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SHORT FORM McGILL PAIN QUESTIONNAIRE and PAIN DIAGRAM
Name:____________________________
SSN:__________________________


Ref. MD:_______________________

DOB: _________________________
Occupation: ______________________

Insurance: _____________________

Diagnosis: ________________________

Reason for Referral: __________________________________________________________

Chief Complaint/Problem:

____________________________________________________________________________________________________________________________________________________________

Check the box that indicate your level of pain, or leave blank if not applicable

	
	Mild
	Moderate 
	Severe

	Throbbing
	
	
	

	Shooting
	
	
	

	Stabbing
	
	
	

	Sharp
	
	
	

	Cramping
	
	
	

	Gnawing
	
	
	

	Hot – Burning
	
	
	

	Aching
	
	
	

	Heavy
	
	
	

	Tender
	
	
	

	Splitting
	
	
	

	Tiring – Exhausting
	
	
	

	Sickening
	
	
	

	Fearful
	
	
	

	Cruel - Punishing
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Indicate on this line how bad your pain is—at the left end of line means no pain at all, at right end means worst pain possible.

No Pain _______________________________________________________ Worst Possible Pain
Functional Scale:

Invalid _________________________________________________________Doing All Activities 

Mark or comment on the above figures where you have pain
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