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patient identification 

 

 

List in order of importance the areas of pain (include left/right) 
left/rightiapplicable)                                                     
                                                                                                      
ShadePain Area in Diagram Below 

 
What number from 0-10 best describes your pain in the past week?   
(Circle one number) 

 
 
0       1 2 3 4 5 6 7 8 9 10 

no pain        “worst you can 
         imagine” 
 
 

What number from 0-10 describes how, during the past week, pain has 
interfered with your enjoyment of life? (Circle one number) 

 
 
0       1 2 3 4 5 6 7 8 9 10 

not at all          “complete interference” 
 
 

What number from 0-10 describes how, during the past week, pain has interfered with your general activity?  
(Circle one number)   

 
 
0       1 2 3 4 5 6 7 8 9 10 

Not at all         “complete interference” 
 
 

Describe your pain: (circle ALL that apply) 
Throbbing    Shooting    Sharp    Cramping     Hot/Burning    Aching    Stabbing     Other: ____________  

 
Things that make your pain BETTER: (circle ALL that apply) 
Heat   Cold   Lying down Sitting  Standing  Walking  Climate  Fatigue  Coughing  Massage   Alcohol  Medication Other:________ 

 
Things that make your pain WORSE: (circle ALL that apply) 

Heat   Cold   Lying down Sitting  Standing  Walking  Climate  Fatigue  Coughing  Massage   Alcohol  Medication Other:________ 

 
My pain treatments help me function better in the following aspects of my life: (circle ALL that apply) 
General Activity    Mood    Walking Ability    Work (Job/Home)     Relationships with Others    Sleep    Enjoyment in Life 
Other :____________________ 

 
Changes in medical history/recent surgeries since last visit ____________________________________________ 
 
Names of medication REFILLS needed to be written today:           

 

_______________     _______________     _______________     _______________    _____________ 
 
Medication allergies:_____________________  Blood thinners currently taking:___________________________ 

Other Notes: 

__________________________________________________ 
__________________________________________________ 
 




