
CERVICAL VISUAL ANALOGUE SCALE 

Name MR# Date _ 

INSTRUCTIONS: Please mark a vertical line that best describes your pain at the moment. 
EXAMPLE: 
No pain As severe as 

it could be 
Neck: 

No pain As severe as 
it could be 

ARM: 

No pain As severe as 
it could be 

score 

score 

Mark the area(s) on your body where you feel the described sensation(s). Use the appropriate symbol(s). Mark 
areas of radiating pain, and include all affected areas. You may draw on the face as well. 

Aches/\/\M Numbness 0000 Pins/Needles•••• Burning xxxx Stabbing /Ill 



NECK DISABILITY INDEX 

Name MR# Date _ 

This questionnaire has been designed to give the doctor information as to how your neck pain has affected your ability to 
manage in everyday life. Please answer every section and mark in each section only ONE box which applies to you. 
We realize you may consider that two of the statements in any one section relate to you, but please just mark the box 
which MOST CLOSELY describes your problem. 

Section 1 - Pain Intensity 

D I have no pain at the moment. 
D The pain is very mltd at the moment 
D The pain ts moderate at the moment. 
D The pain rs fairly severe at the moment. 
D The pain rs very severe atme moment 
D The pam ls the worst imaginable at the moment 

Section 2 -- Personal Care (Washing, Dressing, etc.) 

o I can look after myself normally without causing extra pain. 
D I can look after myself normally but it causes extra pain. 
D It is painful to took after myself and I am slow and careful. 
D I need some help but manage most of my personal care. 
D I need help every day in most aspects of self care. 
D I do not get dressed, I wash with difficulty and stay in bed. 

Section 3 - Lifting 

D I can lift heavy weights without extra pain. 
D I can lift heavy weights but it gives extra pain. 
D Pain prevents me from lifting heavy weights off the floor, but 

I can manage if they are conveniently positioned, for 
example on a table. 

D Pain prevents me from rifting heavy weights, but I can 
manage llght to medium weights if they are conveniently 
positioned. 

o I can rift very light weights. 
D I cannot lift or carry anything at all. 

Section 4- Reading 

D I can read as much as I want to wlth no pain in my neck. 
D I can read as much as I want to wlth slight pain in my neck. 
D I can read as much as I want with moderate pain. 
D r can't read as much as I want because of moderate paln in 

my neck. 
D I can hardly read at all because of severe pain in my neck. 
D I cannot read at an. 

Section 5-Headaches 

D I have no headaches at au. 
D r have slight headaches which come infrequently. 
D r have slight headaches which come frequently. 
DI have moderate headaches which come infrequently. 
D I have severe headaches which come frequently. 
D I have headaches almost all the time. 

Scoring: Questions are scored on a vertical scale of 0-5. Total scores 
and multiply by 2. Divide by number of sections answered multiplied by 
10. A score of 22% or more is considered a significant activities of daily 
living disability. 
(Score x 2) / L_Sections x 10) = %AOL 

Section 6 - Concentration 

D I can concentrate fully when I want to with no difficulty. 
D l can concentrate fully when I want to with slight dlfflculty. 
D I have a fair degree of difficulty In concentrating when I want to. 
o I have a lot of difficulty In concentrating when I want to. 
D I have a great deal of difficulty in concentrating when I want to. 
D I cannot concentrate at all. 

Section 7-Work 

D I can do as much work as l wantto. 
D I can only do my usual work, but no more. 
D .I can do most of my usual work, but no more. 
D I cannot do my usual work. 
D I can hardly do any work at aft 
D I can't do any work at alt 

Section 8- Driving 

o I drive my car without any neck pain. 
D I can onve my car as long as I want with slight pain ln my neck .. 
D I can drlve my car as long as I want with moderate paln in my 

neck. 
D I can't drive my car as long as I want because of moderate pain 

in my neck. 
D I can hardly drive my car at all because of severe pain In my 
neck. 

D I can't drive my car at all. 

Section 9 - Sleeping 

D I have no trouble sleeping. 
D My sleep Is slightly disturbed (less than 1 hr. sleepless). 
D My sleep is moderately disturbed {1-2 hrs. sleepless). 
D My sleep is moderately disturbed (2-3 hrs .. sleepless) .. 
D My sleep is greatly disturbed (3-4 hrs. sleepless). 
D My sleep is completely disturbed. (5-7 hrs. sleepless). 

Section 10- Recreation 

DI am able to engage in all my recreation acnvmes with no neck 
pain at all. 

D I am able to engage in all my recreation activities, with some 
pain in my neck. 

D I am able to engage in most, but not all of my usual recreation 
actMUes because of pain in my neck. 

D I am able to engage in a few of my usual recreation acti\fities 
because of pain in my neck. 

D I can hardly do any recreation activities because of paln In my 
neck. 

D I can't do any recreation acti\fities at an. 

Comments '*""',___ 

Reference: Vernon, Mior. JMPT 1991; 14(7}: 409-15 



EQ-5D-SL 
Health Questionnaire 

Name MR# Date _ 

Under each heading, please tick the ONE box that best describes your health TODAY. 

MOBILITY 
I have no problems in walking about 
I have slight problems in walking about 
I have moderate problems in walking about 
I have severe problems in walking about 
I am unable to walk about 

D 

D 

D 

D 

D 

SELF-CARE 
I have no problems washing or dressing myself o 
I have slight problems washing or dressing myself o 
I have moderate problems washing or dressing myself o 
I have severe problems washing or dressing myself o 
I am unable to wash or dress myself o 

USUAL ACTIVITIES (e.g. Work, study, housework, family or leisure activities) 
I have no problems doing my usual activities o 
I have slight problems doing my usual activities o 
I have moderate problems doing my usual activities o 
I have severe problems doing my usual activities o 
I am unable to do my usual activities o 

PAIN/ DISCOMFORT --------------{~] I have no pain or discomfort D 

I have slight pain or discomfort D 

I have moderate pain or discomfort D [J I have severe pain or discomfort D 

I have extreme pain or discomfort D 

ANXIETY/ DEPRESSION 
I am not anxious or depressed D 

I am slightly anxious or depressed D 

I am moderately anxious or depressed D 

I am severely anxious or depressed D 

I am extremely anxious or depressed D 

We would like to know how good or bad your health is TODAY. 
This scale is numbered from 0-100. 

100 means the best health you can imagine. 
0 means the worst health you can imagine. 

Mark an X on the scale to indicate yow your health is TODAY. Please put that score in this box. 


