
Self Reporting Form for Musculo Skeletal Discomfort

	1
	Your Name
	
	
	7
	Of the tasks you do, which causes the most discomfort?

	
	
	
	
	

	
	Department
	
	
	
	

	
	
	
	
	
	

	
	Extension no.
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	8
	Which is the second most serious cause of discomfort?

	2
	Your age
	
	
	
	

	
	
	
	
	
	

	
	Today’s date
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	

	3
	What type of work do you do?
	
	
	

	
	
	
	9
	What task were you doing when the discomfort began?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	4
	Hours per day on job
	
	
	
	Describe how it felt at first:

	
	
	
	
	
	

	5
	What work did you do in previous jobs?
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	Was there an increase in workload when it first began?

	
	
	
	
	

	6
	Do you have discomfort now?
	
	
	

	
	Yes
(

	No
(

	
	
	

	
	
	
	
	

	
	If yes, please describe it:
	
	
	

	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	
	When did you first notice it?
	
	10
	When the discomfort began, had you 

	
	
	
	
	recently returned to work?

	
	
	
	
	
	Yes    (
 
No  (

	
	
	
	
	

	
	
	
	11
	Did any home, hobby or sport activities

	
	
	
	
	contribute to the discomfort?

	
	
	
	
	
	Yes    (
No   (


	12
	Use the diagram below to shade the 
	
	
	

	
	areas most affected. To the right,
	
	
	

	
	describe how it feels now:
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	13
	What time of day does the feeling start, and when does it end?

	
	(Please comment in the space if you wish).

	
	Start
	
	End

	
	
	
	

	
	
	
	

	
	
	
	


	
	
	
	

	14
	Has the discomfort ever woken you at night, or kept you from

	
	sleeping? (Please comment in the space if you wish).



	
	Woken you?
	
	Kept you awake?

	
	Yes  (

No  (
No  
	
	Yes  (

No  (

	
	
	
	

	
	
	
	

	
	
	
	

	15
	Are you free from discomfort at weekends and holidays?

	
	(Please comment in the space if you wish).



	
	Weekends?
	
	Holidays?

	
	Yes  (

No  (
No  
	
	Yes  (

No  (

	
	
	
	

	
	
	
	

	
	
	
	

	16
	Is the discomfort aggravated by, or does it prevent you from doing activities at home?

	
	(Please comment in the space if you wish).



	
	Aggravated by?
	
	Prevents?

	
	Yes  (

No  (
No  
	
	Yes  (

No  (
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