
Patient Well-Being Questionnaire 

This questionnaire is an important part of providing you with the best health care 
services as possible. Your answers will help in understanding if you could benefit from 
additional healthcare services such as Occupational Therapy and/or Physical Therapy. 
Please answer every question to the best of your ability.  

Name_____________________________________ Date___________ 

 Quality of Life  YES  NO 

1. Does fatigue and/or pain limit more than 50% of our ability to

participate in tasks you need or want to do?

2. Have you fallen two or more times in the past year

● Were you injured or required medical attention for a fall

● Unable to rise or walk without assistance

● Feel unsteady when standing and/or walking

3. Do you use furniture or walls to stabilize yourself while moving

in your home OR do you limit moving because you are afraid of

falling?

4. Do you have difficulty or need help with any of the following:

bathing, dressing, toileting, moving from place to place?

5. Do you have difficulty or need help with rising to stand and/or

moving from place to place?

6. Do you have any difficulty or need help with the following:

cooking, running errands, laundry, housework, using public

transportation?

7. Have you missed taking your medications the last month OR

have you mixed up which medications to take when?

8. Do you experience any of the following? (Check all that apply)

● Feelings of sadness, hopelessness, low motivation, loss of confidence

● Difficulty or inability to leave your home

● Unable to participate in leisure or social activities as you would like to

● Dissatisfaction with employment status or forced into retirement




