
 

 

 

Patient Name:         Date:      

 

Instructions: Please circle the number that best represents the level of pain that you are experiencing right now. 

PAIN ASSESSMENT 
 

NECK PAIN        BACK PAIN 

 

 

 

LEFT ARM/SHOULDER PAIN     LEFT LEG PAIN 

 

 

 

RIGHT ARM/SHOULDER PAIN    RIGHT LEG PAIN 

 

 

 

Have you taken any pain medication or muscle relaxers today?     □ NO      □ YES 

 

 

 

 

Patient Signature:          Date:     

https://www.shimspine.com/
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