Name:__________________________________________________________________________Date:________________________


PAIN QUESTIONNAIRE
When did your pain begin?______________________________________________________________________________________

Is your pain related to an injury?

⁪  Yes

⁪  No

Please describe how it began:____________________________________________________________________________________

____________________________________________________________________________________________________________

Where is your pain?

⁪  Head



⁪  Forearm  Rt / Lt / Both

⁪  Low Back  Rt / Lt / Both
⁪  Groin  Rt / Lt / Both

⁪  Neck   Rt /Lt / Both

⁪  Hand  Rt / Lt / Both

⁪  Buttocks  Rt / Lt / Both

⁪  Knee  Rt / Lt / Both

⁪  Shoulder  Rt /Lt / Both

⁪  Upper Back  Rt / Lt / Both
⁪  Hips  Rt / Lt / Both

⁪  Calf  Rt / Lt / Both
⁪  Upper Arms  Rt / Lt / Both
⁪  Chest  Rt / Lt / Both

⁪  Leg  Rt / Lt/ Both

⁪  Foot  Rt / Lt / Both
Describe your pain:

⁪  Sharp__________________
⁪  Stabbing________________
⁪  Dull____________________
⁪  Achy______________
⁪  Shooting_______________
⁪  Throbbing_______________
⁪  Burning_________________
⁪  Cramping___________
⁪  Numbness_______________
⁪  Tingling_________________
⁪  Pressure-like_____________
⁪  Other______________
How often do you experience the pain?

⁪  Constantly_____________________  ⁪  Intermittently (comes & goes)__________________  ⁪  Other:_____________________

What aggravates your pain?
⁪  Sitting Down

⁪  Sitting for Long Periods

⁪  Standing

⁪  Standing for Long Periods

⁪  Walking

⁪  Walking for Long Periods

⁪  Lying Down

⁪  Flexing Forward

⁪  Lifting

⁪  Coughing



⁪  Sneezing

⁪  Straining

⁪  Deep Breathing
⁪  Sleeping



⁪  Specific Movement(s)____________________________

⁪  Other:___________________________________________________________________________________________________

What relieves your pain?

⁪  Sitting Down


⁪  Standing
⁪  Walking
⁪  Lying Down

⁪  Massage
⁪  Therapy

⁪  Moist Heat/Hot Shower
⁪  Ice

⁪  Sleeping
⁪  Exercise

⁪  Stretching
⁪  Rest

⁪  Medications_________________________________________
⁪  Other:__________________________________________

What medications are you currently taking for your pain?______________________________________________________________

____________________________________________________________________________________________________________

Since your pain began, is it:
⁪  Better
⁪  Worse
⁪  About the Same

Have you resumed your normal daily activities?
⁪  Yes

⁪  No

Are you disabled from your usual employment?
⁪  Yes

⁪  No

⁪ Type of work_______________________
If so, what is the date you were last able to work?____________________________________________________________________

PREVIOUS TREATMENT

What type of treatment have you received so far and for how long?

⁪  Physical Therapy___________________________________________________________________________________________

⁪  Chiropractic_______________________________________________________________________________________________

⁪  Acupuncture_______________________________________________________________________________________________

⁪  Epidural Steroid Injections___________________________________________________________________________________

⁪  Trigger Point Injections or Nerve Blocks________________________________________________________________________

⁪  Surgery___________________________________________________________________________________________________

⁪  Massage__________________________________________________________________________________________________

⁪  Other____________________________________________________________________________________________________

DIAGNOSTIC TESTING

What diagnostic tests have you had completed so far and when?

⁪  MRI Cervical Spine__________________
⁪  MRI Lumbar Spine________________
⁪  MRI Other_________________
⁪  X-Rays Cervical Spine________________
⁪  X-Rays Lumbar Spine______________
⁪  X-Rays Other_______________

⁪  CT Scan____________________
⁪  EMG/Nerve Conduction Study_______________
⁪  Other Tests_________________
