REVISED FIBROMYALGIA IMPACT QUESTIONNAIRE (FIQR)

Last Name: First Name: Age:

Directions: For each question, place an “X” in the box that best indicates how much your fibromyalgia made it

difficult to do each of the following activities during the past 7 days

Brush or comb your

hair Nodifficulty O OO OOODOOODOO  Verydifficult
Walk continuously for | g gifficulty OO OO OO OO OO O Very difficult
20 minutes

fnree;afeahomemade Nodifficulty 0O O OODODOODOODO Very difficult
Vacuum, scrub or Nodifficulty 0O O OO DO DOODOODO Very difficult
sweep floors

Liftand carry abag full | Ng gifficulty OO O OO O OO OODO  Very difficult
of groceries

;grl'r‘g one flight of Nodifficuty 0O OO ODODOODODOO Very difficult
Change bed sheets No difficulty OO0OdOO0oOOo0OdoanO Verydifficult
Sitin a chair for 45 Nodifficuty OO O OODODOODOODO Verydifficult
minutes

Go shopping for Nodifficulty 0O O OO DO DOODOODO Very difficult

groceries

Directions: For each question, check the one box that best describes the overall impact of your fibromyalgia

over the last 7 days:

Function sub-total
(for internal use only)

Fibromyalgia prevented me from
accomplishing goals for the week

Never OO OOOOO>O>OOO Always

I was completely overwhelmed by
my fibromyalgia symptoms

Never

OoO0oO0oo0bo0Oo0ooOodn Always

Overall Impact sub-total
(for internal use only)




Directions: For each of the following 10 guestions, select the one circle that best indicates the intensity of your
fiboromyalgia symptoms over the past 7 days

Please rate your level of

pain No pain O0O0OdOOOO0O0OnQOO Unbearable pain
Please rate your level of

energy Lotsofenergy O O O OOOOOOOO Noenergy
Pl_ease rate your level of

stiffness No stiffness OO0O0O0O0O0O0OOODO  Severe stiffness
Please rate the quality of Awoke

your sleep well rested OO0O000000000 Awokeverytired
Please rate your level of

depression Nodepression O OO OOOOOOOO Verydepressed
Please rate your level of

memory problems Goodmemory O DOOOOOODOODODO Verypoormemory

Please rate your level of

anxiet
ey Not anxious OO0 O0O0O0OO0Oo0OdnOaoO  Veryanxious

Please rate your level of

tenderness to touch
Notenderness L OO O OODOOODODO Verytender

Please rate your level of
balance problems Noimbalance O O OO OO DO ODODO O Severeimbalance

Please rate your level of

sensitivity to loud noises, L s
bright lights, odors and cold | No sensitivity 0T 0 0O U 0O 0O 0O O OO O Extreme sensitivity

Symptom sub-total
(for internal use only)

FIQR TOTAL SCORE

(for internal use only)




