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HIP QUESTIONNAIRE 
Today’s Date _______________________ 

Age:  ___________ Weight: _______ lbs.  

Height: ___________ feet    _______ inches 

Sex:   
o Male   
o Female 

Approximate Date Hip First Started Hurting: _______ 

Treatment: 

Have you ever had surgery on your hip?  Yes     No 

 If YES, what type of surgery or surgeries?  ________________________________________ 

__________________________________________________________________________ 

 What was the date of your surgery or surgeries? __________________________________ 

Have you ever had surgery on your OTHER hip?  Yes   No 

 If YES, what type of surgery?  __________________________________________________ 

 What was the date of your surgery or surgeries? __________________________________ 

Side of Hip Problem: 

o Right 
o Left   
o Both: Right side more than Left   
o Both: Left side more than Right 

Smoking:  
Do you currently smoke?       yes      no     
Did you ever smoke?      yes      no     
For how many years did you smoke?     ______   NA   
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EQ-VAS:  We would like you to indicate on this scale how good or bad your own health is today, in your 
opinion. Please do this by drawing a line from the box below to whichever point on the scale indicates how 
good or bad your health state is today.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
COMORBIDITY QUESTIONAIRRE:  The following is a list of common health problems. Please indicate in 
the first column whether you have this problem.  If you do have the problem, indicate in the second column 
if you have received treatment for it and whether or not it limits your activities in the third column.   
 

Problem Do you have the 
problem? 

Do you receive 
treatment for it? 

Does it limit your 
activities? 

Heart Disease No Yes No Yes No Yes 
High Blood Pressure No Yes No Yes No Yes 
Lung Disease No Yes No Yes No Yes 
Diabetes No Yes No Yes No Yes 
Ulcer or Stomach Disease No Yes No Yes No Yes 
Kidney Disease No Yes No Yes No Yes 
Liver Disease No Yes No Yes No Yes 
Anemia or other Blood Disease No Yes No Yes No Yes 
Cancer No Yes No Yes No Yes 
Depression No Yes No Yes No Yes 
Pain and Swelling in Joints  No Yes No Yes No Yes 
Low Back pain No Yes No Yes No Yes 
Osteoporosis No Yes No Yes No Yes 
Fractures No Yes No Yes No Yes 
Other:        
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UCLA Activity Score:  Please circle the number that best describes your activity level  
Circle only one response.   
                regularly = once per week or more, sometimes = once per month or less 

10 I regularly participate in impact sports such as jogging, tennis, skiing, acrobatics, ballet, heavy labor, 
or backpacking 

9 I sometimes participate in in impact sports such as jogging, tennis, skiing, acrobatics, ballet, heavy 
labor, or backpacking 

8 I regularly participate in very active events such as golf or bowling 

7 I regularly participate in active events such as bicycling 

6 I regularly participate in moderate activities such as swimming and unlimited housework or shopping 

5 I sometimes participate in moderate activities such as swimming and unlimited housework or 
shopping 

4 I regularly participate in mild activities such as walking, limited housework and limited shopping 

3 I sometimes participate in mild activities such as walking, limited housework and limited shopping 

2 I am mostly inactive: restricted to minimal activities of daily living 

1 I am wholly inactive: dependent upon others; cannot leave residence 

 

FUNCTION 
Based on your previous level of function, what % of normal is your current level of function = _____% 

PAIN LEVEL:  Please mark the line or circle a number to represent you pain level. 
 
What is your pain level right now? 

0 1 2 3 4 5 6 7 8 9 10 

 

What is your typical or average pain? 

0 1 2 3 4 5 6 7 8 9 10 

 

What is your pain level at its best? 

0 1 2 3 4 5 6 7 8 9 10 

 

What is your pain level at its worst? 

0 1 2 3 4 5 6 7 8 9 10 
 

     No pain at all -----------------------------------Pain as bad as it can be 
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The following questions relate to your usual sleep habits during the past month only. Your answers should indicate the 
most accurate reply for the majority of days and nights in the past month. Please answer all the questions. 

1. During the past month, when have you usually gone to bed at night?                                                                      
 
usual bed time   

 
2. During the past month, how long (in minutes) has it usually taken you to fall asleep each night? 
  

number of minutes     

3. During the past month, at what time have you normally woken up in the morning? 
    

 usual getting up time     

4. During the past month, how many hours of actual sleep did you get at night? (This may be different from the 
number of hours you spend in bed). 
        

 hours of sleep per night     
 
For each of the remaining questions, check the ONE best response. Please answer all questions. 
5. During the past month, how often have you had trouble sleeping because you … 

 
(a) Cannot get to sleep within 30 minutes 

 
   Not during the past month   
   less than once/week   
   once or twice/week    
   3 or more times/week 
 

(b) Wake up in the middle of the night or early morning 
 

   Not during the past month   
   less than once/week   
   once or twice/week    
   3 or more times/week 
 

(c) Have to get up to use the bathroom 
 

   Not during the past month   
   less than once/week   
   once or twice/week    
   3 or more times/week 
 

(d) Cannot breathe comfortably 
 

   Not during the past month   
   less than once/week   
   once or twice/week    
   3 or more times/week 
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(e) Cough or snore loudly 

 
   Not during the past month   
   less than once/week   
   once or twice/week    
   3 or more times/week 
 

(f) Feel too cold 
 

   Not during the past month   
   less than once/week   
   once or twice/week    
   3 or more times/week 
 

(g) Feel too hot 
 

   Not during the past month   
   less than once/week   
   once or twice/week    
   3 or more times/week 
 

(h) Had bad dreams 
 

   Not during the past month   
   less than once/week   
   once or twice/week    
   3 or more times/week 
 

(i) Have pain 
 

   Not during the past month   
   less than once/week   
   once or twice/week    
   3 or more times/week 
 

(j) Other reason(s), please describe       
 ____          ______ 
 

How often during the past month have you had trouble sleeping because of this? 

   Not during the past month   
   less than once/week   
   once or twice/week    
   3 or more times/week 
 
6. During the past month, how would you rate your sleep quality overall? 

 
         Very good 
         Fairly good 
         Fairly bad 
         Very bad 
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7. During the past month, how often have you taken medicine (prescribed or “over the counter”) to  
       help you sleep? 

   Not during the past month   
   less than once/week   
   once or twice/week    

  3 or more times/week 
 

8. During the past month, how often have you had trouble staying awake while driving, eating meals, or engaging in 
social activity? 
   Not during the past month   

   less than once/week   
   once or twice/week    
   3 or more times/week 
 
9. During the past month, how much of a problem has it been for you to keep up enough enthusiasm to get things 

done? 
 

  No problem at all 
  Only a very slight problem 
  Somewhat of a problem 
  A very big problem 
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Hip Outcome Score (HOS) 
 

Please answer every question with a check in the box that most closely describes your status during the past 
week. If the activity in question is limited by something other than your hip, mark not applicable (N/A). 
 

Because of your hip how much difficulty do you have with the following: 
 

 No difficulty at 
all 

Slight 
difficulty 

Moderate 
difficulty 

Extreme 
difficulty 

Unable to   
do 

N/A 
 

Standing for 15 minutes       
Getting into and out of an average car       
Putting on socks and shoes       
Walking up steep hills       
Walking down steep hills       
Going up 1 flight of stairs       
Going down 1 flight of stairs       
Stepping up and down curbs       
Deep squatting       
Getting into and out of a bath tub       
Sitting for 15 minutes       
Walking initially (first few steps)       
Walking approximately 10 minutes       
Walking 15 minutes or greater       

 

Because of your hip how much difficulty do you have with the following: 
 

 No difficulty 
at all 

Slight 
difficulty 

Moderate 
difficulty 

Extreme 
difficulty 

Unable to 
do 

N/A 
 

Twisting/pivoting on involved leg       
Rolling over in bed       
Light to moderate work (standing, walking)       
Heavy work (push/pulling, climbing, carrying)       
Recreational activities       

 

Because of your hip how much difficulty do you have with the following: 
 

 No               
difficulty at all 

Slight 
difficulty 

Moderate 
difficulty 

Extreme 
difficulty 

Unable to 
do 

N/A 
 

Running one mile       
Jumping       
Swinging objects like a golf club       
Landing       
Starting and stopping quickly       
Cutting/lateral movements       
Low impact activities like fast walking       
Ability to perform activity with your normal 
technique 

      

Ability to participate in your desired sport as 
long as you would like 

      

 

How would you rate your current level of function during your sports related activities from 0 to 100 with 100 being your level 
of function prior to your hip problem and 0 being the inability to perform any of your usual daily activities? ______  % 
 
How would you rate your current level of function?  

  Normal  Nearly normal   Abnormal    Severely abnormal 
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INSTRUCTIONS: This survey asks for your view about your hip. This information will help us keep track 
of how you feel about your hip and how well you are able to do your usual activities.  

Answer every question by checking the appropriate box. If you are unsure about how to answer a 
question, please give the best answer you can.  

 

SYMPTOMS - These questions pertain to your hip symptoms during the last week. 
 

S1. Do you feel grinding; hear clicking or any other type of noise from you hip? 
 Never  Rarely  Sometimes  Often   Always 
S2. Difficulties spreading legs wide apart 

 None  Mild  Moderate  Severe  Extreme 

S3. Difficulties to stride out when walking 

 None  Mild  Moderate  Severe  Extreme 

 
STIFFNESS - The following questions concern the amount of joint stiffness you have experienced 
during the last week in your hip. Stiffness is a sensation of restriction or slowness in the ease with 
which you move your hip joint. 
 

S4. How severe is your hip joint stiffness after first wakening in the morning?  
 None  Mild  Moderate  Severe  Extreme 

S5. How severe is your hip stiffness after sitting, lying or resting later in the day?  

     None  Mild  Moderate  Severe  Extreme 

 
PAIN 
 

P1. How often is your hip painful?  
 Never  Monthly  Weekly  Daily  Always 

What amount of hip pain have you experienced the last week during the following activities? 
P2. Straightening your hip fully  

 None  Mild  Moderate  Severe  Extreme 

P3. Bending your hip fully 

 None  Mild  Moderate  Severe  Extreme 

P4. Walking on a flat surface  
 None  Mild  Moderate  Severe  Extreme 

P5. Going up or down stairs 

 None  Mild  Moderate  Severe  Extreme 

P6. At night while in bed  
 None  Mild  Moderate  Severe  Extreme 
P7. Sitting or lying 

 None  Mild  Moderate  Severe  Extreme 
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P8. Standing upright  
 None  Mild  Moderate  Severe  Extreme 
P9. Walking on a hard surface (asphalt, concrete, etc.) 

 None  Mild  Moderate  Severe  Extreme 

P10. Walking on an uneven surface 

 None  Mild  Moderate  Severe  Extreme 

 

FUNCTION, DAILY LIVING - The following questions concern your physical function. By this we 
mean your ability to move around and to look after yourself. For each of the following activities 
please indicate the degree of difficulty you have experienced in the last week due to your hip.  

A1. Descending Stairs 

 None  Mild  Moderate  Severe  Extreme 

A2. Ascending Stairs 

 None  Mild  Moderate  Severe  Extreme 

A3. Rising from Sitting  
 None  Mild  Moderate  Severe  Extreme 
A4. Standing 

 None  Mild  Moderate  Severe  Extreme 

A5. Bending to floor/pick up object  
 None  Mild  Moderate  Severe  Extreme 
A6. Walking on flat surface 

 None  Mild  Moderate  Severe  Extreme 

A7. Getting in /out of car  
 None  Mild  Moderate  Severe  Extreme 
A8. Going shopping 

 None  Mild  Moderate  Severe  Extreme 

A9. Put on socks/stockings 

 None  Mild  Moderate  Severe  Extreme 

A10. Rising from bed 

 None  Mild  Moderate  Severe  Extreme 

A11. Taking off socks/stockings 

 None  Mild  Moderate  Severe  Extreme 

A12. Lying in bed (turning over, maintaining hip position) 
 None  Mild  Moderate  Severe  Extreme 
A13. Getting in/out of bath 

 None  Mild  Moderate  Severe  Extreme 
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A14. Sitting  
 None  Mild  Moderate  Severe  Extreme 
A15. Getting on/off toilet 

 None  Mild  Moderate  Severe  Extreme 

A16. Heavy domestic duties (moving heavy boxes, scrubbing floors, etc.) 
 None  Mild  Moderate  Severe  Extreme 
A17. Light domestic duties (cooking, dusting, etc.) 

 None  Mild  Moderate  Severe  Extreme 

 
FUNCTION, SPORTS & RECREATIONAL ACTIVITIES - The following questions concern your physical 
function when being active at a higher level. The questions should be answered thinking of what 
degree of difficulty you have experienced during the last week due to your hip. 
 

SP1. Squatting 

 Never  Rarely  Sometimes  Often  Always 

SP2. Running 

 None  Mild  Moderate  Severe  Extreme 

SP3. Twisting/Pivoting  
 None  Mild  Moderate  Severe  Extreme 
SP4. Walking on uneven surfaces  
 None  Mild  Moderate  Severe  Extreme 

 
QUALITY OF LIFE 

 
Q1. How often are you aware of your hip problem? 

 Never  Monthly  Weekly  Daily  Constantly 

Q2. Have you modified your life style to avoid potentially damaging activities to your hip? 

 Not at all  Mildly  Moderately  Severely  Extremely 

Q3. How much are you troubled with lack of confidence in your hip? 
 Not at all  Mildly  Moderately  Severely  Extremely 
Q4. In general, how much difficulty do you have with your hip? 
 None  Mild  Moderate  Severe  Extreme 
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Please mark a point along the line that most appropriately represents the level of your typical situation in 
the last month.  
 
Tip – If you don’t do an activity, imagine how your hip would feel if you had to try it. 
 
Q1: Overall how much pain do you have in your hip/groin? 
 
0------------1------------2------------3-------------4------------5------------6-------------7-------------8-------------9-----------10 
 

Extreme Pain                                                                                                                                                  No pain at all 
 
Q2: How difficult is it for you to get up and down off the floor/ground? 
 
0------------1------------2------------3-------------4------------5------------6-------------7-------------8-------------9-----------10 
 

Extreme difficulty                                                                                                                                No difficulty at all 
 
 
Q3: How difficult is it for you to walk long distances? 
 
0------------1------------2------------3-------------4------------5------------6-------------7-------------8-------------9-----------10 
 

Extreme difficulty                                                                                                                                  No difficulty at all 
 
Q4: How much trouble do you have with grinding, catching or clicking in your hip? 
 
0------------1------------2------------3-------------4------------5------------6-------------7-------------8-------------9-----------10 
 

Severe trouble                                                                                                                                         No trouble at all 
 
Q5: How much trouble do you have pushing, pulling, lifting, or carrying heavy objects? 
 
0------------1------------2------------3-------------4------------5------------6-------------7-------------8-------------9-----------10 
 

Severe trouble                                                                                                                                          No trouble at all 
 
Q6: How concerned are you about cutting/changing directions during your sporting or recreational activities? 
 
0------------1------------2------------3-------------4------------5------------6-------------7-------------8-------------9-----------10 
 

Extreme concern                                                                                                                                    No concern at all 
 

Q7: How much pain do you experience in your hip after activity? 
 
0------------1------------2------------3-------------4------------5------------6-------------7-------------8-------------9-----------10 
 

Extreme pain                                                                                                                                                  No pain at all 
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Q8: How concerned are you about picking up or carrying children because of your hip? 
 
0------------1------------2------------3-------------4------------5------------6-------------7-------------8-------------9-----------10 
 

Extreme concern                                                                                                                                   No concern at all 
 
Q9:  How much trouble do you have with sexual activity because of your hip?                              NA 
 
0------------1------------2------------3-------------4------------5------------6-------------7-------------8-------------9-----------10 
 

Severe trouble                                                                                                                                          No trouble at all 
 
Q10:  How much of the time are you aware of the disability in your hip? 
 
0------------1------------2------------3-------------4------------5------------6-------------7-------------8-------------9-----------10 
 

Constantly aware                                                                                                                                    Not aware at all 
 
Q11:  How concerned are you about your ability to maintain your desired fitness level? 
 
0------------1------------2------------3-------------4------------5------------6-------------7-------------8-------------9-----------10 
 

Extremely concerned                                                                                                                     Not at all concerned 
 
Q12:  How much of a distraction is your hip problem? 
 
0------------1------------2------------3-------------4------------5------------6-------------7-------------8-------------9-----------10 
 

Extreme distraction                                                                                                                        No distraction at all 
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Pain Scale and Drawing 
 
Please identify any area(s) where you are experiencing pain. Notate the number per the pain 
scale below in each square below and check if it is daily, weekly, or monthly.  
 
0 = No Pain 
1 = Pain with extreme activity only (running, excessive walking, etc.) 
2 = Pain with moderate activity or specific movements only (getting in/out of a chair or car; going 
up/down stairs) 
3 = Pain with daily activities (bathing, getting dressed, going to bathroom, etc.) 
4 = Pain at rest during the day 
5 = Pain at night that wakes you up, or pain all of the time 
 
Please circle which side you are referring to         RIGHT --- LEFT  
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