Comprehensive Pain Assessment and
Management Plan

Date: [Insert Date]
Patient Name: [Insert Patient Name]
Date of Birth: [Insert DOB]

Medical Record Number: [Insert MRN]

Assessment Overview

Pain Duration: [Insert Duration]

Pain Intensity (scale 0-10): [Insert Intensity]
Pain Description: [Insert Description]

Location of Pain: [Insert Location]

Previous Treatments

e [Insert Treatment 1]
e [Insert Treatment 2]

Management Plan

Medications:

e [Insert Medication 1 and Dosage]
e [Insert Medication 2 and Dosage]

Non-Pharmacological Interventions:

e [Insert Intervention 1]
e [Insert Intervention 2]

Follow-Up Plan:

[Insert Follow-Up Details]



Signature
[Provider Name]
[Provider Title]

[Contact Information]



