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Patient Name:

Date:

Knee Outcome Survey Sports Activities (SAS)

Syniptoms: To what degree does each of the following symptoms affect your level of sports activity?

(check one answer on each ing}
(5) (4) (3)

(2) (1) (0)
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Functional Limitations With Sports Activities: How dées your knee affect your ability to: (check che

answer on each line}
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0

Scaring: The first colummn is scored 5 points for each item, followed in successive colurns by scores of 4,
3, 2,1, and 0 for the last column. The iofal points from all items are summed, then divided by 55 and
muitiplied by 100 for the SAS score, For example, if the individual places marks for @ items in the first
colimn, and 2 items in the second column the total points wouid be 9x5 = 45 points, plus 2 x4 =8 points,
fora iotai of 53 points. The SAS score would then be 53/55 x 100 = 96%.

Total Score: __0 % physical function
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100% - % Function = 100 % Impairment

Patient Signature:

Date

Therapist Signature:

Date

Submit




	Patient Name: 
	Total Score: 0
	Date: 
	Function: 100
	Date_2: 
	Date_3: 
	Text100: 
	Button1: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 0
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 0


