












 

Circle the face that represents how you feel today.  Print and complete before coming in. 



 

 

 

 

Section 1 – Pain intensity 

I have no pain at the moment 

The pain is very mild at the moment 

The pain is moderate at the moment 

The pain is fairly severe at the moment 

The pain is very severe at the moment 

The pain is the worst imaginable at the 
moment 

 
Section 2 – Personal care (washing, dressing etc) 

I can look after myself normally without 
causing extra pain 

I can look after myself normally but it 
causes extra pain 

It is painful to look after myself and I am 
slow and careful 

I need some help but manage most of my 
personal care 

I need help every day in most aspects of 
self-care 

I do not get dressed, I wash with difficulty 
and stay in bed 

 

Section 3 – Lifting 

I can lift heavy weights without extra pain 

I can lift heavy weights but it gives extra pain 

Pain prevents me from lifting heavy weights off 
the floor, but I can manage if they are 
conveniently placed e.g. on a table 

Pain prevents me from lifting heavy weights, 
but I can manage light to medium weights if 
they are conveniently positioned 

I can lift very light weights 

I cannot lift or carry anything at all 

 
Section 4 – Walking* 

Pain does not prevent me walking any distance 

Pain prevents me from walking more than 
1 mile 

Pain prevents me from walking more than 
1/2 mile 

Pain prevents me from walking more than 
100 yards 

I can only walk using a stick or crutches 

I am in bed most of the time 
 

 

Oswestry Low Back Pain Disability Questionnaire 

Instructions 

This questionnaire has been designed to give us information as to how your back or leg pain is affecting 
your ability to manage in everyday life. Please answer by checking ONE box in each section for the 
statement which best applies to you. We realise you may consider that two or more statements in any one 
section apply but please just shade out the spot that indicates the statement which most clearly describes 
your problem. 
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Section 5 – Sitting 

I can sit in any chair as long as I like 

I can only sit in my favourite chair as long as 
I like 

Pain prevents me sitting more than one hour 

Pain prevents me from sitting more than 
30 minutes 

Pain prevents me from sitting more than 
10 minutes 

Pain prevents me from sitting at all 

Section 6 – Standing 

I can stand as long as I want without extra pain 

I can stand as long as I want but it gives me 
extra pain 

Pain prevents me from standing for more than 
1 hour 

Pain prevents me from standing for more than 
30 minutes 

Pain prevents me from standing for more than 
10 minutes 

Pain prevents me from standing at all 

 
Section 7 – Sleeping 

My sleep is never disturbed by pain 

My sleep is occasionally disturbed by pain 

Because of pain I have less than 6 hours sleep 

Because of pain I have less than 4 hours sleep 

Because of pain I have less than 2 hours sleep 

Pain prevents me from sleeping at all 
 

Section 8 – Sex life (if applicable) 

My sex life is normal and causes no extra pain 

My sex life is normal but causes some extra 
pain 

My sex life is nearly normal but is very painful 

My sex life is severely restricted by pain 

My sex life is nearly absent because of pain 

Pain prevents any sex life at all 

 
Section 9 – Social life 

My social life is normal and gives me no extra 
pain 

My social life is normal but increases the 
degree of pain 

Pain has no significant effect on my social life 
apart from limiting my more energetic interests 
e. g, sport 

Pain has restricted my social life and I do not go 
out as often 

Pain has restricted my social life to my home 

I have no social life because of pain 

 
Section 10 – Travelling 

I can travel anywhere without pain 

I can travel anywhere but it gives me extra pain 

Pain is bad but I manage journeys over two 
hours 

Pain restricts me to journeys of less than one 
hour 

Pain restricts me to short necessary journeys 
under 30 minutes 

Pain prevents me from travelling except to 
receive treatment 

 



  
 Patient Comfort Assessment Guide 
 
Name:–––––––––––––––––––––––––––––––––––––––– Date:–––––––––––––– 
 
1. Where is your pain?_________________________________________________ 

 
2. Circle the words that describe your pain. 

 
aching            

sharp                
penetrating 

throbbing        
tender              

shooting                   

numb 
stabbing        

exhausting       
miserable 

gnawing                      

unbearable 
tiring    

nagging 
burning  

 
3. Circle one.     occasional          continuous 

 
4. What time of day is your pain the worst? Circle one. 

 
morning        afternoon          evening           nighttime 

 
5. Rate your pain by circling the number that best describes your pain at its worst in the 
last month. 
 

No Pain          0 1 2 3 4 5 6 7 8 9 10            Pain as bad as you can imagine 
 

6. Rate your pain by circling the number that best describes your pain at its least in the 
last month. 
 

No Pain         0 1 2 3 4 5 6 7 8 9 10            Pain as bad as you can imagine 
 

7. Rate your pain by circling the number that best describes your pain on average in the 
last month. 
 

No Pain          0 1 2 3 4 5 6 7 8 9 10           Pain as bad as you can imagine 
 

8. Rate your pain by circling the number that best describes your pain right now. 
 

No Pain          0 1 2 3 4 5 6 7 8 9 10          Pain as bad as you can imagine 
 

9. What makes your pain better?––––––––––––––––––––––––––––––––––––––––– 
 
10. What makes your pain worse?– ––––––––––––––––––––––––––––––––––––––– 

 
 



11. What treatments or medicines are you receiving for your pain?  
Circle the number to describe the amount of relief the treatment or medicine provide(s) you. 
 

a. _________________________________________________________________ 
Treatment or Medicine (include dose)                
No  relief      0  1  2   3   4   5   6   7   8   9   10        Complete relief 
 

b. _________________________________________________________________ 
Treatment or Medicine (include dose)                
No  relief      0  1  2   3   4   5   6   7   8   9   10        Complete relief 

 
c. _________________________________________________________________ 

Treatment or Medicine (include dose)                
No  relief      0  1  2   3   4   5   6   7   8   9   10        Complete relief 
 

d. _________________________________________________________________ 
Treatment or Medicine (include dose)                
No  relief      0  1  2   3   4   5   6   7   8   9   10        Complete relief 

 
12. What side effects or symptoms are you having?  

Circle the number that best describes your experience during the past week. 
 

a. Nausea   Barely Noticeable   0  1  2  3  4  5  6  7  8  9  10    Severe enough to stop medicine 

b. Vomiting  Barely Noticeable   0  1  2  3  4  5  6  7  8  9  10    Severe enough to stop medicine  
c. Constipation  Barely Noticeable   0  1  2  3  4  5  6  7  8  9  10    Severe enough to stop medicine 
d. Lack of Appetite Barely Noticeable   0  1  2  3  4  5  6  7  8  9  10    Severe enough to stop medicine 
e. Tired   Barely Noticeable   0  1  2  3  4  5  6  7  8  9  10    Severe enough to stop medicine 
f. Itching   Barely Noticeable   0  1  2  3  4  5  6  7  8  9  10    Severe enough to stop medicine 

g. Nightmares  Barely Noticeable   0  1  2  3  4  5  6  7  8  9  10    Severe enough to stop medicine 
h. Sweating  Barely Noticeable   0  1  2  3  4  5  6  7  8  9  10    Severe enough to stop medicine 
i. Difficulty Thinking Barely Noticeable   0  1  2  3  4  5  6  7  8  9  10    Severe enough to stop medicine 
j. Insomnia  Barely Noticeable   0  1  2  3  4  5  6  7  8  9  10    Severe enough to stop medicine 

 
 
13. Circle the one number that describes how during the past week pain has interfered with 
your: 

a. General Activity Does not interfere   0  1  2  3  4  5  6  7  8  9  10    Completely interferes 

b. Mood   Does not interfere   0  1  2  3  4  5  6  7  8  9  10    Completely interferes 

c. Normal Work  Does not interfere   0  1  2  3  4  5  6  7  8  9  10    Completely interferes 
d. Sleep   Does not interfere   0  1  2  3  4  5  6  7  8  9  10    Completely interferes 
e. Enjoyment of life Does not interfere   0  1  2  3  4  5  6  7  8  9  10    Completely interferes 
f. Ability to concentrate Does not interfere   0  1  2  3  4  5  6  7  8  9  10    Completely interferes 
g. Relations with others Does not interfere   0  1  2  3  4  5  6  7  8  9  10    Completely interferes 
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Brief Pain Inventory (Short Form) 
 

Date:     
 

Time:     
 

Name:     
Last First Middle Initial 

 
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? 

1. Yes 2. No 

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 circling the one number that best describes 
your pain at its WORST in the past 24 hours 
____________________________________________ 

0 1 2 3 4 5 6 7 8 9 10 
No Pain as bad as 
Pain you can imagine 
 
4) Please rate your pain by circling the one number that best describes 

your pain at its LEAST in the past 24 hours. 
____________________________________________ 

0 1 2 3 4 5 6 7 8 9 10 
No Pain as bad as 
Pain you can imagine 

 
 
5) Please rate your pain by circling the one number that best describes 

your pain on AVERAGE. 
____________________________________________ 

0 1 2 3 4 5 6 7 8 9 10 
No Pain as bad as 
Pain you can imagine 
 
6) Please rate your pain by circling the one number that best describes 

how much pain you have RIGHT NOW. 
____________________________________________ 

0 1 2 3 4 5 6 7 8 9 10 
No Pain as bad as 
Pain you can imagine 

 

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

 
 

 
 

8) In the past  24 hours, how much RELIEF  have pain treatments or 
medications provided? Please circle the one percentage that most 
shows how much relief you have received. 
___________________________________________ 

0%   10%  20%  30%  40%  50%  60%  70%  80%  90%   100% 
No Complete 
Relief Relief 

 
 

9) Circle the one number that describes how, during the past 24 hours. 
PAIN HAS INTERFERED with your: 

 
A. General Activity  

_________________________________________ 
    0 1 2 3 4 5 6 7 8 9 10 
Does not Completely 
Interfere interferes 

 
B. General Activity Mood      

    _________________________________________ 
0 1 2 3 4 5 6 7 8 9 10 
Does not Completely 
Interfere interferes 

 
C. Walking Ability 

________________________________________________ 
0 1 2 3 4 5 6 7 8 9 10 
Does not Completely 
Interfere interferes 

 
        D. Normal Work (including work inside & outside the home) 
      _____________________________________________________   

0 1 2 3 4 5 6 7 8 9 10 
Does not Completely 
Interfere interferes 

 
        E. Relationship with other people       
       ____________________________________________________   

0 1 2 3 4 5 6 7 8 9 10 
Does not Completely 
Interfere interferes 

 
           F. Mood     Sleep 
      ____________________________________________________   

0 1 2 3 4 5 6 7 8 9 10 
Does not Completely 

        Interfere                     Interferes 
 
         G. Enjoyment of Life  
      ____________________________________________________   

0 1 2 3 4 5 6 7 8 9 10 
Does not Completely 

        Interfere                     Interferes 
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