Mame:
Date: Time:

1. Throughout our lives, most of us have had pain from time 10 time
{such as minor headaches, sprains and toothaches). Have you had
pain other than these everyday kinds of pain today?

Yes No
2. Onthe diagram, shade in the areas wher= you feel pain. Put an X
onthe area that hurs the most.

3. Please rate your pain by Groling the one number thas bast
descrities your pain at its Worst in the past 24 hours.

4 t 2 3 4 5 6 7 8 8 10
&o Pain Pain os bod as

you can imagine
4. Pleasa rate your pain by dircling the one number that best
describes your pain at s least in the iast 23 hours.
o 1 2 3 F-3 5 & 7 8 g ic

No Pain . Pain gs bad as

. ) mwm 357

5. Please rate your pain by grding the one number that best
describes your pain on average. )

o 1 2 3 & 5 k] 7 8 5 10

No Pain Pain os bad as

V6U con imagne

describes how much pain yvou have right now.

8 1 2 3 4 5 6 7 8 & - 10

No Pain Pain as bod as
you cor imagine

8. in the past 24 hours, how much ralief havé piin treatmeénts

or medications provided? Please circle the one percentage that

most shows how much relief you have received.

0% 10 20 30 4 S0 B0 70 80 S0 100%

Mo Relief Complete Relief

9. Circié the &ne number that déscribes how, during the past 24

hours, pain has interfered with your:

&} General Activity » i

Q 1 2 3 4 5 & 7 g 9 i

Mot orall Gregtly interferes
VITALS
TEMP
HEIGHT
WEIGHT
BMI
BP
PR
SPO2

6 1 2 3.4 5 6 7 8 8 10

Nor ot alt Grégtiy interferes
<} Walking ability
6 1 2 3 4 5 & 7 8 & 1o
Notatail Greatiy interferes
d} Normal Work {incltides both work outside/home/housework)
0 i1 2 3 4 5 6 7 & 8 1
ot at ait Greatly Interféres
€} Relations with other people
] 1 2 3 4 5 6 7 8 9 10
Not at ali Greatly Interferes
¥} Sieep
G 1 2 3 g 5 & 7 8 9 10
S Mo at ail Greatiy interferes
£} Enioyment of life
g i 2 3 4 5 3 7 £ g 10
Heot at aff , Greatiy Interferes
h} Ability to concentrate
. @& 1t 2 3 4 5 5 7 8 9 10
= _ﬁ Mot ot ait Greatly Interferes
T i) Appetite )
g 1 2 3 4 35 6 7 8 9 10
Mot gt aii Greatiy Interferes

10. in the area where you have pain, do you have “pins and
needies”, tingling or prickling sensations?
Yes N Ne
11. Does the painful area change colour {perhaps mottied or red)
Yes 2y No
12. Does your pain make the affecied skin abnormally sensitive 1o
the touch?
Yes No
13. Does your pain come on suddenly and in bursts for no apparent
reason when you are completely stili?

Yes Mo
14. in the area where you have pain, does your skin feel unusually
hot like burning pain?

Yes No

15. Gently rub the painful area with your index finger and then rub .
nen-paindul area. How does the rubbing feel in the painful area?
[ Discomfort—pins and needies, tingling or burning in the
ol o o
16. Gently press on the painful area with your fingertip then gently
press inthe same way to 2 non painful area. How doesthisfesi in
the painful area?
[[] Discomfort— pins and needies, tingling or burning in the
painful aréa :

>

17. What kirids of things make your pain feel better (for examples, heat, medicine, rest)?

18.What kinds of things make vour pain worse {for example, walking; standing lifting)?

19.What treatments or medicatiofis are you receiving fof vour pain?

alem
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Patient Health Questionnaire (PHQ-9) ﬁalem
‘ 18 Ar e t Sic

Name: Date:

Over the last 2 weeks, how often have you been bothered by any of the Notatall | Several | More | Nearly
following problems? , ' days than half | every day
1. Little interest or pleasure in doing things 0 1 2 3
2. Feeling down, depressed, or hopeless g 1 2 3
3. Trouble falling or staying asleep, or sieeping too much 4] i 2 3
4. Feeling tired or having little energy o 1 2 3
5. Poor appetite or overeating 0 ] P 3
6. Feeling bad about yourseif - or that you are a failure or have jet o i 3 3
yourself or your family down
7. Trouble concentrating on things, such as reading the newspaper or o N > 3
watching television
8. Moving or speaking so slowly that other people could have noticed?
Or the opposite — being so fidgety or restiess that you have been ¢ ] 2 3
moving around a iot more than usual
9. Thoughts that you would be better off dead or of hurting yourselfin o & . > 3
some way
For office coding: Total Score = - +
Total Score

If you checked off any problems, how difficuilt have these prébl’ems made it for you to do your work, take care of things at home,

or get along with other people?

[T Not difficutt at ait [] somewhat difficuit [ very difficutt [] extremety difficult

Marital status (at present)
1. 7 Single : 3. T3 Widowed

T 1 Married 4. [~ Separated/Divorced

>

Education (Circle onjy the highest grade or degree completed)

Grade 0 1 2 3 & 5 6 7 8 9
10 11 12 13 14 15 16 BA/BS MA/MS
Professional degree (please specify) ‘

Current occupation

(specify titles; if you are not working, tell us your previous occupation)

Spouse’s occupation

Which of the following best describes your current job status?
- Employed outside the home, full-time

. Employed outside the home, part-time

. Homemaker

. Retired

. Unemployed

. Other
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How long has it been since you first learned your diagnosis/pain? months, ¥

o "‘alem
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General Anxiety Disorder (GAD-7)

NAME DATE
1. Over the last 2 weeks, how often have you been bothered by Notat | Several | Overhalf | Nearly
the following problems? all sure days | thedays | everyday
* Feeling nervous, anxious, of on edge o (114 2 I3
* Not being able to stop or control worrying Oo HE Ooe s
« Worrying too much about different things Oo HE Oz 13
* Trouble relaxing Llo g Clo Cls
* Being so restiess that it's hard to sit still Lo L1 12 K
* Becoming easily annoyed or Irritable Clo HE 2 K
* Feeling afraid as if something awful might happen o g O2 (3
Add the score for each column
TOTAL SCORE {add your column scores)
Not
difficult | Somewhat Very Extremely
atall difficult difficult difficuit
2. 1f you checked off any problem on this questionnaire so far,
how difficult have these problems made it for you to do o HE e s

your work, take care of things at home, or get along with
other people? _

Scoring Add the resuits for question number one through seven to get a fotal score.
if you score 10 or above you might want to consider one or more of the following:

1. Discuss your symptoms with your doctor,
2. Contact a local mental health care provider or
3. Contact my office for further assessment and possible treatment.

Although these questions serve as a useful guide, only an appropriate licensed health professional can make the

diagnosis of Generalized Anxiety Disorder.

A score ot 10 or higher means signiticant anxiety is present. Score over 15 are severe.




Pain Catastrophizing Scale

Calen

ANnqQes Tr es
Pain L.Aﬁ

Everyone expe.ﬂences painful situations at some point in their lives. Such experiences may include
headaches, tooth pain, jomt or muscle pain. People are often exposed to situations that may cause pain

such as illness, injury. dental procedures or surgery.

We are interested in the types of thoughts and feeling that you have when you are in pain. Listed below
are thirteen statements describing different thoughts and feelings that may be associated with pain. Using

the scale, plasemd:catethedegmemwhxckynuha&ethesethoughtsmd&clmgsw&enynam

experiencing pain.
Not at Toa Toa Toa All the
all slight | moderate great time
, degree | degree | degree
I worry all the time about whether the pain will end 0 1 2 3 4
IfeelIcan’'tgoon 0 1 2 3 4
It’s terrible and I think it’s never going to get any 0 1 2 3 +
better
It’s awful and I feel that it overwhelms me 0 1 2 3 4
I feel I can’t stand it anymore 0 1 2 3 4
Ibecomaﬁaidﬂxaﬁhepainwillgetworse 0 1 2 3 4
I keep thinking of other painful events 0 1 2 3 4
I anxiously want the pam to go away 0 1 2 3 4
1 can’t seem to keep it out of my mind 0 1 2 3 4
I keep thinking about how much 1t hurts 0 1 2 3 4
I keep thinking about how badly I want the pain to 0 1 2 3 4
stop
There’s nothing I can do to reduce the mtensity of 0 1 2 3 -4
the pamn
I wonder whether something serious may happen 0 1 2 3 4




SOAPP-R

y; ~yesthesi = - : = =
£ 2 5 3
' o @ c
o 1 2 =
1. How often do you have mood swings? 3 i
) o Lo o <
2. How often have you felt a need for higher dases
of medication to treat your pain? o o o < o
3. How often have you felt impatient with your
i tors? O < (o] Lo <
4. How often have you felt that things are just too
overwhelming that you can't handle them? [o] o o o o
5. How often is there tension in the home?
Lo ] O o < <
6. How often have you counted pain pilis to see
how many are remaining? < < © < <
7. How often have you been concemed that people
will judge you for taking pain medication? < o o <o o
8. How often do you feel boraed? )
Lo 3 o < < s
9. How often have you taken more pamn medication
than you were supposed to? O o o < <
10. How often have you worried about being left
alone? o o o o o
11. How often have you felt a craving for
medication? o o o o o
12. How often have others expressed concern over o . . o N
your use of medication? i
13. How often have any of your close friends had a
problem with alcohol or drugs? < < < 3 <
14. How often have others told you that you had a o . - - B
bad temper?
15. How often have you felt consumed by the need
to get pain medication? © o o o o
16. How often have you run out of pain medication
early? (=] o o o <
17 . How often have others kept you from geotting
what you deserve? o o o e <o
18. How often, in your lifetime, have you had legal
problems or been arrested? o o e} o O
19. How often have you attended an AA or NA
meeting? o o o o o
20. How often have you been in an argument that
was so out of control that someone got hurt? < < < < o
21. How often have you been sexually abused?
o < o < <
22_ How ofton have others suggested that you have
a drug or alcohol problem? e T+ o <o o
23. How often have you had to borrow pain
medications from vour family or friends? e e < < ©
24 . How often have you been treated for an alcohol
< & < <& O

or drug problem? . T

alem

Pain Clinic




