
PAIN (SELF-REPORT OF SEVERITY)

A. Rate how severe your pain is right now, at this moment (please D. Rate how much your pain is aggravated by activity (Please check acheck a number): number):

No pain Most severe pain can imagine
Excruciating following any activityActivity does not aggravate pain

B. Rate how severe your pain is at its worst (please check a number):

E. Rate how frequently you experience pain (Please check a number):None Excruciating

C. Rate how severe your pain is on the average (Please check a number):

All the timeRarelyNone Excruciating

ACTIVITY LIMITATION OR INTERFERENCE
A. How much does your pain interfere with your ability to walk 1 block? How much do you limit your activities to prevent your pain from

getting worse? (circle a number):(Please check a number):

Does not limit activitiesDoes not restrict ability to walk Pain makes it impossible for me to Completely limits activities
walk

How much does your pain interfere with your relationship with your
family/partner/significant others? (Please check a number):

J.
B.

How much does your pain prevent you from lifting 10 pounds (a
bag of groceries)? (Please check a number):

Does not interfere with relationships Completely interferes withDoes not prevent from lifting 10 pounds Impossible to lift 10 pounds relationships
How much does your pain interfere with your ability to do jobsK.C. How much does your pain interfere with your ability to sit for 1/2 around your home? (Please check a number):hour? (Please check a number):

Does not interfere Completely unable to
Does not restrict ability to sit for 1/2 hour Impossible to sit for 1/2 hour do any job around home

D. How much does your pain interfere with your ability to stand for
1/2 hour? (Please check a number):

How much does your pain interfere with your ability to shower or
bathe without help from someone else? (Please check a number):

L.

My pain makes it impossible to
shower or bathe without help

Unable to stand at allDoes not restrict ability to stand at all Does not interfere at allHow much does sleep interfere with your ability to get enough
sleep? (Please check a number):

E.

M. How much does your pain interfere with your ability to write or
type? (Please check a number):

Impossible to sleepDoes not prevent me from sleeping

My pain makes it impossible to write orDoes not interfere at allHow much does your pain interfere with your ability to participate
F.

type In social activities? (Please check a number): N. How much does your pain interfere with your ability to dress
yourself? (Please check a number):

Does not interfere with social activities Completely interferes with social
activities

Does not interfere at all My pain makes it impossible to dressG. How much does your pain interfere with your ability to travel up myself
to I hour by car? (Please check a number): 0. How much does your pain interfere with your ability to engage

in sexual activity? (Please check a number):

Completely unable toDoes not interfere with ability to
travel 1 hour by car travel 1 hour by car

My pain makes it almost impossible toDoes not interfere at allH. In general, how much does your pain interfere with your daily engage in any sexual activityactivities? (Please check a number): How much does your pain interfere with your ability to concentrateP.
(Please check a number):

Completely interferes with my dailyDoes not interfere with my daily
activitiesactivities

OF EFFECT OF PAIN ON MOODINDIVIDUAL'S REPORT
D. During the past week, how irritable have you been because ofA. Rate your overall mood during the past week (Please check a number):

your pain? (Please check a number):

Extremely irritableNot at all irritable

Extremely low /badExtremely high/good

In general, how anxious/worried are you about performing activities because
they might make your pain/symptoms worse? (Please check a number):

E.

During the past week, how anxious or worried have you been becauseB.
of your pain? (Please check a number):

Extremely anxious/worriedNot at all anxious/worried

Extremely anxious/worriedNot at all anxious/worried

C. During the past week, how depressed have you been because
of your pain? (Please check a number):

Extremely depressedNot at all depressed

04082009

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10
Never

All the time

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

I.

I

II

III

Tel: (714)284-0111 | Fax:  800-637-5254
QUESTIONNAIRE

 AMA FORMAL PAIN EVALUATION

AiM Radiology     All Rights Reserved

Patient Name:

Referring Physician:

Patient Phone:

Date of Birth:

SSN:

Date of Injury:

In order for  Pain Report to be performed please make sure all of the above answers are completed.

PATIENT'S FORM (To be filled by the Patient)



PAIN RATABILITYII

Is the individual's presentation typical of the diagnosed condition?

Is the diagnosed condition one that is widely accepted by physicians as having a well defined
pathophysiologic basis?

Behavior (Please check what behavior the patient exhibits)

ASSESMENT OF PAIN BEHAVIORIII

Facial grimacing
Holding or supporting the affected body area

Limping or distorted gate

Frequent shifting of posture or position

Extremely slow movements

Sitting with a rigid posture

Moving in a guarded or protective fashion
Moaning
Using a cane, cervical collar or other device

Stooping while walking
Other: (Please Explain)

Based on the behavior above & knowledge of the diagnosis & organ dysfunction rate the pain behavior by giving them a score between:

                              -10                                                                         0                                                                   +10
                 (behavior exaggerated)                                                     (behavior mixed or ambiguous)                       (behavior appropriate for diagnosis& confirms physical findings)

Behavior Score Given:

Using the above questions as a general guide to rate the patient credibility.

                       -10                                                                     0                                                                                            +10
                    (low Credibility)                                                         (behavior mixed or ambiguous)                                                                                       (high Credibility)

CREDIBILITYV
Does the limitations that he individual describes and demonstrate accurately reflect the burden of illness he/she bears during activity?

Does the patients behavior, demeanor symptoms and exam findings correlate with the patients complaints?

Are the patients complaints consistent with anatomy and physiology?

Does the individuals symptoms and/or physical findings match any known medical condition?
Yes No

In order for  Pain Report to be performed please make sure all of the above answers are completed.
04082009

AiM Radiology     All Rights Reserved

REASON FOR FORMAL PAIN ASSESSMENT (table 18-1 Pg 571 AMA Guide 5th)

Other associated, non-predictable pain syndrome

Excessive pain for a Verifiable Condition
I

Other (Please list):

Pain Syndrome with out identifiable organ dysfuntion

DOCTOR'S FORM (To be filled by the Referring Physician)

PAIN BEHAVIORIV

All of the below must be true in order for the Pain to be Ratable

Tel: (714)284-0111 | Fax:  800-637-5254
QUESTIONNAIRE

 AMA FORMAL PAIN EVALUATION

Yes No
Yes No

Yes No
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