Patient Name: Today’s Date:

Date of Birth:

MRN:

PAIN DIAGRAM

Please mark where you are feeling pain.

Numbness  xxxxx
Pins/Needles ooooo
Burning  -----

Stabbing 1111111
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On a scale of 0 to 10, where would you rank your pain how? Please circle the
appropriate number:

(nopain)0 1 2 3 4 5 6 7 8 9 10 (mostsevere pain)



