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Name Date of Birth Today’s Date

Instructions: Please answer every question. Some questions may look like others, but each one is different. There is no right or
wrong answer, please answer them as honestly as you can. Please check ONE circle for each question.

Form A

1. In general, would you say your health is:
Excellent OVery Good OGood O Fair O Poor

2. Compared to one year ago, how would you rate your health in general?

Much better now than one year ago
OSomewhat better now than one year ago
OAbout the same as one year ago
OSomewhat worse now than one year ago
OMuch worse now than one year ago

3. The following questions are about activities you might do during a typical day.
Does your health now limit you in these activities? If so, how much?

Yes, limited Yes, limited No, not limited at
alot a little all

a. Vigorous Activities, such as running, lifting heavy
objects, participating in strenuous sports

b. Moderate Activities, such as moving a table, pushing
a vacuum cleaner, bowling, or playing golf

c. Lifting or carrying groceries

d. Climbing several flights of stairs

e. Climbing one flight of stairs

f. Bending, kneeling, or stooping

g. Walking more than a mile

h. Walking several hundred yards

i. Walking one hundred yards

OO0O00 000000
OO0O0000 0000
OO0O00 000000

j- Bathing or dressing yourself

4. During the past 4 weeks, how much of the time have you had any of the following problems with your
work or other regular daily activities as a result of your physical health?

All of the Most of Some of A little of None of
time the time the time the time the time

a. Cut down on the amount of time you spent on work or
other activities

b. Accomplished less than you would like

c. Were limited in the kind of work or other activities

OO0 O O
OO OO
OO0 O O
OO OO
OO0 O O

d. Had difficulty performing the work or other activities
(for example, it took extra effort)

-1/4



O T

>SQ M 0o o

Children’s Hospital Boston
@ Adolescent Breast Clinic
=" Department of Plastic Surgery
FORM A, B, C,D

. During the past 4 weeks, how much of the time have you had any of the following problems with your work or

other regular daily activities as a result of your emotional problems (such as feeling depressed or anxious)?
All of the Most of Some of A little of None of
time the time the time the time the time

. Cut down on the amount of time you spent on work or O O O O O

other activities

. Accomplished less than you would like O O O O O
. Did work or activities less carefully than usual O O O O O
. During the past 4 weeks, to what extent has your physical health or emotional problems interfered with your
normal social activities with family, friends, neighbors, or groups?
O Not at all OSIightIy O Moderately OQuite a bit OExtremer
. How much bodily pain have you had during the past 4 weeks?
O None OVery Mild O Mild OModerate OSevere OVery Severe
. During the past 4 weeks, how much did pain interfere with your normal work (including both work outside the
home and housework)?
ONot at all OSIightIy O Moderately O Quite a bit OExtremer
. These questions are about how you feel and how things have been with you during the past 4 weeks.
For each question, please give the one answer that comes the closest to the way you have been feeling.
How much of the time during the past 4 weeks...
All of the Most of the Some of the  Alittle of the ~ None of the
time time time time time
. Did you feel full of life? O O O O O
. Have you been very nervous? O O O O O
. Have you felt so down in the dumps that O O O O O
nothing could cheer you up?
. Have you felt calm and peaceful? O O O O O
. Did you have a lot of energy? O O O O O
Have you felt downhearted and depressed? O O O O O
. Did you feel worn out? O O O O O
. Have you been happy? O O O O O
. Did you feel tired? O O O O O

10. During the past 4 weeks, how much of the time has your physical health or emotional problems interfered

with your social activities (like visiting friends, relatives, etc.)?

Ol of the time

OMost of the time

OSome of the time

O little of the time

ONone of the time

11. How TRUE or FALSE is each of the following statements for you?

Definitely Mostly Don’t know Mostly Definitely
true true False False
a. | seem to get sick a little easier than other people O O O O O
b. I am as healthy as anybody | know O O O O O
c. | expect my health to get worse O O O O O
d. My health is excellent O O O O O
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Form B

2. Attimes, | think | am no good at all.

3. | feel that | have a number of good qualities.

4. | am able to do things as well as most other people.

5. Ifeel I do not have much to be proud of.

6. | certainly feel useless at times.

7. |feel that I'm a person of worth, at least on an
equal plane with others.

8. | wish | could have more respect for myself.

9. Allin all, I am inclined to feel that | am a failure.

10. | take a positive attitude toward myself.

Form C

1. My breast size causes upper back pain.

2. Because of my breast size | have difficulty finding
bras and clothes that fit.

3. Due to my breast size, | have headaches.

4. | have breast pain.

5. My breast size causes lower back pain.

6. Rashes or itching develop under my breasts.

7. | have painful bra strap grooves.

8. My breast size makes it difficult for me to
participate in sports.

9. My breast size causes neck pain.

10. My breast size causes shoulder pain.

11. | have a hard time running because of my breast
size.

12. Because of my breast size, | have pain in my
hands or they feel numb.

13. My breast size causes arm pain.

On the whole, | am satisfied with myself.
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Strongly
Agree

O

OO0 O0OO0O0O0OO0OO0O0

All of the
time

OO0O0O0OO0O0O00OO0O000O0

Agree

O

OO0OO0O00O0O0O0

Most of
the time

O

OO0OO0O0O0OO0O00OO0O0O0

Disagree

O

OO0OO0O0000O0

Some of
the time

OO0O0O0OO0O0O00O0O0O000O0

Strongly
Disagree

OO0O0OO0O0O0000O0

A little of
the time

O

OO0OO0O0O0OO0O00O0O0O0

None of
the time

O

OO0OO0OO0O0OO0O0O0OO0O0O0
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Form D
Below are questions that look at your eating behaviors and are not intended to provide a diagnosis.

P w NP

o

Am terrified about being overweight.
Avoid eating when | am hungry.
Find myself preoccupied with food.

Have gone on eating binges where | feel that |
may not be able to stop.

Cut my food into small pieces.
Aware of the calorie content of the foods that | eat.

7. Particularly avoid food with a high carbohydrate

15.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.
26.

content (i.e. bread, rice, potatoes, etc.)
Feel that others would prefer if | ate more.

. Vomit after | have eaten.
10.
11.
12,
13.
14.

Feel extremely guilty after eating.

Am preoccupied with a desire to be thinner.
Think about burning up calories when | exercise.
Other people think that | am too thin.

Am preoccupied with the thought of having fat on
my body.

Take longer than others to eat my meals.
Avoid foods with sugar in them.

Eat diet foods.

Feel that food controls my life.

Display self-control around food.

Feel that others pressure me to eat.
Give too much time and thought to food.
Feel uncomfortable after eating sweets.
Engage in dieting behavior.

Like my stomach to be empty.

Have the impulse to vomit after meals.
Enjoy trying new rich foods.

In the past 6 months have you:

A. Gone on eating binges where you feel that you may not be able to stop
(Eating much more that most people would eat during the same circumstances)

Always

O0000000000O0 OOO0O0O0O0O OO0 OO0OO0

Usually

OO0000000000O0 OOO0O0O0O0O OO0 OO0OO0

B. Ever made yourself sick (vomited) to control your weight or shape?

C. Ever use laxatives, diet pills or diuretics (water pills) to control your weight

or shape?
D. Ever been treated for an eating disorder

Submit by Email
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Often

OO00O000000000 OOO0O0O0O0O0 OO0 OO0

OOOO0OS:E

Some Rarely Never
times

OO0000000000O0 OOO0O0O0O0O OO0 O0O0O0
O00000000O00O0 OOOO0O0O0O OO0 O0O0O0
O0000000000O0 OOO0O0O0O0O OO0 O0OO0

YES How many times in
the last 6 months?

o E—
N
o —
I

Print Form
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