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Appendix

Pain Questionnaire

Name:  _____________________________

Date of Birth:  ________________
Date Completed: _______________

Completed by: Study participant independently  [   ] or
with assistance/interview  [   ]

Over the past month, have you experienced physical pain?


NO   [   ] – if you responded “no”, you are finished this questionnaire 



YES  [   ]

If you have experienced physical pain over the past month, please circle how much the pain gets in the way of your daily activities over the past month (1 = doesn’t get in the way at all to 10 = unable to carry out activities because of the pain). 

	1

doesn’t get in the way at all
	   2
	3
	4
	5
	6
	7
	8
	9
	10

unable to carry out activities because of the pain


Please indicate how severe your pain was over the past month on average (1 very little pain to 10 extremely painful).

	1

very little pain
	   2
	3
	4
	5
	6
	7
	8
	9
	10

extremely painful


Please turn to the next page to indicate the areas of your body that were painful over the past month.

FRONT VIEW

For your RIGHT side, please check 

For your LEFT side, please check

those areas of your body that 


those areas of your body that
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were painful over the past month 

were painful over the past month
Please check the areas on your BACK that were painful over the past month.

Thank you for completing this questionnaire.
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