
1. Where is your pain?______________________________________________________________________ 	

2. Circle the words that describe your pain.

	 aching 	 sharp	 penetrating

	 throbbing	 tender	 nagging

	 shooting	 burning	 numb

	 stabbing	 exhausting	 miserable

	 gnawing	 tiring	 unbearable

	

   Circle One	     occasional	     continuous

   What time of day is your pain the worst? Circle one.

	     morning	  afternoon 	 evening	 nighttime

3. Rate your pain by circling the number that best describes your pain at its worst in the last month. 

	 No Pain   0   1   2   3   4   5   6   7   8   9   10   Pain as bad as you can imagine

4. Rate your pain by circling the number that best describes your pain at its least in the last month. 

	 No Pain   0   1   2   3   4   5   6   7   8   9   10   Pain as bad as you can imagine

5. Rate your pain by circling the number that best describes your pain on average in the last month. 

	 No Pain   0   1   2   3   4   5   6   7   8   9   10   Pain as bad as you can imagine

6. Rate your pain by circling the number that best describes your pain right now. 

	 No Pain   0   1   2   3   4   5   6   7   8   9   10   Pain as bad as you can imagine

7. What makes your pain better?–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

8. What makes your pain worse?– –––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

9. �What treatments or medicines are you receiving for your pain?  Circle the number to describe the 
amount of relief the treatment or medicine provide(s) you.

    a)– –––––––––––––––––––––––––––––––––––   No   0   1   2   3   4   5   6   7   8   9   10  Complete
        Treatment or Medicine (include dose) 	 Relief		   Relief

    b)––––––––––––––––––––––––––––––––––––   No   0   1   2   3   4   5   6   7   8   9   10  Complete
        Treatment or Medicine (include dose) 	 Relief		   Relief

    c)– –––––––––––––––––––––––––––––––––––– No   0   1   2   3   4   5   6   7   8   9   10  Complete
        Treatment or Medicine (include dose) 	 Relief		   Relief

    d)––––––––––––––––––––––––––––––––––––   No   0   1   2   3   4   5   6   7   8   9   10  Complete
        Treatment or Medicine (include dose) 	 Relief		   Relief
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10. �What side effects or symptoms are you having? Circle the number that best describes your 
experience during the past week.

    a. Nausea	 Barely	 0   1   2   3   4   5   6   7   8   9   10	 Severe Enough 
		  Noticeable		  to Stop Medicine

    b. Vomiting	 Barely	 0   1   2   3   4   5   6   7   8   9   10	 Severe Enough 
		  Noticeable		  to Stop Medicine

    c. Constipation	 Barely	 0   1   2   3   4   5   6   7   8   9   10	 Severe Enough 
		  Noticeable		  to Stop Medicine

    d. Lack of Appetite	 Barely	 0   1   2   3   4   5   6   7   8   9   10	 Severe Enough 
		  Noticeable		  to Stop Medicine

    e. Tired	 Barely	 0   1   2   3   4   5   6   7   8   9   10	 Severe Enough 
		  Noticeable		  to Stop Medicine

    f. Itching	 Barely	 0   1   2   3   4   5   6   7   8   9   10	 Severe Enough 
		  Noticeable		  to Stop Medicine

    g. Nightmares	 Barely	 0   1   2   3   4   5   6   7   8   9   10	 Severe Enough 
		  Noticeable		  to Stop Medicine

    h. Sweating	 Barely	 0   1   2   3   4   5   6   7   8   9   10	 Severe Enough 
		  Noticeable		  to Stop Medicine

    i. Difficulty Thinking	 Barely	 0   1   2   3   4   5   6   7   8   9   10	 Severe Enough 
		  Noticeable		  to Stop Medicine

    j. Insomnia	 Barely	 0   1   2   3   4   5   6   7   8   9   10	 Severe Enough 
		  Noticeable		  to Stop Medicine

11. Circle the one number that describes how during the past week pain has interfered with your:

      a. General Activity 	        Does Not    	 0   1   2   3   4   5   6   7   8   9   10   	 Completely  
	          Interfere 		  Interferes

      b. Mood	          Does Not    	 0   1   2   3   4   5   6   7   8   9   10   	 Completely  
	          Interfere 		  Interferes

      c. Normal Work	          Does Not    	 0   1   2   3   4   5   6   7   8   9   10   	 Completely  
	          Interfere 		  Interferes

      d. Sleep	          Does Not    	 0   1   2   3   4   5   6   7   8   9   10   	 Completely  
	          Interfere 		  Interferes

      e. Enjoyment of Life	       Does Not    	0   1   2   3   4   5   6   7   8   9   10   	 Completely  
	            Interfere 		  Interferes

      f. Ability to Concentrate	  Does Not    	0   1   2   3   4   5   6   7   8   9   10   	 Completely  
	            Interfere 		  Interferes

      g. Relations with	           Does Not    	0   1   2   3   4   5   6   7   8   9   10   	 Completely  
          Other People	            Interfere 		  Interferes
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