


Pain Numeric Rating Scale

1. On a scale of 0 to 10, with 0 being no pain at all and 10 being the worst pain imaginable,
how  would you rate your USUAL level of pain during the last week?

2. On the same scale, how would you rate your BEST level of pain during the last week?

3. On the same scale, how would you rate your WORST level of pain during the last week?

LOCATION OF SYMPTOMS:
At present, mark exactly where you have your discomfort,

3 3 3 Minimal to Moderate Pain
n n n Severe Pain
"""	Radiating Pain
X X X Numbness

When your problem began, was your discomfort in exactly the same location as you have it now? 
If the position of the discomfort has changed, how did the position of the discomfort progress from 
the original location? _____________________________________________________________
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