Multi-Dimesional Health Assessment Questisnnaire

Please select the response which best describes your abilities O¥ER THE PAST WEEK:

WITHOUT AMY WITH SOME  WITH MUCH  UMABLE

DRESSING & GROOMING DIFFICULTY GIFFICULTY DIFFICULTY ToO DO

Are you able to:

Dress yourself, including shoelaces and buttansy - - o
Wash and dry your entirg bady? . . - .
ARISING
Are you able to:
8end down to pick up clothing from the floor? o i T &
Get in and out of bed? 17 o & .

ABOUT THE DAY
Are you able to:

Turn regufar faucets on and off? o . - .
Lift a fuli cup or glass to your mouth? e - . ‘f"
Get in and out of 2 car, bus, train, aor zirplane? e . . .
WALKING
Are you able to:
walk outdoaors on flat ground? o i r o
Walk tweo miles or three kilometers, if you wish? i o o
Participate in recrazational activities, e . o £

and sports as you would liks, if you wish?

How much pain have you had because of your condition OVER THE PAST WEEK?
g - i 10 -
EO PAIN A PaiM AS BAD AS IT COULD BE

Considering all the ways in which illness and health conditions
may affect you at this time, please indicate below how you are doing:

U -
WERY WELL

14 -
WERY POORLY




NAME

Rev;ewﬁuesticnna;re

- ~ None Mild Moderate Severe
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When yau awakened m the mammg WER THE LRST WEEK did vou feel stiff? " No " yog T.5 Nes
Ftease mﬂzcate the number of haurs and!er mi nutea il y@u are as hmber as You wnil be forthe day. W\ouce
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YES NO

" Fever

T Weight gain =10lbs
Weight loss = 10lbs
 Loss of appetite

Ty
™

3

Hesdaches
Dry eyes
Diouble vision

3

Eve redness

Eye pain

T
T TYOYOTY O

T

Vision loss

"3

" Ringing in the ears
T Stufy nose
o 7 Sore throat

o Trouble swallowing

.

™ Sores in the mouth
© Diry mouth
Zough

~
™ Shortness of breath
 Jeoint Swelling

s

Jaw pain with chewing

T

-

YT Y Y Y Ty Y Yy

NO

£ Coughing up blood

¢ Wheezing

< Painful respiration
Pain in the chest

Yo

-
™ Heart pounding (palpitations)
< Fingers or toes turmning colors
© Stomach pain
£ Stormach gas
7 Diarrhea

T Constipation

T Bloody stools

" Dark stocls
 Heartburn

o MNausea
 Yomiting

 Blood in urine

T Urinary incontinence

Please click YES if you have experienced any of the following o'-.fere lh, otherwise click NO:

YTV Y
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 Painful urination
7 Loss of hair

& Sleep disturbances
T Seirures

T Dizziness

o

T Losing your balance
 Depression
7 Nail changss

Py

~ Rash resulting from sun exposure
o Skin rash

 Hives

T MWluscle wealkmess

© Muscle pain, aches

T Swicllen glands

& Abnormal bleeding

" Easy bruising

T Environmental allergies
© Food Allergies
 Asthma




How cften do you exerc:se aembscally [sweatlng, mcreased heart rate shmtness of breath}
; .far at Ieast one half hour (30 mmutes)‘? Please clzck onl:f orze | -

3 Qr morp tlmes a Week _ f” 1 .2 tlmeq per maﬂth ' f’“ Cannat rﬁ}fermae due tr:; dlsabnzwmand icap

e 12t1mes perweei{ " DG notexemse regularlgs :

How much c-f a problem has UNUSUAL fatlgue ar tlredness been fcr you OUER THE PﬁST WEEK‘?

0. FATI UE IS 10 FﬁrTIGUE ES;‘% .
NO PPOBLEM MAJOF{ F’R_QBLE_M ot
| Slnceyourlastwsﬂ havayeu‘? | A S
- Yes No. R ~Yes No
e f Hadan*wllnesces: L RS o) Hadaﬂwhangﬁ Inyour social history?
~ Had any x-ray, lab or Gther pr@cedures’? o {“ " Had any new allergies or reactions to medications?

= ;““ {* Had awchangmwcu_lrfamily merﬁca! hlqtergg’? o Slarted, changed or stopped any medications?
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