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Patient Name:

Hospital:

Date:

Do you experience pain regularly (other than minor pain such 
as headaches,dental pain etc.)?

How long have you experienced this pain?

Do you have severe episodes of pain or Breakthrough Cancer Pain?

Please rate the pain at its WORST in the past 24hrs (from 1 – 10) 
0 = no pain and 10 = the most severe (numbered bar inserted)

Please rate the pain at its LEAST in the past 24hrs (from 1 – 10) 
0 = no pain and 10 = the most severe (numbered bar inserted)

Shade in the areas where your pain occurs on the diagram below 
(front and back body)

1.

2.

3.

4.

5.

6.

0 1 5432 98 1076

0 1 5432 98 1076

YES  NO

Right RightLeft Left

No 
Pain

Pain as bad
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Pain

Pain as bad
as you can
imagine



How many episodes do you have per week/day?

How long is it from the time the pain first occurs to when
the pain is at its worst?

How long does each episode last?

What does it feel like?

Is your Breakthrough Cancer Pain different from your 
regular background pain?

How does this pain impact on your daily life?
Circle the areas that are affected:

 a) General activity
 b) Mood
 c) Mobility
 d) Work (both household and other)
 e) Sleep
 d) Relationships
 g) Enjoyment of life
 h) Ability to do day-to-day activities

What do you do to relieve the pain?

What treatments are you receiving for your pain?

7.
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10.

12.

13.

14.

11.
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