Patient-Centered Pain Management Plan

Date: [Insert Date]

Patient Name: [Insert Patient Name]
Patient ID: [Insert Patient ID]

Provider Name: [Insert Provider Name]

Provider Contact: [Insert Provider Contact]

Dear [Patient Name],

We understand that managing your pain is a priority for you, and we are committed to providing
you with a patient-centered approach to pain management. Based on our recent consultations and
assessments, we have outlined a personalized pain management plan tailored to your specific
needs.

Pain Management Goals:

« Reduce pain levels to improve quality of life.
« Enhance physical function and mobility.
« Minimize side effects and risks associated with pain management treatments.

Recommended Approaches:

1. Pharmacological Treatments

o [List medications and dosages]
Physical Therapy

o [Outline therapy techniques and frequency]
Cognitive Behavioral Therapy (CBT)

o [Provide details on therapy schedule]
Complementary Therapies

o [List any alternative therapies suggested]
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Follow-Up Schedule:
Please note the following follow-up appointments:

« Date: [Insert Date] - Review Pain Management Effectiveness
o Date: [Insert Date] - Adjust Plan as Necessary



If you have any questions or concerns regarding this plan or your pain management, please do
not hesitate to reach out to our office. Your health and well-being are our top priorities.

Best regards,
[Provider Name]

[Provider Title]
[Provider Contact Information]



