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	QUESTIONNAIRE ON MUSCULOSKELETAL DISORDERS:LUMBAR SPINE, UPPER AND LOWER LIMBS


Physician___________________________________                              Date  ________________________      
	Hospital/Nursing home
	Ward
	Profession 



	Seniority in the current ward (years)  _____
	Professional Seniority (years) ______

	Surname
	Name

	Year of birth _______
	 Gender       (  M       ( F
	Weight  Kg _______       Height cm _________

	Physical activity: none or sporadic (< 1 time/week) (        Regular(2-3 times/week) (        Intense  (> 3 times/week) (

	Exposed to :  Manual Handling of loads (  YES       Manual Patient Handling (   YES                                   ( NO     

	Work Indications for  Manual Patient Handling   (  YES                     (  NO                     

	If Yes:  LUMBAR SPINE DISORDERS   (
	UPPER LIMB DISORDERS  (
	KNEE DISORDERS    (    
	Other  (

	SICK LEAVES (due to any disorders) IN THE LAST 12 MONTHS: N° days___________


LUMBAR SPINE
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	PAIN IN THE LAST 12 MONTHS  (  NO   (  YES      

WHEN DID IT START? (YEAR) ________

	
	Positive Threshold       (  NO   (  YES  

	
	Positive Threshold when : 
	Constant pain/disconfort   (ALMOST EVERYDAY)

or
Intermittent pain with at least: 

3-4 episodes lasting 2-3 days 

10 episodes lasting 1 day or 8 episodes lasting 2 days
 2 episodes lasting  30 days / 1 episode lasting 90 days

	
	IRRADIATION
	 (  NO                        (  LOWER LIMB (R)                         (  LOWER LIMB (L)

	
	SICK LEAVES (due to LUMBAR SPINE disorders) IN THE LAST 12 MONTHS: N° days _____


	ACUTE LOW BACK PAIN (A.L.B.P.)      (  NO         (  YES
A.L.B.P.: is an episode of acute pain in the lumbar region that  does not allow flexion, inclination and rotation, requiring bed rest.  Pain lasts at least 2 days (or one if under medical treatment). These episodes must require BED REST or ABSENCE FROM WORK (if occurring during working days)

	Total n° of acute episodes _______      
	Year of 1° episode        ____________________

	n° acute episodes in the last year ________
	Irradiated to one or both lower limbs (  yes    (  no

	SICK LEAVES (due to ACUTE LOW BACK PAIN) IN THE LAST 12 MONTHS: N° days ____________


	“KNOWN” LUMBAR SPINE DISORDERS:  


	DIAGNOSED (YEAR)
	SURGERY INTERVENTION

	
	MRI/CT
	X-ray
	

	 (  HERNIA 
	YEAR ________
	
	YEAR ________

	 (  DEGENHERATIVE DISC DISEASES
	YEAR ________
	YEAR ______
	YEAR ________


SHOULDER   
	PAIN IN THE LAST 12 MONTHS    ( NO                 YES  (                                          

WHEN DID IT START? (year) _________
	R
	L

	

	With reference to the disorders/pain reported::

·  Medication has been taken
· Phisical therapy
·  Orthopedic examination 

· X-ray/ ultrasound examination/ MRI 
	Pain when moving
	(
	(

	
	
	Pain when resting
	(
	(

	
	
	Positive Threshold     (  NO   (  SI          

Positive Threshold when :  Constant /disconfort   pain or
Intermittend pain with at least: 

 (1 week of pain in the last 12 months or
At least once a month in the last 12 months)
	R
(
	L
(

	SICK LEAVES (due to SHOULDER PAIN) IN THE LAST 12 MONTHS: N° days __________________________


LOWER LIMBS (KNEE)
	KNEE PAIN IN THE LAST 12 MONTHS    ( NO                 YES  (                                          

WHEN DID IT START? (year) _________
	R
	L
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	With reference to the disorders/pain reported::

·  Medication has been taken
· Phisical therapy
·  Orthopedic examination 

·     X-ray/ ultrasound examination/  MRI
	Pain when going up or down stairs
	(
	(

	
	
	Pain when kneeling

Pain when squatting
	(
	(

	
	
	
	(
	(

	
	
	Positive Threshold     (  NO   (  SI          

Positive Threshold when :  Constant /disconfort   pain or
Intermittent pain with at least: 

 (1 week of pain in the last 12 months or
At least once a month in the last 12 months)
	R
(
	L
(

	SICK LEAVES (due to KNEES PAIN OR DISORDERS) IN THE LAST 12 MONTHS: N° days:________________


	INJURIES
	“KNOWN” DISORDERS
	DIAGNOSIS

	Shoulder
	year _________
	Shoulder
	year _________
	

	Knee
	year _________
	Knee
	year _________
	


	DIAGNOSTIC CONCLUSIONS


	

	


PHYSICIAN’S SIGNATURE   ________________________________________                                  Date _________________
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