
Patient Name:  ________________________ Date:  ________________

Patient Signature: ________________________

Therapist Signature: ______________________ Date ____________________________

FABQ - PA Score: __________

Date ____________________________

Fear Avoidance Belief Questionnaire for Patients with Back Pain (FABQ)

Physical Activity Subscale (FABQ - PA)

Work Subscale (FABX - W)

FABQ - W Score: __________


