
 
SYMPTOM FORM 

 
 
NAME: ________________________________________ DATE: _________________ 
 
Please indicate with a straight line, on the scale, the level of your pain over the past 24 
hours at its best, worst, and as it is right now. 
 
0 = No Pain    10 = Worst Pain    For example:  (0______|______10) = 5 
 
 
BEST:  0_________________________________________________________10 
 
 
WORST: 0_________________________________________________________10 
 
 
NOW:   0_________________________________________________________10 
 
 
 
Please indicate on the body chart, with X’s, where ALL your present symptoms are you 
will be seen for today. 
 
 

 


