
 
 
 
Name: __________________________     Date: ___________________ 
  
  
On the diagram below, please indicate where you are experiencing pain or other symptoms at this time.   

   
   
   
 
 
 
 
 
 A= ACHE 
 
 B= BURNING 
 
 N= NUMBNESS 
 
 P= PINS/NEEDLES 
 
 S= STABBING 
 
 T= TINGLING 
 
 O= OTHER 

On a scale from 0 to 10, please circle your level of pain or discomfort, with 0 being none and 10 
being unbearable for the following areas: 
 

1. Neck Pain   (None)    0    1    2    3    4    5    6    7    8    9    10    (Unbearable) 
2. Left Shoulder Pain  (None)    0    1    2    3    4    5    6    7    8    9    10    (Unbearable) 
3. Right Shoulder Pain  (None)    0    1    2    3    4    5    6    7    8    9    10    (Unbearable) 
4. Left Arm Pain   (None)    0    1    2    3    4    5    6    7    8    9    10    (Unbearable) 
5. Right Arm Pain  (None)    0    1    2    3    4    5    6    7    8    9    10    (Unbearable) 
6. Back Pain   (None)    0    1    2    3    4    5    6    7    8    9    10    (Unbearable) 
7. Left Hip/Buttock Pain  (None)    0    1    2    3    4    5    6    7    8    9    10    (Unbearable) 
8. Right Hip/Buttock Pain (None)    0    1    2    3    4    5    6    7    8    9    10    (Unbearable) 
9. Left Leg Pain   (None)    0    1    2    3    4    5    6    7    8    9    10    (Unbearable) 
10. Right Leg Pain  (None)    0    1    2    3    4    5    6    7    8    9    10    (Unbearable) 







 
 
 
Name: ________________________  Date: ________________________ 
 
 
Please list any medications (including over the counter) that you are currently 
using for pain.  Please include the dosage and frequency. 
 
 

1. ________________________________________________________________________ 
 

 
2. ________________________________________________________________________ 
 

 
3. ________________________________________________________________________ 
 

 
4. ________________________________________________________________________ 
 

 
5. ________________________________________________________________________ 
 

 
6. ________________________________________________________________________ 
 

 
7. ________________________________________________________________________ 
 

 
8. ________________________________________________________________________ 

 
 

9. ________________________________________________________________________ 
 

 
10. ________________________________________________________________________ 
 
 
11. ________________________________________________________________________ 
 

 
12. ________________________________________________________________________ 
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