
 
9194 Red Branch Road Suite J 

Columbia, MD 21045 
Phone: 410-997-2585 

Fax: 410-997-2586 

www.performanceptandsport.com 

 

Oswestry Disability Questionnaire 
 

Patient Name ___________________________________________________ Date: _____________________ 

 
This questionnaire has been designed to give your therapist information as to how your back or leg pain has affected your ability to manage in 

everyday life.  Please answer every section and mark in each section only the box that applies to you.  We realize you may consider that two of the 

statements in any one section relate to you but mark the box that most clearly describes your problem. 

 

 
 

Pain Scale: Please place TWO circles on the scale below, one for your pain level at its worst in the last 48 hours and the other for your pain level at 

its best in the last 48 hours. (If you have had instances of no pain, circle 0 for best) 
__________________________________________________ 

0        1        2        3         4         5         6        7         8         9       10 
Score: ____/100 = ______% 0 = No pain                   5 = Makes you stop what you are doing              10 = Worst Pain imaginable, need to go to ER                                                                                                   
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