Please tell us your age: Years And are you: |:| Male |:| Female

How many years of school have you completed? Please X the box to the left of the number of years of school you have had.

10203040506 070809010 011 12 013 14 15 [J16 017+
------------ Grade School - ------- -----High School----- -------College------- Post college or Other

Please tell us your [ ] White, not of hispanic origin [ ] Asian or Pacific Islander [ ] American Indian or Alaska Native
ethnic background: [ ] Black, not of hispanic origin [ ] Hispanic [ ] other

Current marital status? [_| Never Married [ ] separated [ _] Widowed [ ] Remarried after divorce
(check one) [ ] Married [ ] Divorced [ ] Remarried after death of spouse

Currently, what is your main form of work? |:| Paid Work |:| Housework |:| Student |:| Retired |:| Unemployed |:| Disabled
(mark only one)

Did you ever stop working permanently or retire early because of your arthritis or other pain? |:| Yes |:| No

In your lifetime have you EVER received Social Security Disability (Medicare disability) payments?
This is NOT the same as Social Security retirement. This is a payment because you are disabled. |:| Yes |:| No

CURRENT HEALTH PROBLEMS

Please put an X in the first column if you have this problem now. If you have had the problem in the past, put an X in the second column.

Health Problem I have had Il il Health Problem I have had this | | had this
this in the problem in in the last 6 problem in
last 6 months | the past months the past

High blood pressure Cataract

Heart Attack Asthma

Other heart condition Severe allergies

Stroke Liver problem

Depression Gallbladder problem

Mental lliness Ulcers

Diabetes Other stomach problem
Neurological problem (like

Cancer seizures, Parkinson's disease,

multiple sclerosis, etc.)

Fractures of the spine/hip/leg
Thyroid or endocrine disorder

Problems with prostate (men)
Uterus, ovaries, etc. (women)

Alcohol or drug problem
Kidney problem
Lung problem

OO doddodld
OO0 4oy dood
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. If you are stiff when you get up in the morning, about how long does the stiffness last? .

|:| No stiffness |:| Less than 30 min |:| 30min-1hr |:| 1-2 hrs |:| 2-4 hrs |:| 4-8 hrs |:| More than 8 hrs

During the PAST 6 MONTHS have you had any of the following symptoms?
If none apply, place an X here: []

‘ MUSCULOSKELETAL ‘ ‘ HEAD, EYES, EARS, NOSE, MOUTH, THROAT
|:| Swelling of hands, legs, feet or ankles (not due to arthritis) |:| Blurred vision or problems focusing
|:| Joint pain |:| Dry eyes
|:| Numbnessi/tingling/burning |:| Ringing in ears
|:| Joint swelling |:| Hearing difficulties
|:| Low back pain |:| Mouth sores
|:| Muscle pain |:| Dry mouth
|:| Weakness of muscles |:| Loss, change in taste
|:| Neck pain |:| Headache

| GASTROINTESTINAL TRACT [] Dizziness
[ ] Loss of appetite [] Faintness

[ ] Nausea [ ] vomiting [ ] Fever

[[] Heartburn | NEUROLOGICAL AND PSYCHOLOGICAL
|:| Indigestion or belching

|:| Trouble thinking or remembering
|:| Pain or discomfort in upper abdomen (stomach) |:|
Depression

[] Liver problems [] insomnia

|:| Pain or cramps in lower abdomen (colon) |:| Nervousness

|:| Diarrhea (frequent, explosive watery bowel movements, severe) D Seizures or convulsions

|:| Tiredness (fatigue)
|:| Constipation

‘ CHEST, LUNGS AND HEART

|:| Black or tarry stools (not from iron)
[ ] Wheezing (asthma)

|:| Chest pain

|:| Irritable bowel syndrome

| SKIN
|:| Yellow skin or eyes (jaundice) D Shortness of breath
[] Easy bruising | URINE AND KIDNEYS
|:| Hives or welts |:| Protein in the urine
|:| Loss of hair |:| Blood in the urine
|:| Itching |:| Other kidney problems
|:| Red, white and blue skin.color changes in fingers ‘ SO0

on exposure to cold or with emotional upset

|:| Rash |:| Low white count
[ ] Fluid-filled blisters [ ] Low platelets
|:| Sun sensitivity (unusual skin reaction, not sunburn) |:| Low red blood count (anemia)

Draft

_ LTER




We are interested in learning how your illness affects your ability to function in daily life.
Place an X in the box which best describes your usual abilities OVER THE PAST WEEK:

Without Any With Some With Much Unable
Difficulty Difficulty Difficulty To Do
Are you able to: 0) 1) @) &)
Stand up from a straight chair? O] ] Il ]
Walk outdoors on flat ground? ] ] ] | -
(D)
Get on/off toilet? ] | ] |
Reach and get down a 5 pound object (such as a bag —_
of sugar) from just above your head? O O O O (A)
Open car doors? ] | ] |
Do outside work (such as yard work)? H ] ] H
(E)
Wait in a line for 15 minutes? ] ] ] |
Lift heavy objects? ] | ] |
: (W)
Move heavy objects? ] | ] |
Go up two or more flights of stairs? O] ] O] ]

We are interested in knowing about any problems that you may have been having with fatigue. How much of a problem has
fatigue or tiredness been for you IN THE PAST WEEK? Place an X in the box below that best describes the severity of your
fatigue on a scale of 0-100.

0 100
FATIGUE IS NO FATIGUE IS A
PROBLEM boooooooooddoibdodooiodn o sseRrRoBLEM

JOINT/BODY PAIN

Please indicate below the amount of pain and/or tenderness you have had over THE PAST 7 DAYS in each of the joint and body areas
listed below. Please make an X in the box that best describes your pain or tenderness. Be sure to mark both right side and left side
separately. If you have had no pain or tenderness in a particular joint or body part, mark "None." There should be an answer for every joint
or body part listed.

JOINTS None Mild Mod Severe OTHER BODY AREAS None Mild Mod  Severe
Shoulder, Lt. O O O O Upper arms, Lt. O O O 0
Shoulder, Rt. O O O O Upper arms, Rt. O O O O
Hip, Lt. O O O | Lower arms, Lt. O O O O
Hip, Rt. O O O O Lower arms, Rt. o o O a
Jaw, Lt. O O O O Upper leg, Lt. [ [ o =
Jaw, Rt. O O O O Upper leg, Rt. O O O O
Lower Back O O O O O O [ [

Lower leg, Lt..
Upper Back O 0 O 0 Lower Ieg, Rt. . . O O
Neck O O O O
Head 0 n n n Chest O O O O
Abdomen O O O O

We are also interested in learning whether or not you are affected by pain because of your illness.
How much pain have you had because of your illness in the past week? Place an X in the box that best describes the severity of
your pain on a scale of 0-100.

0 100
NoPAN O O0OODODOOOOOOOODOODODOOOQO SEVEREPAN
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Considering ALL THE WAYS THAT YOUR ILLNESS AFFECTS YOU, RATE HOW YOU ARE DOING on the following scale. Place an X
in the box below that best describes how you are doing on a scale of 0-100.

VERY 0 100 VERY
WELL 000000000000 OOOODOO0OOO0OO POOR

How much of a problem has sleep (i.e. resting at night) been for you IN THE PAST WEEK? Place an X in the box below that best
describes how much of a problem sleep has been for you on a scale of 0-100.

steepisno O 100 SLEEP IS A MAJOR
PROBLEM OO0 O0OO0O0O0O0DO0OOo0DO0O0Oo0DOoODOoOOoOOoOoOooOooad PROBLEM

These questions are about how you feel and how things have been with  pj of Most | Agoodbit| Some | Alittle None
you during the past month. For each question, please give the one the ofthe | of the of the of the of the
answer that comes closest to the way you have been feeling. How time time time time time time

much of the time during the past Month:

Have you been a very nervous person?

Have you felt so down in the dumps that nothing could cheer you up?

Have you felt downhearted and blue?

[]
[]
Have you felt calm and peaceful? |:|
[]
[]

O O0oon
O O0oon
O O0oon
O O0oon
O O0oon

Have you been a happy person?

How much trouble have you had with your stomach (i.e., nausea, heartburn, bloating, pain, etc.) in the past week? Place an X in the
box that best describes the severity of your stomach problems on a scale of 0-100.

NO
stowach O o STowAcH
PROBLEMS ooboooobobooboooboooooboaon0oad PROBLEMS

How satisfied are you with your HEALTH NOW?
|:| Very satisfied |:| Somewhat satisfied |:| Neither satisfied nor dissatisfied |:| Somewhat dissatisfied |:| Very dissatisfied

FOR PHYSICIAN'S USE ONLY

TP Count:

Primary Diagnosis:
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