
Pain Management Assessment Report 

Date: [Insert Date] 

Patient Name: [Insert Patient Name] 

Patient ID: [Insert Patient ID] 

Assessment Conducted By: [Insert Clinician Name] 

Clinician Contact: [Insert Clinician Contact Information] 

1. Reason for Assessment 

[Provide a brief description of the patient's condition and reason for the assessment] 

2. Medical History 

[Summarize relevant medical history and previous pain management treatments] 

3. Pain Assessment 

Location of Pain: [Insert location] 

Intensity of Pain: [Insert intensity on scale of 1-10] 

Quality of Pain: [E.g., sharp, dull, throbbing] 

Duration of Pain: [Insert duration] 

Aggravating Factors: [E.g., movement, time of day] 

Relieving Factors: [E.g., rest, medication] 

4. Current Medications 

[List current medications and dosages related to pain management] 

5. Functional Impact 

[Discuss how pain affects daily activities and quality of life] 



6. Recommendations 

[Provide recommendations for pain management strategy, including medications, therapies, and 

referrals if needed] 

7. Follow-up 

[Outline the plan for follow-up visits and further assessments] 

Signature: [Insert Clinician Signature] 


