
 
 
Patient’s Name: _____________________________  Date: _________________File #:______________ 

REINFORCE HEALTH & WELLNESS                 636 E IRVING PARK RD, ROSELLE, IL 60173 

Pain Chart 
Show area(s) of pain or unusual feeling 
 
Mark the areas on this drawing where you feel the described sensations.  Use 
appropriate symbols & include all affected areas. 
 

Patient Signature: ______________________________                   Date: ___________________ 



 
 
Patient’s Name: _________________________________  Date: _______________File#:____________ 

REINFORCE HEALTH & WELLNESS                 636 E IRVING PARK RD, ROSELLE, IL 60173 

 
 Visual Analog Scale 

 
The line below are used to represent the intensity of pain you might have in various 
regions of your body. Please place on “X” at the position on the scale that indicates how 
much pain you feel in the area. 
 
Head, neck, shoulders, arms & hands: 
 
 
 

l____________________________________________l 
        No Pain                                            Worst Pain  
              Imaginable 
 
 
Torso, mid-back, chest: 
 
 
 

l____________________________________________l 
        No Pain                                            Worst Pain  
              Imaginable 
 
 
Low back, buttock, hips, legs & feet: 
 
 
 

l____________________________________________l 
        No Pain                                            Worst Pain  
              Imaginable 
 
 
Other Region: Please state where: _____________________________ 
 
 
 

l____________________________________________l 
        No Pain                                            Worst Pain  
              Imaginable 
 
 
Patient Signature: _______________________________  Date: ___________________________ 


