
DIVISION OF CHILD AND FAMILY SERVICES

Pain Assessment Form

Client/Patient Name: ______________________________
ID#: ________________________

Date: ________________ 
Time: _________________ 
RN: ___________________________

1) Pain intensity scale

Verbal
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Non-verbal
	Wong-Baker FACES Pain Rating Scale*
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*From Wong, D.L., Hockenberry-Eaton M., Wilson, D., Winkelstein, M.L., Ahmann, E., DiVito-Thomas, P.A.: Whaley and Wong’s Nursing Care of Infants and Children, ed. 6, St. Louis, 1999, Mosby, p. 1153. 
Copyright by Mosby-Year Book, Inc. Reprinted by permission. 
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Non-communicative
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2) Sensory quality of the pain: (i.e., aching, throbbing, stabbing, burning, shooting)

______________________________________________________________________________
3) Alleviating and aggravating factors: ______________________________________________
______________________________________________________________________________
4) Onset, duration, and temporal patterns: ____________________________________________

______________________________________________________________________________

______________________________________________________________________________
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5) Location of the pain:
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6) DCFS Incident Report completed?     FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No 

7) Name of DCFS staff who 
    completed Incident/Accident Report: _____________________________________________
8) Comments: 

______________________________________________________________________________
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
Posterior





Anterior
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