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Appendix A
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- leacmz exper « on nrpsTmens
lmpamnt'mn, :::v‘t ' '1: '\.\9.\1 Aol

Questions Concerning Activities of Daily Living (ADL)

i.hﬂmmmm..lmm
including washing, dressing, using the bathroom, etc?

g\lmmuummmmmm
| can look afler myself normally with extra discomfort
Q samm-.ummmm
Q lwmdmma‘mwbmhﬂ:
Q lnocdabtdhabdqh-mmdwdm
Q 1 cannot perform self care activities

zhmmmumw

g | can Uit and carry heavy objects without extra discomdort
|mummmmmmumm
Q I can it and camry heavy objects

Q ! can only it and cany light to medium objects

(=] | can ony Bt very ight objects

O I cannot Iift or carry anything at ail

thﬂmmdwamdh(mm

some pain or before you absolutely
have to stand, walk or lay down?

Q I can sit without any time imitations

QO | can only sit between 1 hour t0 2 hours at a time
T | can only sit between 30 and 60 minuies &t @ time
Q I can cnly sit between 15 and 30 mimses at a time
(s} | can only sit for less than 15 minutes at 2 ime

QO Icannot sit at all

(even with some pain or you
absolutely have to sit or lay down?

(8] | can standwailk without any time Emitations

Q | can only stand/walk between 1 hour to 2 hours at a time
O icanonly between 30 and 60 minutes at a time
B icanonly 15 and 30 minutes at a time
Q Icanonly for less than 15 minutes at a time
Q 1 can not stand or walk at all

lhﬂmmmmmm offs
sholf at chest lovel?

K mm' Mywanmynulurmh.d\m
o s«-MMMm-mnw

Q Audmmﬁmm‘hhw
Q umowmmuw

lhﬂmmmmmmdlm
overhead?

1&Mﬂmmmwoﬂ(mwmphor

g\ 1 .can push or pull very heavy objects

lmMuMhnvym
Q | can push or pull light objects
Q | can push or pull very light objects

ﬂ.Doyum-yMnbm
wmmm'ﬁm

“~ Noﬂuﬂy(ndmmo.iypuﬁmuw
Q MMMmmﬂmnw
o AbldM(hlywan‘dohw

0 Und:h(youc-mdolhlm



RANSFORD PAIN DIAGRAM
On the drawings befow, » indicate whers expetiencing pai drawing in the letter sbbreviat,
m&&m&mﬂﬂfmwggdmﬁ?&hwmm.

Numbness = N Tingling = T - Dail Paln = D
Sharp Pain = p Burping = B Stiffoess = §

L] CC(“"‘"

!
qeaacaqadccae




Check the of ttie employes to porform tha job.
sty | S50 | g | rpmy | commarny |
£ . A _— g o

| Walkiog e e : e, ﬁL‘
Sndrig ; )

| Bending (neck) -

[Squamg . o BK .
| Climbing _ 1 B

Knesling . X

Hand use: Dominant Hand 1 4 .

| Rapititive Hand Use Required? Nl

| Simple Grasping (right hand) X

Simple Geasping (Jeft hand) X

| Power Grasping (right hand) —r ] |
| Power Grasping (eft hand) LY '
| Fino Manipulation (right hand) X .

| Fine Ménipulation (left haid) _ r__

| Pushig-Pulling (right hand) R |

| Pushing-Pulling (16ft hand) P

| Reaching Above Shoulder (right hend) g

| Reaching Below Shoider (ieft hand) _ X

Paticnt’s Signature ) et

e 4—!»;275-\&

Rovised 3-1907



Oswestry Disabliity Questionnaire m @, Quadlis So

Thbmnaﬁonminhasbeendesigmdbgheusinfamaﬁonasbhowyourbackorbgpainlsaﬂ‘odhgyourmilityto
manage in everyday life. Pieauanswerbychecklngomboxlneochucﬂonformestamrmntwhu»bestappm

Section 1: Pain Intensity

O3 1 have no pain at the moment

[J The pain is very mild at the moment

<A The pain is moderate at the moment

] The pain is fairly severe at the moment

] The pain is very severe at the moment

[J The pain is the worst imaginable at the moment

Section 2: Personal Care (eg. washing,
dressing)

ssl can look after myself normally without causing extra
pain

O leanlookaﬂefmyselfnonnalybutitca\msoxu'apam

a It is painful to look after myself and | am slow and careful

Dlneedsomehelpbutcanmanagomouofmypenonal
care

a I need help every day in most aspects of self-care

a | do not get dressed, wash with difficulty and stay in bed

Section 3: Lifting

81 can lift heavy weights without extra pain
chmﬁihoavywdmbbungivumoxtnpah

positioned
Dlmodyﬂnvuyligmmm
0 1 cannot lift or carry anything

Section 4: Walking*

&Pﬂhdoanotprevornmowaldnganydmmco

O Pain prevents me from walking more than 2 kilometres
() Pain prevents me from walking more than 1 kilometre
(| Pahmmmmmmmmmmm:
O 1 can only walk using a stick or crutches
Dlamlnbodmoctoﬂhoﬁmo

Section 5: Sitting

() I can sit in any chair as long as | like
chanonlydthmyfavmﬂted\ahubnoullko
(] Pain prevents me sitting more than one hour
prevents me from sitting more than 30 minutes
Pain prevents me from sitting more than 10 minutes
O Pain prevents me from sitting at al

Section 6: Standing

[J 1 can stand as long as | want without extra pain
Icanshndnlongulwnntbuthglmmmpm

DPalnprevonumhomdandngiormorothan1hw

[J Pain prevents me from standing for more than 30
minutes

[J Pain prevents me from standing for more than 10
minutes

DPainprwcntsmfromstand&ngdal

Section 7: Sleeping

Mysloepbneverdshrbodbyp.h
Myueeplsoccaslonauydsubedbypah
O Because of pain | have less than 6 hours sleep
C]Boauuolpahlhaveloumn4hounsloep
L] Because of pain | have less than 2 hours sleep
a Pain prevents me from sleeping at all

Section 8: Sex Life (if applicable)

d.uyuxllfohnmwmnompah
O My sex life is normal but causes some extra pain
DMymlloioneadynomnlbmlsvorypahlul
DMymifobmaelyreﬂﬂcbdbypah
DMymlifelsnoadyabmtbmofpﬂn

OJ Pain prevents any sex life at all

Section 9: Social Life

ﬂuymunhmawa&mmmmwn

O Myaodallifeunmnalbutlnamsmdegmo!paln

DPalnhasnoﬂoniﬁcamoﬂactonmywdallifoapenfrom
limiting my more energetic interests e.g. sport

O Pain has refitricted my social life and | do not go out as
often

OJ Pain has my social life to my home

a lhmnotodallifo)oca;rofpaln
Secﬂonw:'rnvelllng"e

O | can travel anywhere without pain
lmmmwnmmmmh
Pahbb.dbutlmanmjowmyoovutwohm

a Pain restricts me to jouneys of less than one hour

O Pain restricts me to short necessary journeys under 30
minutes

a Pain prevents me from travelling except to receive
treatment
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Please indicato your difficulsy lovel if say,
at this me.

A. Seif care-are you able to:
Dress youtself inciuding shoes
Comb your hair
Wash and dry yourself
- Take a bath
Get on and off the toilet
Brush your testh
Cut your food
Lift a full cop/glass to your mouth
Opmanwmilkm
Make a meal
B. Communication-are you able to:
Write a note
Type a message on the computer
See a television screen
Use a telephons (hearing)
Speak cicarly
' C. Semsory-are you able to:
Feel what you touch
Smell the food you eat

Taste the food you eat

~ Activities of Daily Living

- Without With Some  With Much  Unable

o i

Diffky

LEETET

To Do

®)




"+ (Contlumed)
D. Hand activities-are you sbie to:
Open car doors
Tum fascets on and off

E. Physical sctivity-are you able to:
Work dut doors on flat ground

Work out déors on uneven ground
Climb up five flights of steps

Walk
sit

Rise from a chair
Rum errands
Light house work
F. Sexnal difficulty-are you able to:
Lubrication

Get in and out of a car
H. Sleep/persosial-are you able to:
Sleep-pattemn

Paticat’s Signafure . ,
gl VN

g
1

|

|

NERRY

olo Ppp

T T



Figure 1c. Screener and Opioid Assessment for Patients with Pain (SOAPP)
The 14-question version is provided in this Guideline.

Name: mw\\{ Qoo pawr H-RI3 -\ bacy

ﬁcfoﬂowingmsomzqusﬁonsgivenm:npadenunthe(namzofdinicotpncﬁa)wlwmonorbdng
mﬁdcdfuopioidsfu&drpﬁuﬂmmwcﬁqucﬁmahmsﬂyuposdbhﬂﬁshfomﬁmh :
for our records and will remain confidential. Your answers alone will not determine your treatment. Thank you. |

Please answer the questions below using the following scale:
0= Never, 1=Seldom, 2= Sometimes, 3= Often, 4 = Very often

1. How often do you have mood swings?*
Z.Howoftendoyousmnkzadgamﬁzwiﬁ\manhou:aﬁeryouwakeup?'

* mﬁﬁ ;:fobyo‘uz\ﬁ:igym oy -
4.Howoétznhaveanyofyourdose&iaubhadapzoblemuﬁd\doolwlordmgs?
5. How often have others suggested that you have a drug or alcohol problem?

6. How often have you attended an AA.ar NA meeting?
7.Howoﬁzn}uveyouukmmediadonodudundwwayduﬂtwaspmsaibed?
8. How often have you been treated for an alcohol or drug problem?

9. How often have your medications been lost or stolen?

10. How often have others expressed concern over your use of medication?

11. How often have you felt a craving for medication?

12. How often have you been asked to give a urine screen for substance abuse?

13. How often have you used illegal drugs (for example, marijuana, cocaine, etc.)
in the past five years?*

14. How often, in your lifetime, have you had legal problems or been arrested?*

v

W W w
=) - -

N NN NNNNNNDNWN
WOW oW W W oW W oW
N N N N S O W

w w

Please include any additional information you wish about the above answers. Thank you.

“Item is incdluded in the 5-item SOAPP Version 1.0-SF.
Thmshmdnﬁr@hraﬂddumAmd?mh@umd\eSOAPPVaﬁmLO—llQowoﬂmhi@monSOA?P
MWBMMh,m.mnﬂhdmmMpwmhmw!h:npy).
wmmmmi&mmmxuiwm.wuwmmhmmmm
6575, Copyright (2004), with pexmission from Elsevier




o NG RN P Page 1 °f7
Patient’s Name: T~ QQ ond Voo G T [

Date: AP\ 23 200\

ADDRESS TO: (referred by)
Tel:
Fax:
. : T‘.S;Q)nq Ondecson
EMPLOYER: Qan X0aQUin Coun McSguto ¢
\VecApo wiypl District
DATE OF INJURY:
. G-19-200F . 3-Ue2007, 7-2-2009
e | vE 000619y
EXAMINATION
DATE:

NT SO SN Y i
CC:
Name: Name:
Address: Add E
Tel: Tl
B Fax:




Page 2 of 7
Patient’s Name:

1. Howoldareyou?_ 4 Circle one: (Right Handed pr Left Handed Male or female )

3. In today’s interview and examination will you be needing the assistance of an interpreter?

o Yﬂ,@ﬂv&wlm is the interpreter’s Name: r ’ P
And what is their company’s Name:
EMPLOYMENT HISTORY:

1. What is your employer’s name: Q. S'Dgg%:- vo Coonhy MQS%u,bd Vecksr Gowtrol

2. When did you start working for this company? (-[~Q_OO"'/
CURRENT EMPLOYER JOB DUTIES:

1. What is your occupation? (X SYyicecha a Pl akhe/ Tzeh T
2. According to you which of the following activities were required by your position?
- Mtosit Hstand [ walk [{bend [Rpush [Fpull [Areach [X] work above shoulder level,
(] Constant usage of the upper [5] extremities/lower extremities [X] kneel [H climb [X] lift
_ Cﬁmmmdnmammnliﬁedwaswto_s_o_pum
CURRENT WORK STATUS:
1-Are you by. this company at this time?

2-Are you

% If not when was the last day you worked? __ A/A
HISTORY OF INJURY:
1-How did you injured yourself (please give details)

YO\ \ Q Do TBR=1" MW aYal (04 . a0 an (1IN CJ.VM./\(
QN _Yon( LS \ QLK Q3 g 1 110 P e 0N
s nek koo of Satii.at ‘H’\ub -pcm I Wad Lo temgeddors

B

.- 2\\{\3 A Soxdel hacac0 it éDwx'Q‘a_mi’ 3‘\&\\.1 0717071
2. What body parts did you suffer injuries to from this accident?

[(JHead [JNeck [JUpperBack [JMidBack []LowerBack

O shoulderR/L  [JAmR/L [JEbowR/L [JWristR/L []HandR/L
OJLegR/L RIKne®)L [JAakieR/L [JFoot KJOther my Lt Due

a:\‘cjth 1S Steding o b ofRketd +o Com Pen ST

VT U\N\ L alvo e emolional TsSieo
_’__’\‘{J BN + n\s\,«/\% .
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Page 3 of 7
Patient’s Name:

}W“mmﬂ"ﬁﬁ:”m“m C - , ‘\AXS A‘Q 30u,(v\wv\\’ cxb&.\/\c,l.a_,s

4-Did you continue to work your shift?

[Aves/[INo if no, did you go home? [JYes /[ INo
5-Where did you go after the injury?

[JHome [ Hospital [F<Company’s Clinic [ other:

6-Were ypu send to the doctor?
S es/[JNo lfyu.myounarﬁ,&omday [Jthenextday [ other:
7-What doctors did you see?

[ Chiropractor [] Orthopedic [F} General Practitioner &m_SM%u)n

8 What kipd of treatment was provided?

&NW' O)Brace [Jinjections 73 Therapy i e
0V K o gy i you rceive s for b ong?

[ Physical Therapy # of sessions: _(y\ounA

[J Chiropractic Therapy # of sessions:

(J Acupuncture Therapy # of sessions:
10-Did you have any diagnostic

[Jyes/[C] No if yes, what type of
- é:m'%%amumTaam
2 sl medicd Rl
Whubodypuﬂj’\(?_\‘\ﬁ-\f_ynap

I-Amyay working?
es/ If ing for the
E{?;;céo;workmgo: same company?

o
lfno,wlmisthcmeofthocompanyyoumamuﬁyworkingfor,whn
isyomjobﬁﬂz,d&ofunpbymandbﬁaﬂydamhthejobmd
physical duties?

2-Are you ing under light duty and with restrictions?
Yes /[N No If yes what are you restricted from: ‘
Efgendins lﬁ?mopins [ Squatting [] Twisting [] Tuming
() Pushing []Pulling [] Prolonged standing, walking, sitting.
3 Qv Now %&J\ Pm \\m\\« dgLA\;LLCQ W\‘»‘ Q_W\p‘ol—y/\.

gty dis ol ok e _usaraatons <
*:‘i’ Somiaiee  paice I“‘ ey Ay Vj\)(%ou* the Yean



Page 4 of 7
Patient’s Name: WQQM QV\C,QlABO'Y'\
B-beummmﬂynotworkingwhenwasdwlutdayyoum'ked? NA

#lfyoumwnmﬂynotvmkingmyouondisabiﬁtﬂ NA
[J Yes/[INo If yes, what doctor placed you on disability and for
how long?
5- Are you receiving disability benefits? NA
[ Yes/[INo If yes, is it from the EDD (State Disability)
Workers compensation insurance carrier?

PRESENT COMPLAINTS:
;dm%wmmmmﬂmﬂmmﬂmﬂmmaﬂdomqm
p ;

2-Where do you have pain?
[] Head d:zcx [JUpper Back {Mid Back %] Lower Back [SJ Shoulder R /L
(JAmR/L [JEbowR/L [JWristR/L [(JHand R/L [JLegR/L
M Knee®AD [JAnkieR/L [JFootR/L []Other:

3-On a scale 1-10 how do you rate your pain? 3-71

4-Does pain radiate 10 your arms? (Please choose whick appi)
es/[RNo If yes, does it radiate to which arm [ J L /[ R or [ ] both.

5-Does yvur paii travel to your legs? (Please choose whick apply)
es/[JNo If yes, does it radiate to which leg [J L /[] R or [{ both

6-Do you have any tingling? (1 Wt Lirue
KYes/[INo lfyu,?huadoyouluvcitDArmsDLegsD!-MorDFeu

7-Do you have numbness? (Please choose which appiy)
[JYes/XINo If yes, where do you have it [] Arms [] Legs [] Hands or [] Feet

8-Do you have any weakness? (Please choose whick appty) (« QLY K
Dd¥es/CINo  If yes, where do you have it [T Arms 7] Legs [ Hands or [] Feet

9-Do you have any complaints of bowel orbhdderproblam?m-nam-mm

[(OYes/XNo
10-Has in {
Evarire
= Ifya.ithuceuedwithwhiehoftheﬁﬂowinﬂm-muum)
fRest [§ Medication [JHeat [Fice ) Elevation [J Bracing
- [ Compression [] other: CWAC si

Ifnotwhslmaggmvmthcpain? (Please choose which apply)




Page 5 of 7

Patient’s Name: “r wavw[ Ondarson |
[] Bending (& -Prolonged standing (] Prolonged sitting (] Reaching
E8-Prolonged walking [ Stooping [ squatting (] kneeling
I;ICOushins [J sneezing [] lifting [Jcarying [JBearing down

1-Have you had ptcviouspmblqnswid:memunbodypaminjmed?

Sfaf&o If yes explain:
z.Hm had i velncleleadm?
“/&?w@mﬁyﬂw o W — A\icl ralian b‘-/\f) (an omelel
v V"\b\_ Comp Uil aancl M ewmQ
S L

AN o Hhe ©OF, 1 1)
3industrial Injuries: o e ' Decawtasn 17,1
Have you had prior industrial related injuries?
s ﬁa/%o - Ifyes explain:
4-Non-Industrial Injuries: ‘
A-Have had any prior non-industrial injuries? g .
EW;/DNO If yes explain: ‘S[\)’\a;:\u‘j ale When L was tn "5‘5’.03

B-Prior to the above industrial injury, were you in a good physical condition?
BB¥es/[INo If yes explain:

oym:.o OC

S-Allergies:
Do you have any known allergies to medications?
m@yes/ If yes explain: ‘\'O*Pn\\QMA ot dusts Sl'\‘ﬁ-\r “o

Doywmahnmadmyoﬂbfollowhg (MMMM%M#M.

hypertension, collagen disease, cancer or other ) OYes
2-Current Medications:
Are you currently taking any medications?
WYes/ONo  If yes explain: > .\ AlncCeaan n__Q@énso~
You had any
WYes/ONo  Ifyes explain: )
4-Hospitalization:
Have you ever been for any treatment?

mxﬂﬂmmm
1-What is your date of birth? ?, o sty L \Qﬁ O

2-Is mother alive?
ol \)c,b



Page 6 of 7
Patient’s Name: |- ng,,\u\ Qwndins e ks

yes/[INo Anybealdlpmblam?ﬂi%}’m/ng Ao in mm

H’ngm Do N-Px
o es/ Any health problems?
4-How many brothers do you have? £2
5-How many sisters do youhave? (O
6-How many children do you have? 2
7-Is there a family history of:

[0 Cancer [[]Heart disease [ ] Diabetes [] hypertension [] other: AB*
8-Alcohol:
Do you drink ?

[JYes/

If yes, how often? [ ] Occasionally [ Socially []Rarely [J Moderately

9-Tobacco: ‘
Do you smoke?

[CJYes/[ANo

If yes, how often? [ ] Occasionally [ Socially [ Rarely ] Moderately

Please mark activities you have difficuity performing which were caused by this injury:

L B4

L Pmp-hgmoah LT outtrash [JShowering
yourae?BCloam

[OMaking bed  [] Eating Doing laundry Dressing




Page 7 of 7
Patient’s Name: Tj}? Qe Condlenso~

wmlnmmmmmmwmmdmum(thm

1. Problems of Difficulty Sleeping? [(JYes/[INo

zExpmencmaAm«y,m:m.sm Bves/[INo

3. Experienced Pain for more than two weeks? BYes /[ INo

4. Experiencing Headaches or Dizziness? BAYes/[INo

5. Experienced Weight Gain (Metabolic Disorder) ? (Jyes/[@No

6. Problems going to the bathroom/ loss of control? [Jes/&No
(Urmtnon,Defwauon.m)(Inoonunence)

7. Problems with Sexual Function? [JYes/[XNo
(Perfoammoe.Drive,E:ecﬁon,Lubﬁeaﬁon,ac.)

8. Do you have any scarring on the skin from Myes/[No =67 HisSur
Your Industrial Injury? josidle Ko

9. Do have High Blood Pressure, Cardiovascular Problems, [JYes/[INo
Strokes?

If You Are Already Taking Medication FOR YOURINJURY,HaveYouExperimed:
. Loss of Concentration, memory (cognitive impairment)? COyes/[FNo

2. Upset Stomach / Acid Reflux from medications? (Yes/ o
(Gastro Esophageal Impairment)

Any other Problems?
PHYSICAL EXAMINATION:

How tall zr# you? .- ’ Sfeet _ inches

How much do you weight? IS Ibs
mmumua—-mmm»mmdnyw

‘_lrﬁ.&——/ H-23-0
s Signature Date WcNm(Uanhbh)

Lhnkmbrhﬂqwdmbﬂﬁ&q%“mhnmqmunubﬂ




