




PAIN DIAGRAM 
 

Name:       Case #: 

Today’s Date:      Doctor: 
 

 
TELL US WHERE YOU HURT. 

 
Please read carefully: 
 Mark the areas on the diagram below where you feel your pain. Include all affected 
areas. Mark areas of radiation. If your pain radiates, draw an arrow from where it starts to 
where it stops. Please extend the arrow as far as the pain travels. 
 
 
 
 
 
 
 
     Major Complaints 
    1. _________________________ 

    ___________________________ 

    2. _________________________ 

    ___________________________ 

    3. _________________________ 

    ___________________________ 

    4. _________________________ 

    ___________________________ 

    5. _________________________ 

    ___________________________ 

 
 
           
    Visual Analogue Pain Scale 

How much pain have you had because of your condition? 
 
 

               NO                          PAIN AS BAD 
             PAIN       Slight                 Severe    AS IT COULD BE 
      


