               PATIENT SELF ASSESSMENT FORM
Name:____________________________        Date:_________________________

Pain location:_______________________________________________________

1.Draw a single line on the bar below to indicate your pain level everyday.

              ☺________________________________________☻

I can do anything I want.                                                                                I am in bed all day/ night

2. The pain medication I am currently taking  .(write the name of the medication and how you are taking this medication)_________________________________________

3. When I take the medication I am able to do most of the things during the day that I want to do. (circle)     True          False (If you answered false write why)___________________________________________________________________

4. When I take my pain medication my pain (circle) 

                             Increases             Decreases      No change

5. I have tried the following methods of pain control in the LAST MONTH:

___Acupuncture                                              ___Home exercise

___Tai Chi                                                       ___Relaxation techniques

___Physical Therapy                                      ___Psychological counseling

___Injection per DR.                                      ___Herbal therapies

___Magnet therapy                                         ___RS stimulator unit

___Surgery                                                       ___Topical creams/ointments

___TENS unit

6.  I have a problem with the following   :       (
     ___Constipation     ___Diarrhea     ___Urinary retention   ___Urinary frequency

7. My pain level is reduced by my pain medication by__________ percent

     (0-100%) as compared with taking no medication at all for my pain.

8. I have not taken any illegal drugs such as: Cocaine, Marijuana, LSD, Heroin or

Ecstasy or other “off the street” medication. (circle) TRUE   FALSE
9.   I have not received any other prescription narcotics from other doctors or any 

        other people: (circle)   TRUE   FALSE     If false explain____________________

10. I would like to discuss the following NEW PAIN problem :____________________________________________________________________

11.   I use the following devices to assist me with mobility:

___Cane    ___Walker   ___Wheel chair   ___Electric mobility chair (Scooter)

12. I am able to dress myself, do my shopping and take care of most of my         

Business  _______ (percent %) of the time. (0-100%) If this number is 50% or less who assists you with daily activities (dressing, preparing meals, bathing)

Name:_______________________

13. My current occupation title:________________________________

14.  My occupation could be described as: ____light labor  ___Medium labor

____Hard labor _____office /light work  ____housework ____yard work

____Other:__________________________________________________
