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Roland – Morris Questionnaire
DATE:____________

Please read instructions: 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 change position frequently to try to get my back comfortable.

[  ]
I walk more slowly than usual because of my back.

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

[  ]
Because of my back, I use a handrail to get upstairs.

[  ]
Because of my back, I lie down to rest more often.

[  ]
Because of my back, I have to hold on to something to get out of an easy chair.

[  ]
Because of my back, I try to get other people to do things for me.

[  ]
I get dressed more slowly than usual because of my back.

[  ]
I only stand up for short periods of time because of my back.

[  ]
Because of my back, I try not to bend or kneel down.

[  ]
I find it difficult to get out of a chair because of my back.

[  ]
My back is painful almost all of the time.

[  ]
I find it difficult to turn over in bed because of my back.

[  ] 
My appetite is not very good because of my back.

[  ]
I have trouble putting on my sock (or stockings) because of the pain in my back.

[  ]
I can only walk short distances because of my back pain.

[  ]
I sleep less well because of my back.

[  ]
Because of my back pain, I get dressed with the help of someone else.

[  ]
I sit down for most of the day because of my back.

[  ]
I avoid heavy jobs around the house because of my back.

[  ]  
Because of back pain, I am more irritable and bad tempered with people than usual.

[  ]
Because of my back, I go upstairs more slowly than usual.

[  ]
I stay in bed most of the time because of my back.

Score: _____________/24__​​​​​​​​___         

(Continue on Back)
_____________________________________________________________________________________________________________________
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Pain Distribution Diagram & Visual Analog
Draw the location of your pain,
tingling, numbness or other symptoms on these diagrams.

Please label the type of symptoms. 
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	Analog Pain Scale
	The worst pain felt 

this week
	The best that I have felt this week
	My average pain for the week
	How I feel now

	
	         /10
	         /10
	         /10
	         /10


Patient Signature________________________________________________Date___________

Print Name____________________________________________________________________
