
NTOS-Q
Neurogenic Thoracic Outlet Syndrome Questionnaire

Please answer the following questions based on your symptoms during the past 30 days. For each item, check the box that best 

represents your experience.

Section A: Symptom Severity

Check one box from 0 (None) to 10 (Worst imaginable)

1. Pain in the neck or supraclavicular region

0 ☐       1 ☐       2 ☐       3 ☐       4 ☐       5 ☐       6 ☐       7 ☐       8 ☐       9 ☐       10 ☐

2. Pain in the shoulder, arm, or hand

0 ☐       1 ☐       2 ☐       3 ☐       4 ☐       5 ☐       6 ☐       7 ☐       8 ☐       9 ☐       10 ☐

3. Tingling or numbness in the arm or hand

0 ☐       1 ☐       2 ☐       3 ☐       4 ☐       5 ☐       6 ☐       7 ☐       8 ☐       9 ☐       10 ☐

4. Weakness or heaviness in the arm or hand

0 ☐       1 ☐       2 ☐       3 ☐       4 ☐       5 ☐       6 ☐       7 ☐       8 ☐       9 ☐       10 ☐

5. Symptoms worsening with overhead activity

0 ☐       1 ☐       2 ☐       3 ☐       4 ☐       5 ☐       6 ☐       7 ☐       8 ☐       9 ☐       10 ☐

6. Symptoms worsening with prolonged use (e.g., typing, driving)

0 ☐       1 ☐       2 ☐       3 ☐       4 ☐       5 ☐       6 ☐       7 ☐       8 ☐       9 ☐       10 ☐

Section B: Functional Limitations

0 = No limitation, 10 = Completely unable

7. Personal care (e.g., dressing, washing)

0 ☐       1 ☐       2 ☐       3 ☐       4 ☐       5 ☐       6 ☐       7 ☐       8 ☐       9 ☐       10 ☐

8. Household tasks (e.g., cooking, cleaning)

0 ☐       1 ☐       2 ☐       3 ☐       4 ☐       5 ☐       6 ☐       7 ☐       8 ☐       9 ☐       10 ☐

9. Work or school activities

0 ☐       1 ☐       2 ☐       3 ☐       4 ☐       5 ☐       6 ☐       7 ☐       8 ☐       9 ☐       10 ☐



10. Recreational/sports/hobby activities

0 ☐       1 ☐       2 ☐       3 ☐       4 ☐       5 ☐       6 ☐       7 ☐       8 ☐       9 ☐       10 ☐

11. Carrying or lifting objects

0 ☐       1 ☐       2 ☐       3 ☐       4 ☐       5 ☐       6 ☐       7 ☐       8 ☐       9 ☐       10 ☐

12. Using hands for fine motor tasks (e.g., typing, writing, buttoning)

0 ☐       1 ☐       2 ☐       3 ☐       4 ☐       5 ☐       6 ☐       7 ☐       8 ☐       9 ☐       10 ☐

Section C: Impact on Quality of Life

0 = No impact, 10 = Severe impact

13. Sleep quality 

0 ☐       1 ☐       2 ☐       3 ☐       4 ☐       5 ☐       6 ☐       7 ☐       8 ☐       9 ☐       10 ☐

14. Anxiety or depression related to NTOS

0 ☐       1 ☐       2 ☐       3 ☐       4 ☐       5 ☐       6 ☐       7 ☐       8 ☐       9 ☐       10 ☐

15. Social impact (e.g., limiting time with friends/family)

0 ☐       1 ☐       2 ☐       3 ☐       4 ☐       5 ☐       6 ☐       7 ☐       8 ☐       9 ☐       10 ☐

Section D: Overall Impression

16. How would you rate your overall NTOS symptoms today? (Check one)

☐ None

☐ Mild

☐ Moderate

☐ Severe

☐ Very Severe

 Name:

 DOB:


