Form 1.1 Initial Pain Assessment Tool

Date
Patient’s Name Age Room

Diagnosis Physician

Nurse

1. LOCATION: Patient or nurse mark drawing.

()
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Left Right
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Left Right

2. INTENSITY: Patient rates the pain. Scale used

Present pain: Worst pain gets: Best pain gets: Acceptable level of pain:

3. 1S THIS PAIN CONSTANT? YES; NO IF NOT, HOW OFTEN DOES IT OCCUR?

4. QUALITY: (For example: ache, deep, sharp, hot, cold, like sensitive skin, sharp, itchy)
5. ONSET, DURATION, VARIATIONS, RHYTHMS:

6. MANNER OF EXPRESSING PAIN:

7. WHAT RELIEVES PAIN?

8. WHAT CAUSES OR INCREASES THE PAIN?

9. EFFECTS OF PAIN: (Note decreased function, decreased quality of life.)

Accompanying symptoms (e.g., nausea)

Sleep

Appetite

Physical activity

Relationship with others (e.g., irritability)

Emotions (e.g., anger, suicidal, crying)

Concentration

Other
10. OTHER COMMENTS:

11. PLAN:

May be duplicated for use in clinical practice. Copyright Pasero C, McCaffery M, 2008. As appears in Pasero C, McCaffery M. Pain: Assessment and pharmacologic
management, 2011, Mosby, Inc. Used with permission.



Beck Depression Baseline
Inventory

V 0477 CRTN: CRF number: Page 14 patient inits:

Name: Marital Status: Age: Sex:

Occupation: Education:

Instructions: This questionnaire consists of 21 groups of statements. Please read each group of statements carefully, and
then pick out the one statement in each group that best describes the way you have been feeling during the past two
weeks, including today. Circle the number beside the statement you have picked. If several statements in the group
seem to apply equally well, circle the highest number for that group. Be sure that you do not choose more than one
statement for any group, including Item 16 (Changes in Sleeping Pattern) or ltem 18 (Changes in Appetite).

1. Sadness 6. Punishment Feelings
0 Ido not feel sad. 0 Idon’tfeel I am being punished.
1 Ifeel sad much of the time. 1 Ifeel I may be punished.
2 Tam sad all the time. 2 Iexpect to be punished.
3 I am so sad or unhappy that I can’t stand it. 3 Ifeell am being punished.
2. Pessimism 7. Self-Dislike
0 I am not discouraged about my future. 0 I feel the same about myself as ever.
I feel more discouraged about my future than I 1 I have lost confidence in myself.
used to be. 2 I am disappointed in myself.
I do not expect things to work out for me. 3 1dislike myself.

I feel my future is hopeless and will only get

worse. 8. Self-Criticalness

3. Past Failure 0 Idon’t crmc1-z:e or b;ame n;;’self mor:ihan busual.
0 Ido not feel like a failure. : ; an.x‘rr%ore crmcalfo :lnuys: th;null usec o be.
1 Ihave failed more than I should have. 2 criticize myself for all o m y ba d z; h
2 As Ilook back, I see a lot of failures. 3 Tblame myself for everything bad that happens.
3 Ifeel I am a total failure as a person. 9. Suicidal Thoughts or Wishes

4. Loss of Pleasure 0 i :on thave :n Y tfhl(:nghts of kﬂll;ng m:’ Selild
0 I get as much pleasure as I ever did from the nota Z:Ig’,ot%%és ocl)n. ing myselt, but Lwo

things I enjoy.
I don’t enjoy things as much as 1 used to.
2 I get very little pleasure from the things I used

2 I would like to kill myself.
I would kill myself if I had the chance.

to enjoy. 10. Crying
3 Ican’t get any pleasure from the things I used
to enjoy. 0 Idon’tcry anymore than I used to.
1 Icry more than I used to.
5. Guilty Feelings 2 Icry over every little thing.
0 Idon’t feel particularly guilty. 3 I feel like crying, but I can’t.

I feel guilty over many things I have done or
should have done.

2 Ifeel quite guilty most of the time.
I feel guilty all of the time.
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Beck Depression Baseline
Inventory
V 0477 CRTN: CRF number: Page 15 patient inits:
11. Agitation 17. Irritability

0 I am no more restless or wound up than usual.
I feel more restless or wound up than usual.

2 Iam so restless or agitated that it’s hard to stay
still.

3 I am so restless or agitated that I have to keep
moving or doing something.

12. Loss of Interest

0 I have not Jost interest in other people or
activities.

1 Iam less interested in other people or things
than before.

2 Ihave lost most of my interest in other people
or things.

3 It’s hard to get interested in anything.

13. indecisiveness
0 I make decisions about as well as ever.

I find it more difficult to make decisions than
usual.

2 [ have much greater difficulty in making
decisions than I used to.

3 I have trouble making any decisions.

14. Worthlessness
0 Ido not feel I am worthless.

1 don’t consider myself as worthwhile and useful
as ] used to.

2 1 feel more worthless as compared to other
people.

3 I feel utterly worthless.

15. Loss of Energy
0 Ihave as much energy as ever.
1 Ihave less energy than I used to have.
2 Idon’t have enough energy to do very much.
3 Idon’t have enough energy to do anything.

16. Changes in Sleeping Pattern

0 I have not experienced any change in my
sleeping pattern.

la Isleep somewhat more than usual.
1b I sleep somewhat less than usual.
2a I sleep a lot more than usual.

2b Isleep alot less than usual.

3a [ sleep most of the day.

3b I wake up 1-2 hours early and can’t get back
to sleep.

0 I am no more irritable than usual.

1 I am more irritable than usual.

2 I am much more irritable than usual.
3 Iam irmritable all the time.

18. Changes in Appetite
0  Ihave not experienced any change in my
appetite.
la My appetite is somewhat less than usual.
1b My appetite is somewhat greater than usual.
2a My appetite is much less than before.
2b My appetite is much greater than usual.
3a Ihave no appetite at all.
3b Icrave food all the time.

19. Concentration Difficulty
0  Ican concentrate as well as ever.
I can’t concentrate as well as usual.

2 It's hard to keep my mind on anything for
very long.

3 Ifind I can’t concentrate on anything.

20. Tiredness or Fatigue
0 Iam no more tired or fatigued than usual.
1 get more tired or fatigued more easily than

usual.

2 T amtoo tired or fatigued to do a lot of the things
1 used to do.

3 1am too tired or fatigued to do most of the
things I used to do.

21. Loss of Interest in Sex

0 I have not noticed any recent change in my
interest in sex.

1 I am less interested in sex than I used to be.
I am much less interested in sex now.
3 Ihave lost interest in sex completely.
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Patient Name: Date:

0-10 Numeric Pain Intensity Scale*

0 1 2 3 4 &5 6 7 8 9 10

No Moderate Worst
pain pain possible
pain

*If used as a graphic rating scale, a 10-cm baseline is recommended.
From: Acute Pain Management: Operative or Medical Procedures and Trauma, Clinical Practice Guideline No. 1. AHCPR Publication
No. 92-0032; February 1992. Agency for Healthcare Research & Quality, Rockville, MD; pages 116-117.

A7012-AS-2



Opioid Risk Tool (ORT)

mark each box that applies female

family history of substance abuse

Alcohol ol o3
Illegal drugs o2 o3
Rx drugs o4 o4

personal history of substance abuse

Alcohol o3 o3
Illegal drugs o4 o4
Rx drugs o5 ob

age between 16-45 years

history of preadolescent Sexual

abuse

psychologic disease

ADD, OCD, bipolar, schizophrenia

Depression

scoring totals

Please read through each box and mark what applies to your personal background. ONLY mark
the box that applies to your gender. Scoring will be done by they clinician.



Progress Note
Pain Assessment and Documentation Tool (PADT™)

Patient Name: Record #:

Assessment Date:

Patient Stamp Here

Current Analgesic Regimen

Drug Name Strength (eg, mg)

Frequency

Maximum Total Daily Dose

The PADT is a clinician-directed interview; that is, the clinician asks the questions, and the clinician records the responses. The Analgesia,

Activities of Daily Living, and Adverse Events sections may be completed by the physician, nurse practitioner, physician assistant, or nurse. The
Potential Aberrant Drug-Related Behavior and Assessment sections must be completed by the physician. Ask the patient the questions below,

except as noted.

Analgesia

Activities of Daily Living

If zero indicates “no pain” and ten indicates “pain as bad
as it can be,” on a scale of 0 to 10, what is your level of
pain for the following questions?

1. What was your pain level on average during the past
week? (Please circle the appropriate number)

NoPain 0 1 2 3 4 5 6 7 8 9 10 Painasbad
as it can be

2.  What was your pain level at its worst during the past
week?

NoPain0 1 2 3 4 5 6 7 8 9 10 Painasbad
as it can be

3. What percentage of your pain has been relieved
during the past week? (Write in a percentage
between 0% and 100%.)

4. Is the amount of pain relief you are now obtaining
from your current pain reliever(s) enough to make a
real difference in your life?

|:|Yes |:|No

5. Query to clinician: Is the patient’s pain relief
clinically significant?

|:|Yes |:|No |:|Unsure

Please indicate whether the patient’s functioning with the
current pain reliever(s) is Better, the Same, or Worse since

the patient’s last assessment with the PADT.* (Please
check the box for Better, Same, or Worse for each item

below.)

1. Physical functioning

2. Family relationships

3. Social relationships

4. Mood

5. Sleep patterns

6. Overall functioning

*If the patient is receiving his or her first PADT

Better

[

[

[

[

Same

[l

[l

[l

[

Worse

[l

[l

[

assessment, the clinician should compare the patient’s
functional status with other reports from the last office

visit.

Copyright Janssen Pharmaceutica Products, L.P. ©2003 All rights reserved.

(Continued on reverse side)




Progress Note
Pain Assessment and Documentation Tool (PADT™)

Potential Aberrant Drug-Related Behavior
This section must be completed by the physician

Please check any of the following items that you
1. Is patient experiencing any side effects from current discovered during your interactions with the patient.

pain reliever? [ Jves [ INo Please note that some of these are directly observable
(eg, appears intoxicated), while others may require more
active listening and/or probing. Use the “Assessment”
section below to note additional details.

Adverse Events

Ask patient about potential side effects:

None Mild Moderate Severe Purposeful over-sedation

a. Nausea |:| |:| |:| |:| Negative mood change
Appears intoxicated

[

b. Vomiting Increasingly unkempt or impaired
Involvement in car or other accident
Requests frequent early renewals

Increased dose without authorization

[]
c. Constipation |:|
[]

O 0O O
O 0O O
O O O

d. Itching Reports lost or stolen prescriptions

Attempts to obtain prescriptions from other
doctors

e. Mental cloudiness Changes route of administration

Uses pain medication in response to
situational stressor

f. Sweating [] ] Insists on certain medications by name
Contact with street drug culture
g. Fatigue ] Abusing alcohol or illicit drugs

Hoarding (ie, stockpiling) of medication

h. Drowsiness Arrested by police

[l

Victim of abuse

i. Other Other:

]
[l
[l
]
OooooooD O 0O o ooooooo

I T R I A

O o o o O

j. Other |:| |:|

2. Patients overall severity of side effects?
[ INone [ ]Mild [ ]Moderate [ ]Severe

Assessment: (This section must be completed by the physician.)
Is your overall impression that this patient is benefiting (eg, benefits, such as pain relief, outweigh side effects) from

opioid therapy? [ Jves [ INo [ Junsure
Comments:
Specific Analgesic Plan: Comments:

Continue present regimen

Adjust dose of present analgesic
Switch analgesics

Add/Adjust concomitant therapy
Discontinue/taper off opioid therapy

g DOooo

Physicians Signature:
Provided as a service to the medical community by Janssen Pharmaceutica Products, L.P.




Pain Outcomes Profile

Patient Name . : D e
Patient ID # ... _

1. Entertoday'sdate: /.. /. (MM/DD/YY)

2. Enteryourdate ofbirth: ______ /. __ o (MM/DD/YY)

3.  How long have you had the pain for which you are now seeking treatment?
. Years ... Months

4. Onascale of 0 to 10, with 0 being no pain at all and 10 being the worst possible pain,
how would you rate your pain right now?

0 1 2 3 4 5 6 7 8 g 10
no pain worst possible
at all pain

5.  How would you rate your pain on the average during the last week ?

0 1 2 3 4 5 6 7 8 9 10
no pain worst possible
at all pain

6. Does your pain affect your self-esteem or self-worth?
0 1 2 3 4 5 6 7 8 9 10
not at all all the time
7. Does your pain interfere with your ability to walk?

0 1 2 3 .4 5 6 7 8 9 10
not at all all the time

8. Does your pain interfere with your ability to bathe yourself?

0 1 2 3 4 5 6 7 8 9 10
not at all all the time

9. How would you rate your physical activity?

0 1 2 3 4 5 6 7 8 9 10
significant can perform
limitation in vigorous activities

basic activities without limitation

10. How would you rate your feelings of depression today?

0 1 2 3 4 5 6 7 8 9 10
not depressed extremely
atall depressed

please turn over —>



I1.

12.

13.

14.

15.

16.

17.

18.

19.

20.

2L

22,

23,

Does your pain interfere with your ability to carry/handle everyday objects such as a

bag of groceries or books?

0 1 2 3 4 5 6 7 8 9 10
not at all all the time

Does your pain interfere with your ability to dress yourself?

0 1 2 3 4 5 6 i 8 9 10

not at all all the time

How would you rate your overall energy?

0 1 2 3 4 5 6 7 8 9 10
totally most energy
worn out ever

How much do you worry about re-injuring yourself if you are more active?

0 1 2 3 4 5 6 7 8 9 10
not at all all the time

How would you rate your feelings of anxiety today?

0 1 2 3 4 5 6 7 8 9 10
not anxious extremely
atall anxious

Does your pain interfere with your ability to climb stairs?

0 1 2 3 4 5 6 7 8 9 10
not at all all the time

Does your pain interfere with your ability to use the bathroom?

0 1 2 3 4 5 6 7 8 9 10

not at all all the time

How would you rate your strength and endurance today?

0 1 2 3 4 5 6 7 8 9 10
very poor strength very high strength

and endurance and endurance

Do you have problems concentrating on things today?

0 1 2 3 4 5 6 7 8 9 10
not at all all the time

Does your pain require you to use a cane, walker, wheelchair or other devices?

0 1 2 3 4 5 6 7 8 9 10
not at all all the time

Does your pain interfere with your ability to manage your personal grooming?
(for example combing your hair, brushing your teeth, etc)

0" 1 2 3 4 5 6 7 8 9 10

not at all all the time

How often do you feel tense?

0 1 2 3 4 5 6 7 8 9 10
not at all all the time

How safe do you think it is for you to exercise?

0 1 2 3 4 a 6 7 8 9 10
not safe extremely
at all i safe

© 2003 The American Academy of Pain Management



Dr Breeden Medical History Form

Patient Name Date

Date of Birth Sex Marital Status

Telephone Numbers/Home ( ) Work ()

Home Address

Street

City State Zip

General Health Review

Medical History (such as heart disease, stroke, cancer, arthritis, diabetes, hypertension, as well as
psychiatric illnesses, etc.)

Surgical History (unrelated to pain; such as appendectomy)

Surgical History (related to pain; such as laminectomy)

Allergies (include medication and food allergies) |

Iintolerances (include side effects from previous medications, such as gastritis, nausea, constipation, etc.)

Current Medications (include vitamins and birth control pills, if applicable)
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