Southern Colorado Family Medicine

Chronic Pain Treatment Progress Note

Patient name: ________________________________
Date: __________________

Current Pain Management Regimen

Drug name


      Strength
      Frequency
      Maximum total daily dose

__________________________   __________   __________   ____________________

__________________________   __________   __________   ____________________

__________________________   __________   __________   ____________________

__________________________   __________   __________   ____________________

__________________________   __________   __________   ____________________

Analgesia

1.  What is your pain level on average during the past week?

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

2.  What is 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?  ______% (0% to 100 %)

4. Is the amount of pain relief you are now obtaining from your current pain regimen 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

Activities of Daily Living







Better

Same

Worse

Physical functioning



   (

   (

   (
Family relationships



   (

   (
  
   (
Social relationships



   (

   (

   (
Mood





   (

   (

   (
Sleep patterns




   (

   (

   (
Ability to work




   (

   (

   (
Overall functioning



    (

   (

   (
Adverse Events



None

Mild

Moderate

Severe
Nausea



   (

  (

     (


    (
Vomiting


   (

  (

     (


    (
Constipation


   (

  (

     (


    (
Itching



   (

  (

     (


    (
(continued on reverse)

Mental cloudiness

   (

  (

     (


    (
Sweating


   (

  (

     (


    (
Fatigue



   (

  (

     (


    (
Drowsiness


   (

  (

     (


    (
Other ____________

   (

  (

     (


    (
Other ____________

   (

  (

     (


    (
Patient’s overall severity of side effects
( None   ( Mild   ( Moderate   ( Severe

Potential Aberrant Drug-Related Behavior

( Purposeful over-sedation



    ( Insists on certain medications by name

( Negative mood change



    ( Contact with street drug culture

( Appears intoxicated



    ( Using alcohol or illicit drugs

( Increasingly unkempt or impaired


    ( Hoarding medication

( Involved in car or other accidents


    ( Arrested by police

( Frequent requests for early renewals

    ( Prescription forgery

( Unauthorized dose increase


    ( Victim of abuse

( Reports lost/stolen/damaged prescriptions
    ( Changes route of administration

( Obtaining prescriptions from other sources
    ( Use of drug to treat another symptom

( Aggressive complaining about need for

    ( Non-compliant with drug screening or

    higher doses




        pill counts

( Aggressive or aberrant behavior in clinic

    ( Other __________________________

Assessment

Overall, is this patient benefiting from opioid therapy?     ( YES     ( NO     ( UNSURE

Comments:  __________________________________________________________________________________________________________________________________________________________

Pain Management Plan

( Continue present regimen


Comments:  _______________________________


( Dosage adjustment



_________________________________________


( Switch analgesics



_________________________________________


( Add/Adjust concomitant therapy

_________________________________________

( Discontinue/taper off opioid therapy
_________________________________________

Signature and stamp of provider:  __________________________________________________

