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Complaint: Back Pain 
 
When did the pain begin? 
 
Episodes: 
 
Episode frequency_____________________ Episode Duration________________ 
 
Severity:  
On a scale of 1 to 10 (0 being no pain and 10 being the worst pain imaginable), how 
would you rate your pain now? _____________ 
 
Status: 
 
Changing  Improved  Fluctuating  Resolved 
 
Stable    Worse 
 
Frequency: 
 
Intermittent  occasional  Constant  Rare 
 
Location:  
 
Upper back  Mid Back  Lower Back  Gluteal Area 
 
Left Flank  Right Flank  Legs   Thighs 
 
Does the Pain Travel Anywhere? 
 
Left Ankle  Right Ankle  Left Buttock  Right Buttock 
 
Left Calf  Right Calf  Left Foot  Right Foot 
 
Left Knee  Right Knee  Left Thigh  Right Thigh 
 
Quality: 
 
Ache   Burning  Deep   Diffuse 
 
Discomforting  Dull   Localized  Numbness   
 
Piercing  Sharp   Shooting  Stabbing   
 
Superficial  Throbbing   Other_______________________ 
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Context: 
 
Bending forward  Hard fall  Lifting  Lying down 
 
No Injury   Pulling   Pushing Sitting 
 
Sports    Work Injury  Trauma NONE 
 
Sudden Movement  Twisting  movement Walking Up the Stairs 
 
Trauma:  MVA 
Year_________  Air Bag Deployment YES  NO Seat Belt 
 
Specify________________________________________________________ 
 
Aggravated By: 
 
Ascending stairs  Bending  Changing Positions 
 
Coughing   Daily activities Defecation  
 
Descending Stairs  Extension  Flexion Jumping   
 
Lifting    Resting  Rolling Over In Bed 
 
Pushing   Running  Sitting  Standing 
 
Twisting   Walking  None 
 
Relieved By: 
 
Exercise   Heat   Ice  Lying Down 
 
Injections by Who_____________________ Massage Movement  
 
OTC Medications  Pain Medications Physical Therapy  
 
Stretching   Rest   Sitting 
 
Other_______________________________________ 
 
Associated Symptoms/ Pertinent negatives 
 
Abdominal pain  Decreased mobility Rash  Diarrhea  
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Disequilibrium  Limping   Numbness Sexual Dysfunction 
 
Spasms   Tenderness  Tingling in the legs  
 
Weight Loss   Weakness  No Associated Symptoms 
 
Weight gain  Other_______________________________  
 
Sleep Limitations: 
  
Falling asleep  Staying asleep  Getting back to sleep  
 
Not able to sleep on affected side  Able to sleep on affected side  
 
Awakening too early Waking # time per night ________ 
 
Please list all of your allergies.  (None) 
 
Functional Limitations: 
 
Ascend/ descend stairs Complete cooking activities  Dress your self 
 
Drive/ fasten seat belt  Get in or out of bathtub  Get in or out of a Car 
 
Sleep on affected side  Squat/kneel    Style hair 
 
Stand from a seated position Walk household distances  Wash Hair 
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Pain Diagram 
 
 

TYPE OF PAIN YOU ARE CURRENTLY EXPERIENCING… 
Place appropriate symbol or letter on the diagram. 

Ache = AAAAA 
Numbness = NNNNN 
Pins and Needles = OOOOO 
Burning = XXXXX 
Stabbing = / / / / / 
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