MUSCULOSKELETAL DISORDER: EVALUATION FORM


Organization:

DR. DEEPAK SHARAN                                                                                                          Today’s date:  

Name:
Age (in years):

E-mail: Work                                                Personal
Phone No. (preferably mobile):


Job designation:
No. of years in the present job:

Duration of computer use (years):
Hours spent on the computer daily:

Dominant hand: Right / Left
Desktop / Laptop
The following questions are being asked to assess your predisposition to Computer Related RSI. Your responses will be held in the strictest confidence. Please ensure that all the questions are answered.

Please tick the correct answer:

1. Do you get pain or discomfort while or shortly after working?


Yes O

No O

2. Does your pain disappear completely when you stop working?


Yes O

No O

3. Does your pain disappear completely by next morning?



Yes O

No O

4. If you have your Sunday off, are you completely pain-free on Monday morning?
Yes O

No O

5. Do you find yourself stretching/massaging after a few hours of keyboard work? 
Yes O

No O



6. Have you switched hands for certain computer tasks, e.g., using left hand for mouse?
Yes O

No O



7. Have you got less strength in your arms or hands?



Yes O

No O


8. Do you get strain/fatigue/watering of the eyes when you work?


Yes O

No O



9. Have you ever had to take time off work because of any of the above complaints? 
Yes O
 
No O



10. Do you exercise regularly?






Yes O
  
No O


11. When sitting, do your hips and back rest comfortably against the back of the chair? 
Yes O

No O

12. Does your chair have armrests?





Yes O

No O

13. Are your armrests adjustable?





Yes O

No O

14. Do you rest your elbows on the armrests while typing?



Yes O

No O

15. Do you have a tray for the keyboard?





Yes O

No O

16. Is your mouse placed next to the keyboard?




Yes O

No O



17. Do you keep your elbows bent at 90-120 degree angle?



Yes O

No O

18. Do you rest your wrists on the table or on the tray while typing?


Yes O

No O

19. Do you sit in the corner of an L-shaped table?
                     
                             
Yes O
  
No O

20. Do you place your feet flat on the floor?




Yes O

No O

21. Is the top of your monitor screen at eye level?




Yes O

No O

22. Is your monitor directly in front of you (not off to one side)?


Yes O

No O

23. Is the air quality comfortable?





Yes O

No O

24. Is the temperature comfortable?





Yes O

No O

25. Is the noise level comfortable?





Yes O

No O

26. Is your workstation as comfortable as you would like?



Yes O

No O



27. Is your chair as comfortable as you would like?




Yes O

No O



28. If you use a laptop, do you have a docking station, external keyboard and mouse?
Yes O

No O

29. How frequently do you take breaks between typing work?___________ How long does each break last?_____________________


30. List any other medical problems, e.g., Diabetes, Hypertension, Asthma, etc.

31. What other treatment have you received so far?_____________________________________________________

32. Have you ever received any formal training on ergonomics at your workplace? 
Yes O 
No O
33. Please mark an X along the line to show how far from normal toward the worst possible situation your pain problem has taken you

a. How bad is your pain today?




b. How bad is your pain on average?

0 I__:__I__:__I__:__I__:__I__:__I 5



0 I__:__I__:__I__:__I__:__I__:__I 5

No Pain
            Most Severe Pain



No Pain
            Most Severe Pain

c. How bad is your pain at its worst?



d. Does your pain interfere with your sleep?

0 I__:__I__:__I__:__I__:__I__:__I 5



0 I__:__I__:__I__:__I__:__I__:__I 5

No Pain
                Cannot tolerate 



Not at all
                       Can’t sleep

34. Pain is difficult to describe. Circle the words that best describe your symptoms:
Burning

Throbbing
Aching

Stabbing

Tingling

Dull

Twisting

Cramping

Cutting

Shooting

Numbing

Vague

Stinging

Squeezing
Pulling

Smarting

Pressure

Coldness

Indescribable
Other_________________________

        35. Where is your pain or other symptom? (Shade on diagram and write the duration of symptoms next to it)
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LeftRight
Workstyle Short Form

Please complete the following survey by ticking the boxes that describe your experience at work.
Part 1:  Rate the degree to which each of the following items describes you at work by ticking the appropriate option

	
	
	Almost Never
	Rarely
	Sometimes
	Frequently
	Almost Always

	1
	I continue to work with pain and discomfort so that the quality of my work won’t suffer.
	
	
	
	
	

	2
	My hands and arms feel tired during the workday.
	
	
	
	
	

	3
	I feel achy when I work at my workstation.
	
	
	
	
	

	4
	Since there is really nothing that I can do about my pain in my hands/arms/shoulders/neck, I just have to work through the pain.
	
	
	
	
	

	5
	There really isn’t much I can do to help myself in terms of eliminating or reducing my symptoms in my hands/arms/shoulders/neck.
	
	
	
	
	

	6
	My fingers/wrists/hands/arms (any one or combination) make jerky, quick, sudden movements
	
	
	
	
	

	7
	I can’t take off from work because other people at work will think less of me.
	
	
	
	
	

	8
	I can’t take off from work because I’d be letting down or burdening my boss.
	
	
	
	
	

	9
	I can’t take off from work because I’d be letting down or burdening my coworkers.
	
	
	
	
	

	10
	I can’t take off from work because it will negatively affect my evaluations, promotions, and/or job security.
	
	
	
	
	

	11
	If I take time off to take care of my health or to exercise, my coworkers/boss with think less of me.
	
	
	
	
	

	12
	I don't really know where I stand despite all the effort I put into my work.
	
	
	
	
	

	13
	The boss doesn’t let you forget it if you don’t get your work finished.
	
	
	
	
	

	14
	If I bring up problem(s) to my supervisor, like a coworker not pulling his/her weight, it won't make any difference anyway, so I just go ahead and do the work myself.
	
	
	
	
	

	15
	It is frustrating to work for those who don’t have the same sense of quality that I do.
	
	
	
	
	

	16
	I have too many deadlines and will never be able to get all my work done.
	
	
	
	
	

	17
	Even if I organize my work so that I can meet deadlines, things change and then I have to work even harder to get my work done on time.
	
	
	
	
	

	18
	My schedule at work is very uncontrollable.
	
	
	
	
	

	19
	I feel pressured when I’m working at my workstation.
	
	
	
	
	

	20
	I push myself and have higher expectations than my supervisor and others that I have to deal with at work.
	
	
	
	
	

	21
	My coworkers don’t pull their weight and I have to take up the slack.
	
	
	
	
	

	22
	Others tell me I should slow down and not work so hard.
	
	
	
	
	

	23
	I take time to pause or stretch during a typical day at work.
	
	
	
	
	

	24
	I take breaks when I am involved in a project at my workstation.
	
	
	
	
	


Part 2: Tick all the behaviors/emotions/symptoms that you experience only during periods of high work demands/work load.

25. Anger [ ]  26. Out of Control [ ]  27. Have Trouble Concentrating/Focusing on Work [ ]  28. Depleted/Worn Out [ ]  29. Overwhelmed [ ]  30. Short Fuse/Irritable [ ]  31. Cold feet [ ]  32. Cold hands [ ]

DO NOT FILL

ERGONOMIC PROBLEMS:


POSTURE:

DIAGNOSIS:


STAGE OF RSI: 1 / 2 / 3

INTERVENTION/ADVICE:

ERGONOMIC INTERVENTION
PHYSIOTHERAPY

MEDICINES

INVESTIGATIONS

FOLLOW-UP:
	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	











