
1 Pinnacle Place, Ste. 203, Albany, NY 12203
Phone: 518-438-4700, Fax: 518-438-3190

Brief Pain Inventory

Name: Date: Time:/      /
(Last) (First)

,

1) �roughout our lives, most of us have had pain from time 
to time (such as minor headaches, sprains, and toothaches). 
Have you had pain other than these everyday kinds of pain 
today?        1) YES  2) NO

2) On the diagram, shade in the areas where you feel pain. 
Put an X on the area that hurts the most.

3) Please rate your pain by circling the one number that best 
describes your pain at its WORST in the last 24 hours.

4) Please rate your pain by circling the one number that best 
describes your pain at its LEAST in the last 24 hours.

5) Please rate your pain by circling the one number that best 
describes your pain on the AVERAGE

6) Please rate your pain by circling the one number that tells 
how much pain you have RIGHT NOW.

FRONT BACK

RIGHT LEFT

RIGHTLEFT

0      1      2      3      4      5      6      7       8      9      10
No Pain As Bad As You Can Imagine

0      1      2      3      4      5      6      7       8      9      10
No Pain As Bad As You Can Imagine

0      1      2      3      4      5      6      7       8      9      10
No Pain As Bad As You Can Imagine

0      1      2      3      4      5      6      7       8      9      10
No Pain As Bad As You Can Imagine

7) What treatments or medications are you receiving for your 
pain?

_______________________________________________

_______________________________________________

_______________________________________________

8) In the last 24 hours, how much relief have pain treatments 
or medications provided? Please circle the one percentage 
that shows how much RELIEF you have received.

9) Circle the one number that describes how, during the
past 24 hours, pain has interfered with your:

A. General Activity

B. Mood

C. Walking Ability

D. Normal work (includes both work outside the home
and housework)

E. Relations with other people

F. Sleep

G. Enjoyment of Life

0%   10%    20%    30%    40%    50%    60%    70%     80%    90%    100%

No Relief Complete Relief

0      1      2      3      4      5      6      7       8      9      10
Does Not Interfere Complete Interference

0      1      2      3      4      5      6      7       8      9      10
Does Not Interfere Complete Interference

0      1      2      3      4      5      6      7       8      9      10
Does Not Interfere Complete Interference

0      1      2      3      4      5      6      7       8      9      10
Does Not Interfere Complete Interference

0      1      2      3      4      5      6      7       8      9      10
Does Not Interfere Complete Interference

0      1      2      3      4      5      6      7       8      9      10
Does Not Interfere Complete Interference

0      1      2      3      4      5      6      7       8      9      10
Does Not Interfere Complete Interference
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In addition to completing the Brief Pain Inventory, to help 
your doctor better manage your pain, please tell us:

WHAT DOES THE PAIN FEEL LIKE? CIRCLE THOSE 
WORDS THAT DESCRIBE YOUR PAIN.

Aching

Throbbing

Shooting 

Stabbing

Gnawing 

Pricking

Sharp

Tender   

Burning   

Exhausting

Tiring

Penetrating

Nagging

Numb 

Miserable  

Unbearable

Dull

Radiating

Squeezing

Cramping

Deep

HOW LONG HAVE YOU HAD THIS PAIN? (Circle One)

WHAT KINDS OF THINGS MAKE YOUR PAIN FEEL 
BETTER (IE: HEAT, MEDICINE, REST) ?

WHAT KINDS OF THINGS MAKE YOUR PAIN WORSE
(IE: WALKING, STANDING, LIFTING) ?

DO YOU HAVE ANY OTHER SYMPTOMS ?
(Circle any that apply)

TALKING ABOUT YOUR PAIN:

WHY IS PAIN RELIEF SO IMPORTANT?

MOST PAIN CAN BE CONTROLLED

Comments:  Write down any questions or 
information you need to share with your doctor, 
nurse, or pharmacist about your pain 

Less than a week

1-2 Weeks 

2-4 weeks

More than a month

Nausea

Vomiting

Constipation

Diarrhea

Lack of Appetite

Indigestion

Di�culty Sleeping

Feeling Drowsy 

Nightmares

Dizziness

Tiredness

Itching

Urinary Problems 

Sweating

Weakness

Headaches

It’s important to remember that each person’s pain is 
different. �e pain that you experience can’t be compared 
to another person’s pain. ONLY YOU know how and 
when you hurt, and how the pain affects your life.

It is important to describe what you are feeling to those 
who are trained to help you. Don’t be embarrassed to talk 
to your doctor, nurse, or pharmacist. �ey need to know 
as much as possible about your pain in order to develop 
the best plan to control it. �e questions on this form can 
help you describe your pain.

Proper treatment for pain is not only a matter of comfort. 
Unrelieved pain can lead to nausea, loss of sleep, depres-
sion, loss of appetite, weakness, and other problems. Pain 
can also affect your life at home and at work. Relieving 
your pain means that you can continue to do the day-to-
day things that are important to you.

It is important to know that most pain CAN be relieved. 
Your doctor will work with you to find the treatment that 
may be best for your pain.  �e key to effective pain 
control is to take the RIGHT AMOUNT, of the RIGHT 
MEDICINE, at the RIGHT TIME. You should take your 
pain medicine on a regular schedule, as your doctor, nurse, 
or pharmacist tells you. Don’t wait until the pain becomes 
severe. Pain is easier to control when it is mild than when 
it has reached full force. If you pain medicine wears off too 
soon, is not relieving the pain, or causes problems with 
side effects, you should call you doctor because you may 
need to have your treatment plan changed.
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