FIBROMYALGIA RESIDUAL FUNCTIONAL CAPACITY QUESTIONNAIRE


To:
________________________

Re:
_____________ ______________________(Name of Patient)







____________________________________(Social Security No.)
Please answer the following questions concerning your patient's impairments.  Attach all relevant treatment notes, radiologist reports, laboratory and test results which have not been provided previously to the Social Security Administration.
1. Nature, frequency and length of contact: _________________________________________________
2.
Does your patient meet the American College of Rheumatology criteria for fibromyalgia?    ___ Yes
  ___ No

3.
Other diagnoses: __________________________________________________________________
4.
Prognosis: _______________________________________________________________________


______________________________________________________________________
5.
Have your patient's impairments lasted or can they be expected to last at least 12 months?  ___ Yes  ___ No 

6.
Identify the clinical findings, laboratory and test results which show your patient's medical impairments:

______________________________________________________________________________________________________________________________________________________________
7.
Identify all of your patient's symptoms:

	__
	Multiple tender points
	
	__
	Numbness and tingling
	

	__
	Nonrestorative sleep
	
	__
	Sicca symptoms
	

	__
	Chronic fatigue 
	
	__
	Raynaud's Phenomenon
	

	__
	Morning stiffness
	
	__
	Dysmenorrhea
	

	__
	Muscle weakness
	
	__
	Breathlessness
	

	__
	Subjective swelling
	
	__
	Anxiety
	

	__
	Irritable Bowel Syndrome
	
	__
	Panic attacks
	

	__
	Frequent, severe headaches
	
	__
	Depression
	

	__
	Female Urethral Syndrome
	
	__
	Mitral Valve Prolapse
	

	__
	Premenstrual Syndrome (PMS)
	
	__
	Hypothyroidism
	

	__
	Vestibular dysfunction
	
	__
	Carpal Tunnel Syndrome
	

	__
	Temporomandibular Joint Dysfunction (TMJ)
	
	__
	Chronic Fatigue Syndrome
	


8.
Is your patient a malingerer?    ___ Yes  ___ No

9.
Do emotional factors contribute to the severity of patient's symptoms & functional limitations?___ Yes   ___ No
10.
If your patient has pain:

a.
Identify the location of pain including, where appropriate, an indication of right or left side or bilateral areas affected:

RIGHT
  LEFT          BILATERAL

__  Lumbosacral spine
          __

    __

     __

__  Cervical spine

   
    __

    __

     __

__  Thoracic spine

 
    __

    __

     __

__  Chest


 
    __

     __

      __

__  Shoulder
__
__
  __

__  Arms
__
__
  __

__  Hands/fingers
__
__
  __

__  Hips
__
__
  __

__  Legs
__
__
  __

__  Knees/ankles/feet
__
__
  __

b.
Describe the nature, frequency, and severity of your patient's pain:  __________________________


________________________________________________________________________________
         

c.
Identify any factors that precipitate pain:

__ Fatigue

__Changing weather
__ Movement/Overuse          

__ Cold 

__Stress 

__ Hormonal Changes


__ Static Position             

11.
Are your patient's impairments (physical impairments plus any emotional impairments) reasonably  consistent with the symptoms and functional limitations described in this evaluation? 

___ Yes    ___ No

If no, please explain: _______________________________________________________________

_______________________________________________________________________________
12.
How often during a typical workday is your patient’s experience of pain or other symptoms severe enough to interfere with attention and concentration needed to perform even simple work tasks?

__ Never        __ Rarely        __ Occasionally       __ Frequently         __ Constantly
For this and other questions on this form, (rarely( means 1% to 5% of an 8-hour working day; "occasionally" means 6% to 33% of an 8-hour working day; "frequently" means 34% to 66% of an 8-hour working day.
13.
To what degree can your patient tolerate work stress?

__Incapable of even “low stress” jobs
__Capable of low stress jobs

__Moderate stress is okay
__Capable of high stress work
14.
Identify the side effects of any medication that may have implications for working, e.g., dizziness, drowsiness, stomach upset, etc.:  _____________________________________________________________________

_____________________________________________________________________________

15.
As a result of your patient's impairments, estimate your patient's functional limitations if your patient were placed in a competitive work situation. 
a. How many city blocks can your patient walk without rest or severe pain? _______

b.
Please circle the hours and/or minutes that your patient can sit at one time, e.g., before needing to get up, etc.

    Sit:             0  5  10  15  20  30  45
           1    2    More than                            

                                                                Minutes 
                  
   Hours
         
              
c.
Please circle the hours and/or minutes that your patient can stand at one time, e.g., before needing to sit down, walk around, etc.

Stand:          0  5  10  15  20  30  45
            1    2    More than 2

                                  

      Minutes


    Hours

d.
Please indicate how long your patient can sit and stand/walk total in an 8-hour working day (with normal breaks):

  

Sit
     Stand/walk

 

__
__

less than 2 hours

  
 


__
__

about 2 hours

 

__
__

about 4 hours

  



__
__

at least 6 hours
e.
Does your patient need to include periods of walking around during an 8-hour working day?              ___ Yes   ___ No




If yes, approximately how often must your patient walk?

1  5  10  15  20  30  45  60  90

Minutes



How long must your patient walk each time?



1  2  3  4  5  6  7  8  9  10  11  12  13  14  15

Minutes

f.
Does your patient need a job which permits shifting positions at will from sitting, standing or walking?      ___ Yes  ___ No



g.
While engaging in occasional standing/walking, must your patient use a cane or other assistive device?
___ Yes  ___ No

h. 
With prolonged sitting, should your patient's leg(s) be elevated?    ___ Yes   ___ No

If yes,
1) how high should the leg(s) be elevated?   _____________


2) if your patient had a sedentary job, what percentage of time 

during an 8-hour working day should the leg(s) be elevated? _______%

i.
Will your patient sometimes need to take unscheduled breaks during an 8-hour working day?            ___ Yes  ___ No

If yes:  
1)  how often do you think this will happen?_____________


2)  how long (on average) will your patient have to rest before returning to work?
 ______

3) on such a break, will your patient need to  __ lie down or__ sit quietly?   ___Yes   ___No
j.
How many pounds can your patient lift and carry in a competitive work situation?

Never
      Rarely
    Occasionally       Frequently

Less than 10 lbs.

___

___

___

___

10 lbs.
   


___

___

___

___

20 lbs.


___

___

___

___

50 lbs.


___

___

___

___

k.
Does your patient have significant limitations in doing repetitive reaching, handling or fingering?                


            __ Yes   __ No

If yes, please indicate the percentage of time during an 8-hour workday, in a competitive job, that your patient can use hands/fingers/arms for the following repetitive activities: 

	
	HANDS:

Grasp, Turn, Twist Objects
	FINGERS:

Fine Manipulations
	
ARMS:

Reaching 
(incl. Overhead)

	Right:
	___%
	___%
	___%

	Left:
	___%
	___%
	___%


l.
Are patient’s impairments likely to produce “good days” and “bad days”? __ Yes   __No

If yes, please estimate, on the average, how many days per month your patient is likely to be absent from work as a result of the impairments or treatment:


__ Never


__ About three days per month


__ About one day per month  
__ About four days per month


__ About two days per month
__ More than four days per month     

16. Please attach an additional page to describe any other limitations that would affect your patient's ability to work at a regular job on a sustained basis should you deem said attachment necessary..
17.   SEQ CHAPTER \h \r 1According to the definition of Fibromyalgia by the American College of Rheumatology (ACR), the disease is defined as a disorder in patients as “widespread pain in all four quadrants of the body for a minimum duration of 3 months and at least 11 of the 18 specified tender points which cluster around the neck, shoulder, chest, hip, knee and elbow regions with development of other clinically documented over time”.
Possible symptoms include (IBS, chronic headaches, TMJ, dysfunction, sleep disorder, severe fatigue, and cognitive dysfunction). Under the ACR guidelines, please document as follows:


a.
1.
Does patient have a history of widespread pain?
    _  Yes          _  No


2.
Does the pain include pain on the right and left sides of the body?      _  Yes          _  No


3.
Does the patient have pain above and below the waist?        _  Yes    _    No


4.
Has the patient had repeated manifestations of six or more FM symptoms, signs or 
co-occurring conditions, especially (Please check: __ manifestations of fatigue, 



__ cognitive or memory problems (“fibro fog”),  __ waking unrefreshed, 



__ depression,  __ anxiety disorder, or  __ irritable bowel syndrome; 



AND evidence that other disorders that could cause these repeated 
manifestations of symptoms, signs, or co-occurring conditions were excluded?
   
    _  Yes          _  No


5.
Does the patient have pain (ie. a force of 4 kilograms on the tender point is “painful” and not simply “tender”) in 11 or more 18 tender point sites on digital palpation?    _  Yes     _   No


6.
If the patient’s pain has been documented as “tender” would the medications the patient is on for her fibromyalgia,  reasonably be expected to reduce “pain” in these tender areas? 
   _  Yes    _  No 


7.
Should the patient be taken off said medications? 
  _   Yes     _   No


8.
Are there any effects of the medication or side effects that would interfere with patient’s ability to maintain attention, concentration of focus for 8 hrs of an 8 hr day?    _ Yes     _ No, If yes, please describe: ____________________________________________________



9.
To the best of your knowledge, is there evidence of examination and testing (including laboratory testing, for example: complete blood counts, erythrocyte sedimentation rate, anti-nuclear antibody, throid function, and rheumatoid factor) that rule out other disorders that could account for the patient’s symptoms and signs?

Please circle on the attached diagram, the tender points digitally palpated with an

approximate force of 9 pounds (approximately the amount of pressure needed to blanch

the examiner’s thumbnail). These tender points are to be considered positive if the

person examined experiences any pain when applying pressure to the site.) and found to

be active upon examination of the patient
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18.  What is the earliest date that the description of symptoms and limitations in this form applies? _________
__________________________________


_________________________
Physician’s Signature





Date form completed
Specialty (if any):____________________
Physician’s Printed/Typed Name:
 ________________________________________

Address:


_________________________________________
(Or attach business card)
_________________________________________




_________________________________________





_________________________________________
Return form to:  Mike Murburg, PA


  Disabilityattorney.net



  15501 N. Florida Ave



  Tampa, FL 33613



  Tel:
813-264-5363



   Fax:
813-961-6011
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