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PAIN ASSESSMENT DIAGRAM 

NAME: DATE: 

1. Please fill in the figure with the appropriate colours or symbols to indicate the location and
type of symptoms you are experiencing.

ACHING 
///////////////// 

STABBING 
xxxxxxxxxxxxx 

BURNING 
+++++++++++ 

PINS&NEEDLES 
- - - - - - - - - - - - -

NUMBNESS 
oooooooooo 

OTHER 
^^^^^^^^^^ 

2. Please mark the severity of your pain on the scale below (0 = no pain, 10 = worst imaginable)


	Name21_es_:signer:fullname: 
	Date1_af_date: 


