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Pain: 
 
 
 
 
Duration of Pain (in days, weeks, months, years): ___________________________________________________ 
Location of Pain: _____________________________________________________________________________ 
Have you had any pain(s) in the recent past: ______________________________________________________ 
Present Pain Management and Effectiveness: _____________________________________________________ 
___________________________________________________________________________________________ 
How does your pain effect/interfere with your activities of daily living: 
 Function  Sleep  Appetite  Relationships      Emotions    Concentration 
 None    Other (please specify): ______________________________________________ 
 
PLEASE CIRCLE ANY OF THE PROBLEMS LISTED BELOW THAT YOU HAVE BEEN EXPERIENCING: 
GENERAL:   No Complaint / Fever or Chills / Night Sweats / Weight Loss 

EYES:     No Complaint / Double Vision / Pain / Blurred Vision 

EARS:     No Complaint / Ringing / Pain / Discharge  

NOSE:    No Complaint / Post Nasal Drip / Discharge / Bleeding 

THROAT:  No Complaint / Pain / Coating 

LUNGS:   No Complaint / Cough / Sputum / Shortness of Bre
0 gh / Pain with Breathing 

HEART:  No Complaint / Chest Pain / Shortness of Bre
0 gh / Feet Swelling / Irregular Heart Beat 

BLOOD:  No Complaint / 
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