related to the taking, reproduction, and/or use of such
photographs, video and/or audio recordings and the release of information concerning (the
authorized subject) acquired by the staff, agents, officers, directors, and employees pursuant to
this authorization. It is expressly understood that this authorization and consent includes
permission for the release of the authorized subject’s information regarding the subject’s name,
photograph, medical image studies, video and/or audio recording for the purpose of publication,
both in print and online.

Authorized subject/Legal Representative: I understand that I may revoke this authorization at any
time in writing to Orlando Neurosurgery. This authorization is in effect in perpetuity from the
date of signature.

Subject/Legal Representative Signature Date

Declined

Subject/Legal Representative Signature Date



