
The following information is to be recorded at approximately the same time each day 
(preferably at bedtime). 
Mark the point on the line that best indicates your pain level relative to the pain description 
at the end of the line.

Patient’s Name:       Age:    Date:

Have you taken any medication today to relieve your pain? __ yes __ no

If yes, describe your medication, and indicate the amount that you have taken:

Name of medication: ___________________________  Strength: (mg) ________

Amount taken: _______

This sheet may be reproduced

DAILY PAIN RATING

MEDICATION

worst pain 
imaginable

no pain
0 1 2 3 4 5 6 7 8 9 10

| | | | | | | | | | |

Today, rate your pain at its worst: 

worst pain 
imaginable

no pain
0 1 2 3 4 5 6 7 8 9 10

| | | | | | | | | | |

Today, rate your pain at its least: 

worst pain 
imaginable

no pain
0 1 2 3 4 5 6 7 8 9 10

| | | | | | | | | | |

Rate your average pain:

From “The Lowbackpain CD ROM - A Guide for the General Practitioner”
For more information see: www.lowbackpain.tv
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