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Progress Exam Questionnaire 
 
What types of changes you are experiencing as your body begins the natural healing process.  
 
Patient Name: ____________________________________________    Date: _____/_____/_____ 
 

HOW ARE YOU DOING: 
 

Have you noticed ANY IMPROVEMENTSANY IMPROVEMENTSANY IMPROVEMENTSANY IMPROVEMENTS in the following: 
 

�  Sitting                                   �  Stooping                                �  Climbing                          �  Lifting  

�  Standing                                �  Driving                                  �  Bending                           �  Sleeping  

�  Housework? _______           �  Sports/Recreation                  �  Flexibility & Mobility     �  Pain Management                        

�  Reaching                               �  Other Activities:__________________________________________________ 

 

 

Tell us about any changes that you have noticed since beginning care:changes that you have noticed since beginning care:changes that you have noticed since beginning care:changes that you have noticed since beginning care:    

 

Physical Changes 

 

 

 

 

Which activities are still limited due to this injury? 

 

 

 

 

Emotional Changes- Energy & Stress Levels 

 

 

 

 

Health Changes 

 

 

 

Your Health Progress 
    

Your improvement so far is…Your improvement so far is…Your improvement so far is…Your improvement so far is…    
    

 

�   Taking longer than expected             �  Progressing as expected               �  Occurring faster than expected 

 

Other Side----�  



Pain Intensity: 

 

1.)  Please circle the appropriate # that describes your present pain level 

2.)  Indicate how frequent the pain is throughout the day 

 

Area of pain Normal Mild Moderate Severe How frequent is your pain 

none        half day        all day 

Neck 0     1 2    3    4 5    6    7 8    9    10 0-----------50%-----------100% 

Headaches 0     1 2    3    4 5    6    7 8    9    10 0-----------50%-----------100% 

Mid back Pain 0     1 2    3    4 5    6    7 8    9    10 0-----------50%-----------100% 

Low back pain 0     1 2    3    4 5    6    7 8    9    10 0-----------50%-----------100% 

Hip(s)                 Lt  Rt 0     1 2    3    4 5    6    7 8    9    10 0-----------50%-----------100% 

Shoulder(s)        Lt   Rt 0     1 2    3    4 5    6    7 8    9    10 0-----------50%-----------100% 

Arm(s)                Lt  Rt 0     1 2    3    4 5    6    7 8    9    10 0-----------50%-----------100% 

Leg(s)                 Lt  Rt 0     1 2    3    4 5    6    7 8    9    10 0-----------50%-----------100% 

Other:                 Lt Rt 0     1 2    3    4 5    6    7 8    9    10 0-----------50%-----------100% 

 
Staff Notes :              
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
               
                
 
 

 
Examiner Signature :     



Lemire Chiropractic Spine & Sport, Inc 
(NDI/ Neck Disability Index) 

 

Patient Name: ____________________________________________________  Date: _________________ 

Please read:  This questionnaire is designed to give the doctor information as how your neck pain has affected your ability to manage 

everyday life.  Please answer each section and mark only the ONE box that applies to you. 

 

SECTION 1-PAIN INTENSITY 

�  I have no pain at the moment. 

�  The pain is very mild at the moment. 

�  The pain is moderate at the moment. 

�  The pain is fairly severe at the moment. 

�  The pain is very severe at the moment. 

�  The pain is the worst imaginable at the moment. 
 

SECTION 2-PERSONAL CARE  

�  I can look after myself normally, without causing 
extra pain. 

�  I can look after myself normally, but it causes extra 
pain. 

�  It is painful to look after myself and I am slow and 
careful. 

�  I need some help, but manage most of my personal 
care. 

�  I need help every day in most aspects of self care. 

�  I do not get dressed; I wash with difficulty and stay 
in bed. 

 

SECTION 3-LIFTING 

�  I can lift heavy weights without extra pain. 

�  I can lift heavy weights, but it gives extra pain. 

�  Pain prevents me from lifting heavy weights off the 
floor, but I can manage if they are conveniently 
positioned, for example, on a table. 

�  Pain prevents me from lifting heavy weights off the 
floor, but I can manage light to medium weights if 
they are conveniently positioned. 

�  I can lift very light weights. 

�  I cannot lift or carry anything at all. 
 

SECTION 4-READING 

�  I can read as much as I want to, with no pain in my 
neck. 

�  I can read as much as I want to, with slight pain in 
my neck. 

�  I can read as much as I want to, with moderate pain 
in my neck. 

�  I can’t read as much as I want, because of moderate 
pain in my neck. 

�  I can hardly read at all, because of severe pain in my 
neck. 

�  I cannot read at all. 
 

SECTION 5-HEADACHES 

�  I have no headaches at all. 

�  I have slight headaches that come infrequently. 

�  I have moderate headaches that come infrequently. 

�  I have moderate headaches that come frequently. 

�  I have severe headaches that come frequently. 

�  I have headaches almost all the time. 
 
 

SECTION 6-CONCENTRATION 

�  I can concentrate fully when I want to, with no 
difficulty. 

�  I can concentrate fully when I want to, with slight 
difficulty. 

�  I have a fair degree of difficulty in concentrating 
when I want to. 

�  I have a lot of difficulty in concentrating when I 
want to. 

�  I have a great deal of difficulty in concentrating 
when I want to. 

�  I cannot concentrate at all. 
 

SECTION 7-WORK 

�  I can do as much work as I want to. 

�  I can do my usual work, but no more. 

�  I can do most of my usual work, but no more. 

�  I cannot do my usual work. 

�  I can hardly do any work at all. 

�  I can’t do any work at all. 
 

SECTION 8-DRIVING 

�  I can drive my car without any neck pain. 

�  I can drive my car as long as I want, with slight pain 
in my neck. 

�  I can drive my car as long as I want, with moderate 
pain in my neck. 

�  I can’t drive my car as long as I want, because of 
moderate pain in my neck. 

�  I can hardly drive at all, because of severe pain in 
my neck. 

�  I can’t drive my car at all. 
 

SECTION 9-SLEEPING 

�  I have no trouble sleeping. 

�  My sleep is slightly disturbed (less than 1 hr 
sleepless). 

�  My sleep is mildly disturbed (1-2 hrs sleepless). 

�  My sleep is moderately disturbed (2-3 hrs sleepless). 

�  My sleep is greatly disturbed (3-5 hrs sleepless). 

�  My sleep is completely disturbed (5-7 hrs sleepless). 
 

SECTION 10-RECREATION 

�  I am able to engage in all my recreation activities, 
with no neck pain at all. 

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

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

�  I am able to engage in few of my recreation 
activities, because of pain in my neck. 

�  I can hardly do any recreation activities, because of 
pain in my neck. 

�  I can’t do any recreation activities 



Lemire Chiropractic Spine & Sport Inc 
 

Low Back Pain and Disability Questionnaire 

(Modified Roland-Morris) 

 

 

 

Name __________________________________________  Date ___________________ 

 

When your back hurts, you may find it difficult to do some of the things you normally do.  

Mark only the sentences that describe you today. 

 

 

�  I stay at home most of the time because of my back 

�  I walk slower then usual because of my back 

�  Because of my back, I am not doing any jobs that I usually do around the house 

�  I avoid heavy jobs around the house because of my back 

�  Because of my back, I use a handrail to get upstairs  

�  Because of my back, I go upstairs more slowly then usual 

�  Because of my back, I lie down to rest more often 

�  Because of my back, I have to hold onto something to get out of an easy chair 

�  Because of my back, I try to get other people to do things for me 

�  I stand up only for short periods of time because of my back 

�  Because of my back, I try not to bend or kneel down 

�  My back or leg is painful almost all of the time 

�  I find it difficult to turn over in bed because of my back 

�  I get dressed  slower than usual because of my back 

�  I have trouble putting on my socks (or stockings) because of my back 

�  I sleep less  because of my back 

�  Because of my back pain, I am more irritable and bad tempered with people then 

usual 

 

Score ________________ 

 

Thank you for your cooperation. 

 


