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LOW BACK
The Proponent Agency is MCXC-DOR-PT
LOW BACKThe Proponent Agency is MCXC-DOR-PT
MODI
 This questionnaire has been designed to give your therapist information as to how your back pain has affected your ability to manage in everyday life. Please answer every question by placing a check in the box that best describes your condition today. We realize you may feel that two of the statements may describe your condition, but please check only the box which most closely describes your current condition. If you have any questions while completing this form please wait for your physical therapist.
MODI This questionnaire has been designed to give your therapist information as to how your back pain has affected your ability to manage in everyday life. Please answer every question by placing a mark on the line that best describes your condition today. We realize you may feel that two of the statements may describe your condition, but please mark only the line which most closely describes your current condition. If you have any questions while completing this form please wait for your physical therapist.
Pain Intensity
Pain Intensity
Personal Care (Washing, Dressing, etc.)
Personal Care (Washing, Dressing, etc.)
Lifting
Personal Care (Washing, Dressing, etc.)
Walking
Walking
Sitting
Sitting
(0-100%)
(0-100%)
Standing
Standing
Sleeping
Sleeping
Social Life
Social Life
Traveling
Traveling
Employment/Homemaking
Employment/Homemaking
/50 
/50
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WAMC FORM 311, JAN 2020
Fill out the reverse side of this form
Fill out the reverse side of this form
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FABQ
Here are some of the things which other patients have told us about their pain. For each statement please check the box from 0 to 6 to say how much do physical activities such as bending, lifting, walking or driving affect or would affect your back pain.
FABQHere are some of the things which other patients have told us about their pain. For each statement please check the box from 0 to 6 to say how much do physical activities such as bending, lifting, walking or driving affect or would affect your back pain.
Completely  Disagree
Completely Disagree
Unsure
Unsure
Completely  Agree
Completely Agree
1. My pain was caused by physical activity
1. My pain was caused by physical activity
2. Physical activity makes my pain worse
2. Physical activity makes my pain worse
3. Physical activity might harm my back
3. Physical activity might harm my back
4. I should not do physical activities which      (might) make  my pain worse
4. I should not do physical activities which     (might) make  my pain worse
5. I cannot do physical activities which     (might) make my pain worse
5. I cannot do physical activities which    (might) make my pain worse
The following statements are about how your normal work affects or would affect your back pain.
The following statements are about how your normal work affects or would affect your back pain.
Completely  Disagree
Completely Disagree
Unsure
Unsure
Completely  Agree
Completely Agree
6. My pain was caused by my work or by     an accident at work
6. My pain was caused by my work or by    an accident at work
7. My work aggravated my pain
7. My work aggravated my pain
8. I have a claim for compensation for my pain
8. I have a claim for compensation for my pain
9. My work is too heavy for me
9. My work is too heavy for me
10. My work makes or would make my pain worse
10. My work makes or would make my pain worse
11. My work might harm my back
11. My work might harm my back
12. I should not do my normal work with my present pain
12. I should not do my normal work with my present pain
13. I cannot do my normal work with my present pain
13. I cannot do my normal work with my present pain
14. I cannot do my normal work until my pain is treated
14. I cannot do my normal work until my pain is treated
15. I do not think that I will be back to my normal work       within 3 months
15. I do not think that i will be back to my normal work      with in 3 months
16. I do not think that I will ever be able to go back to        that work
16. I do not think that I will ever be able to go back to       that work
Please rate the overall condition of your injured body part or region FROM THE TIME THAT YOU BEGAN TREATMENT UNTIL NOW (check only one):
Please rate the overall condition of your injured body part or region FROM THE TIME THAT YOU BEGAN TREATMENT UNTIL NOW (check only one):
GROC (MCID 3)
GROC (MCID 3)
PASS
PASS
Taking into account all the activities you have during your daily life, your level of pain, and also your functional impairment, do you consider that your current state is satisfactory?
Taking into account all the activities you have during your daily life, your level of pain, and also your functional impairment, do you consider that your current state is satisfactory?
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GROC (MCID 3)
Fill out the reverse side of this form
out of 96 (MCID 13)
out of 96 (MCID 13)
COLUMN TOTALS:
COLUMN TOTALS:
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