
 

 

 

 

 

 

Name:___________________________________________Date:__________ 
 
Please rate your pain on the following three scales by assigning a number to 
your pain intensity.  Use the upper line to describe your pain level right now.  Use 
the other two lines to rate your pain at worst and at best over the past 24 hours. 
 
RATE YOUR PAIN        0 = NO PAIN        10 = EXTREMELY INTENSE 
 

Right Now 
           __________________________________________________ 
              0           1           2           3           4           5           6           7           8           9           10  

 
 
At Worst 
 __________________________________________________ 
              0           1           2           3           4           5           6           7           8           9           10 
 

 
At Best 
 __________________________________________________  
              0           1           2           3           4           5           6           7           8           9           10 

 
 

 

Please use the diagram below to indicate the location of your symptoms.   
Mark area(s) of pain with an X. 
 

 

mm/dd/yy


