
Form 1.1 Initial Pain Assessment Tool
Date_______________

Patient’s Name________________________________________________________Age__________Room_____________

Diagnosis___________________________________________    Physician______________________________________

Nurse_______________________________________
1. LOCATION: Patient or nurse mark drawing.

2. INTENSITY: Patient rates the pain. Scale used____________________________________________________________

Present pain:_________  Worst pain gets:__________  Best pain gets:___________ Acceptable level of pain:___________

3. IS 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.
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0-10 Numeric Pain Intensity Scale*

*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.

Patient Name: ________________________________________________________ Date: ______________________



 

 Opioid Risk Tool (ORT)  
 

 

mark each box that applies  female  male  

family history of substance abuse   

Alcohol   1   3  

Illegal drugs   2   3  

Rx drugs   4   4  

personal history of substance abuse  
 

Alcohol   3   3  

Illegal drugs   4   4  

Rx drugs   5   5  

age between 16–45 years   1   1  

history of preadolescent Sexual 
abuse   3   0  

psychologic disease   

ADD, OCD, bipolar, schizophrenia   2   2  

Depression   1   1  

scoring totals    



Progress Note 
Pain Assessment and Documentation Tool (PADT™) 

Patient Name: ________________________________  Record #:_____________________ 

Assessment Date: ___________________________________________________________ 

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)

No Pain  0    1    2    3    4    5    6    7    8    9    10  Pain as bad 
as it can be 

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

No Pain  0    1    2    3    4    5    6    7    8    9    10  Pain as bad 
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?

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.) 

Better Same Worse 

1. Physical functioning

2. Family relationships

3. Social relationships

4. Mood

5. Sleep patterns

6. Overall functioning
Yes No 

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

*If the patient is receiving his or her first PADT
assessment, the clinician should compare the patient’s
functional status with other reports from the last office
visit.

Yes No Unsure 

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

(Continued on reverse side) 

Patient Stamp Here 



Progress Note 
Pain Assessment and Documentation Tool (PADT™) 

Adverse Events 
Potential Aberrant Drug-Related Behavior 

This section must be completed by the physician 

1. Is patient experiencing any side effects from current
pain reliever?   Yes  No

Ask patient about potential side effects: 

Please check any of the following items that you 
discovered during your interactions with the patient.  
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. 

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 

c. Constipation Requests frequent early renewals 

Increased dose without authorization 

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 

Victim of abuse 

i. Other___________________ Other: _________________________________ 

____________________________________________ 

j. Other___________________ ____________________________________________ 

2. Patients overall severity of side effects?

None 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?   Yes  No  Unsure 
Comments: _______________________________________________________________________________________ 
_________________________________________________________________________________________________ 

Specific Analgesic Plan: Comments:_____________________________________________
______________________________________________________
______________________________________________________
______________________________________________________
______________________________________________________ 

Continue present regimen 
Adjust dose of present analgesic 
Switch analgesics 
Add/Adjust concomitant therapy 

Discontinue/taper off opioid therapy 

Date:______________________________  Physicians Signature: ___________________________________________ 
 

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