conuiuoIl.

When and how did your problem start?

Rate your major area of current pain on a 1 - 10 pain scale. Circle the number that best describes your
pain. Use the descriptions as a guide.

0 1 2 3 4 5 6 7 8 9 10

No Very Weak Moderate Some-  Strong Very Very

Pain Weak what Strong Very
strong Strong

What are you unable to do because of this problem?

What makes the pain worse? What makes it better:

Have you had this pain or problem in the past?  Yes/No
What made it better (if Yes):

Does the pain wake you up at night? Yes / No
Does the pain go away with position change or activity? Yes / No
Does the pain get BETTER or WORSE as the day goes on? (circle one)
Does activity INCREASE or DECREASE your pain? (circle one)

Are you limited in what you can do during at work, recreation or home activities? Explain




