
Pain Inventory
Name:________________________________________________ Date of birth:_________ Today's date:____/____/____

Most of us have pain from time to time (such as minor headaches, sprains, and toothaches). Do you have pain different 
from these everyday kinds of pain today? ____yes   ____no 

On the diagram, shade in the areas where you feel pain. Put an X on the ONE area that hurts the most.

Please rate your pain by circling the one number that best describes your pain at its WORST in the past 24 hours.
____________________________________________________________________
0             1           2           3           4           5           6           7           8           9           10
No pain                                                                                                                       Pain bad enough you are
at all                                                                                                                            hospitalized with IV pain drugs

Please rate your pain by circling the one number that best describes your pain at its LEAST in the past 24 hours.
____________________________________________________________________
0             1           2           3           4           5           6           7           8           9           10
No pain                                                                                                                       Pain bad enough you are
at all                                                                                                                            hospitalized with IV pain drugs

Please rate your pain by circling the one number that best describes your pain on the AVERAGE.
____________________________________________________________________
0             1           2           3           4           5           6           7           8           9           10
No pain                                                                                                                       Pain bad enough you are
at all                                                                                                                            hospitalized with IV pain drugs

Please rate your pain by circling the one number that tells how much pain you have RIGHT NOW.
____________________________________________________________________
0             1           2           3           4           5           6           7           8           9           10
No pain                                                                                                                       Pain bad enough you are
at all                                                                                                                            hospitalized with IV pain drugs



Please circle any words that describe how the pain feels to you:

Aching

Throbbing

Cramping

Shooting

Stabbing

Gnawing

Sharp

Tender

Burning

Exhausting

Tiring

Penetrating

Nagging

Numb

Miserable

Unbearable

Other:____________________________________________________________________________________________

What treatments or medications are you getting for your pain?_______________________________________________

_________________________________________________________________________________________________

In the past 24 hours, how much RELIEF have pain treatments or medications provided? Circle the percent of pain relief:
________________________________________________________________________________________
0%          10%          20%          30%          40%          50%          60%          70%          80%          90%        100%
No relief                                                                                                                                                           Complete relief

                                     for a while

After pain treatment or medication, how long until the pain comes back? Circle how long:
_________________________________________________________________________________________________
Less than 1 hr        1-2 hr        3-4 hrs        5-6 hrs        7-8 hrs        9-10 hrs        11-12 hrs        More than 12 hrs        Days

Are you concerned that you're taking too much pain medicine? Explain:________________________________________

Are you having problems with side effects from pain medicine? Explain:________________________________________
Do you have constipation? _____yes   _____no

          

Circle the one number that describes how, during the past 24 hours, PAIN HAS INTERFERED with your:

Mood:
_______________________________
0   1    2    3    4    5    6    7    8    9   10  
It doesn't                                            It completely
interfere                                             interferes

Walking ability:
_______________________________
0   1    2    3    4    5    6    7    8    9   10  
It doesn't                                            It completely
interfere                                             interferes

Work and activities (job and household tasks):
_______________________________
0   1    2    3    4    5    6    7    8    9   10  
It doesn't                                            It completely
interfere                                             interferes

  Relationships (friends and family):
  _______________________________
  0   1    2    3    4    5    6    7    8    9   10  
  It doesn't                                            It completely
  interfere                                             interferes

  Sleep:
  _______________________________
  0   1    2    3    4    5    6    7    8    9   10  
  It doesn't                                            It completely
  interfere                                             interferes

  Enjoyment of life:
  _______________________________
  0   1    2    3    4    5    6    7    8    9   10  
  It doesn't                                            It completely
  interfere                                             interferes


