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Intake – Pain / Massage 

 
Intake – Pain / Massage 

Shade in areas of pain or tenderness on the picture below. Use these letters to describe the pain:

S = sharp   |  D = dull   |  A = achy   |  H = hot   |  C = cold   |  N = numb   |  T = tingling

DB = deep & boring    |  TW = twisting   |  SH = shooting   |   V = variable
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Would you like your treatment to focus on:
 FORMCHECKBOX 
 Pain Reduction       FORMCHECKBOX 
 Relaxation 
 FORMCHECKBOX 
 Both
* If you are interested solely in a relaxation treatment, you don’t need to answer the ensuing questions

Is the pain getting progressively worse?
 FORMCHECKBOX 
 Y        FORMCHECKBOX 
 N

Do you feel pain:

 FORMCHECKBOX 
 Constant        FORMCHECKBOX 
 Intermittent 

Do you experience pain:
 FORMCHECKBOX 
 Daily 
 FORMCHECKBOX 
 3-7 times/week 

 FORMCHECKBOX 
 1-3 times/week 
 FORMCHECKBOX 
 2-3 times/month 

 FORMCHECKBOX 
 less than once a month

Using the scale below, please rate the greatest amount of pain you feel on most days:

	 FORMCHECKBOX 
 1
	 FORMCHECKBOX 
 2
	 FORMCHECKBOX 
 3
	 FORMCHECKBOX 
 4
	 FORMCHECKBOX 
 5
	 FORMCHECKBOX 
 6
	 FORMCHECKBOX 
 7
	 FORMCHECKBOX 
 8
	 FORMCHECKBOX 
 9
	 FORMCHECKBOX 
 10


             no pain  



                severe pain
Using the scale below, please rate the average amount of pain you feel on most days:

	 FORMCHECKBOX 
 1
	 FORMCHECKBOX 
 2
	 FORMCHECKBOX 
 3
	 FORMCHECKBOX 
 4
	 FORMCHECKBOX 
 5
	 FORMCHECKBOX 
 6
	 FORMCHECKBOX 
 7
	 FORMCHECKBOX 
 8
	 FORMCHECKBOX 
 9
	 FORMCHECKBOX 
 10


             no pain  



                severe pain

What makes the pain worse?                                                                                                                                               
What makes the pain better?                                                                                                                                               
How long ago did this pain start?                                                                                                                                       
Was there an incident that occurred to precipitate the pain? (e.g., injury, trauma, etc.)

                                                                                                                                                                                                      
Were there anything occurring in your life at the time the pain started that you think may have contributed to the pain? (e.g., new job, family member’s illness, moving homes, etc.)

                                                                                                                                                                                                      
List any underlying medical conditions that you believe contributes to the pain
                                                                                                                                                                                                      
List any stressors that you believe affects the pain
                                                                                                                                                                                                      
Does your pain interfere with: 

 FORMCHECKBOX 
 Work 
 FORMCHECKBOX 
  Sleep 
 FORMCHECKBOX 
  Daily Routine 


 FORMCHECKBOX 
  Social/Family Life

Other                                   
Do you have any internal pins, wires, artificial joints or special equipment?
 FORMCHECKBOX 
 Y        FORMCHECKBOX 
 N


What?
                                                                                                                                     

Where?
                                                                                                                                     
Is there anything else you’d like us to know about the pain?

                                                                                                                                                                                                      
