NAME DATE SCORE

QUADRUPLE VISUAL ANALOGUE SCALE

INSTRUCTIONS: Please circle the number that best describes the question being asked.
NOTE: If you have more than one complaint, please answer each question for each individual complaint and indicate the score for
each complaint. Please indicate your average pain levels and pain at minimum / maximum using the last 3 months as your reference. If
you have completed this form before, indicate you average pain level since the last time you completed this form.

EXAMPLE:
headache neck low back worst
no pain o~ o~ possible
0 1 2 3 4 5 6 7 8 9 10 pain
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1. What is your pain RIGHT NOW?

worst
no pain possible
0 1 2 3 4 5 6 7 8 9 10 pain
2. What is your TYPICAL or AVERAGE pain?
worst
no pain possible
0 1 2 3 4 5 6 7 8 9 10 pain
3. What is your pain level AT ITS BEST (How close to “0” does your pain get at its best)?
worst
no pain possible
0 1 2 3 4 5 6 7 8 9 10 pain
What percentage of your awake hours is your pain at its best? %
4. What is your pain level AT ITS WORST (How close to “10” does your pain get at its worst)?
worst
no pain possible
0 1 2 3 4 5 6 7 8 9 10 pain
What percentage of your awake hours is your pain at its worst? %
No hurt Hurts Hurts a Hurts Hurts Hurts
little bit little more even more whole lot worse
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0 1 2 3 B 5 6 7 8 9 10
No Pain Mild Nagging Miserable Intense Worse
Pain Pain Distressing Dreadful Pain
Annoying Uncomfortable VYnablelo Horrible Unbearable
Pain is present Can do most do some Unabile to Unabie to do
but does not activities with actvives do most any activitios
lirmit activity rest periogs bocause actvities because

ot pain because of pain

of pain




