Name or Patient Label

Pain Check In.

Pain can be a very complex condition.

In order to better understand how your pain and pain treatments are affecting
you, your doctor would like you to complete the Pain Check In.

The Pain Check In will ask you questions about:

- Some of the pain medications you are taking

- How pain affects you and what you can do

- Any problems you may be having with pain medications

- How pain affects your mood

- Any other comments you have about your pain or treatment

These questions come from standardized questionnaires and are designed to help
you communicate your experience with pain and medications to your doctor, and
to provide your doctor with information to help improve your pain treatment, and
to protect you from medication problems.

The Pain Check In should take you about 10-15 minutes to complete. Please
answer as honestly as you can — there are no right or wrong answers.

Your answers will be stored in your medical chart and will be have the same
privacy protections as other forms of health information.

Feel free to discuss any questions with your doctor.



Last name:

Section 1
Medications for pain

Please write down all medications you are taking for pain:

Section 2
Have you been having side effects or problems with your medications?
Yes No

Comments:
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Last name:

Section 3'

Do you ever use MORE of your medication, that is, take a higher
dosage, than is prescribed for you?

Yes No

Do you ever use your medication MORE OFTEN, that is, shorten the
time between dosages, than is prescribed for you?

Yes No

Do you ever need early refills for your pain medication?
Yes No

Do you ever feel high or get a buzz after using your pain medication?
Yes No

Do you ever take your pain medication because you are upset, using
the medication to relieve or cope with problems other than pain?

Yes No

Have you ever gone to multiple physicians including emergency room
doctors, seeking more of your pain medication?

Yes No
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Last name:

Section 4"

Brief Pain Inventory (Short Form)

1. Throughout our lives, most of us have had pain from time to time {such as minor headaches, sprains, and

toothaches). Have you had pain other than these everyday kinds of pain today?

[]Yes []MNo
2. On the diagram, shade in the areas where you feel pain. Put an X on the area that hurts the most.

3. Please rate your pain by marking the box beside the number that best describes your pain at its
in the last 24 hours.

[(Jo [ 2 [J3 M4 [5 [s [J7 8 [J9 []J10
Mo

Pain As Bad As
Pain You Can Imagine

4. Please rate your pain by marking the box beside the number that best describes your pain at its

R4 in the last 24 hours.

[(Jo [Jv [z O3 4 0[5 [ M7 s [Je [J1wo
Mo Pain As Bad As
Pain You Can Imagine

5. Please rate your pain by marking the box beside the number that best describes your pain on the
[]o 11 ]2 13 (14 (15 16 7 (18 ]9 []10
Mo

Fain As Bad As
Pain You Can Imagine

6. Please rate your pain by marking the box beside the number that tells how much pain you have

1o 11 12 13 14 I [ls& 07 18 19 110
Mo

Pain As Bad As

Pain You Can Imagine
Caopyright 1981 Charles 5. Cleeland, PhD
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Last name:

7. What treatments or medications are you receiving for your pain?

B. In the last 24 hours, how much relief have pain treatments or medications provided? Please
mark the box below the percentage that most shows how much [ you have received.

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%  100%
0O [l [ [] L] L] [ [ [

Mo Complete
Relief Relief

9. Mark the box beside the number that describes how, during the past 24 hours, pain has interfered

with your:

A. General Activity

11 ]2 3 4 s s 07 s I 110
Does Mot Completely
Interfere Interferes

| B.Mood |
Oo O1 b2 O3 O4 @O DOs O7 Os O [d10

Does Mot Completely
Interfere Interferes

o Ot @©—2 O3 D4 [@bO5 Os ©O7 Os [©—o  [O10

Does Mot Completely
Interfere Interferes

1 2 3 4 s e a7 s k] 110
Does Mot Completely
Interfere Interferes

E. Relations with other people
o Ot [@*—~2 @©—O3 O4 @O @O~Oe ©O7 Os Q>O—d9e [0

Does Mot Completely
Interfere Interferes

[0 WK ]2 03 [14 [s s [O7 [J8 Js [J10
Does Mot Completely
Interfere Interferes

o g1 [J2 [—J3 D4 [*OJ5 [ [©OJ7 @8  [>J9 [J1o

Does Mot Completely
Interfere Interferes
Copyright 1981 Charles 5. Cleeland, PhD
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Last name:

Section 5

PATIENT HEALTH QUESTIONNAIRE-9

(PHQ-9)

Over the |ast 2 weeks, how often have you been bothered More  Nearly
by any of the following problems? Several thanhalf  every
(Use “#" ta indicate your answer) Notatall days thedays  day
1. Little interest or pleasure in doing things 0 1 2 3

2. Feeling down, depressed, or hopeless 0 1 2 3
3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3
4. Feeling tired or having little energy 0 1 2 3

5. Poor appetite or overeating 0 1 2 3

6. Feeling bad about yourself — or that you are a failure or 0 1 9 3

have let yourself or your family down

1. Trouble concentrating on things, such as reading the 0 1 9 3
newspaper or watching television

8. Moving or speaking so slowly that other people could have
noticed? Or the opposite — being so fidgety or restless 0 1 2 3
that you have been moving around a lot more than usual

9. Thoughts that you would be better off dead or of hurting
yourself in some way

For oFFicE coDmG __ 0 + + +

=Total Score:

If you checked off any prablems, how difficult have these problems made it for you to do your
work, take care of things at home, or get along with other people?

Not difficult Somewhat Very Extremely
at all difficult difficult difficult
O O O O
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Last name:

Section 6

Since the last visit to your doctor, have you seen a pain specialist or
have you been treated at a pain clinic?

Yes No

Section 7

Do you have any other comments about your pain?

Thank you. Please return the package to your doctor or the
receptionist.
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