
Name _________________________________________________________________________    Date ________________________ 

Please indicate areas of discomfort or concern. Indicate  “P” or RED for pain, “T” or GREEN for 
tingling. “N” or BLUE for numbness , “S” or YELLOW for stiffness.  Also indicate degree of pain 
with a 1 – 10 scale  ( 10 being “I can’t function” ) 

NOTES 
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
_________________________________________________________________________ 

 

Name________________________________        Date_________________ 
 

 

Please color in the areas where you have: 

Pain in RED 

Numb/Tingling in BLUE 

Tight/Stiff in GREEN 

Other in YELLOW (specify) 

 
 

Rate the areas of your pain on a scale from 0-10 (0 is no 

pain and 10 is most) 
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