ORTHOPAEDIC SPECIALTIES

PAIN INFORMATION

Name:  _______________________

Date:  ________________________
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Place the symbols below on the body                                   Below please rate your pain on a scale from 0-10

To indicate where you are having:

Pain                            XXX                                                No pain                                                      Excruciating
Numbness/Tingling   / / / /                                                     ______________________________________

Burning                     0000                                                     0                                                                        10

Cramping                  ^^^^
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