










Pain Supplemental Worksheet 
 

PAIN: 
Location – Please describe_____________________________________________ 
___________________________________________________________________ 
 
On a scale from 1 to 10, how is the pain today? (1=best  10=worst) ___________ 
 
Does the pain impair your ability to(please circle below): 

work       exercise       sleep       perform household tasks       drive       concentrate 
 
What makes the pain worse? 
 sitting       standing       activity       heat/cold       massage       stress       lifting       fatigue 
 
What makes the pain better? 
  rest       activity       heat/cold       massage       other_____________________________ 
Character of Pain (circle all that apply)                       Date of Initial onset__________________ 
Dull   Distending   Cause of initial onset_________________ 
Heavy   Superficial                                  What triggers the pain?_______________ 
Sharp   Deep    ___________________________________ 
Ache                               Throbbing                                   Frequency: occasional 
Stabbing                        Localized/Fixed                                               intermittent 
Pulling   Changing Locations             constant                                                                  
 
Describe pain further, in the space below, if needed. 
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