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PAIN MEDICAL SOURCE STATEMENT 

 

Dr. _______________________________ 

 

Re: _______________________________  SSN: _______________________________ 

 

Please answer all the following questions concerning your patient’s pain. 

 

1. Date treatment began: _________________ Frequency of treatment: ________________ 

 

2. Please indicate on the diagram below where your patient is experiencing pain. 

 

                                
 

3. How long has the patient’s pain been present? _____________ 

 

4. What type of treatment has been given to the patient to relieve the pain? 

________________________________________________________________________ 

 

5. Has the treatment been effective? Yes No 

 

6. Was there an incident that caused the patient’s pain or was it a disease? ______________ 

Explain: ________________________________________________________________ 

 

7. Did the patient’s pain start: suddenly? Or   gradually? 

 

8. How often does the patient experience the pain? _________________________________ 
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9. How long does the pain last when the patient experiences it? _______________________ 

 

10. Is the patient’s pain chronic? Yes No 

 

11. What has the patient stated the pain feels like? Is it dull, an ache, throbing, stabbing, sharp, 

burning, etc?_______________________________________________________ 

 

12. Is the pain: constant? Intermittent? 

 

13. Does the patient’s pain affect their life, work, or relationships to others? Yes No 

 Explain if yes:____________________________________________________________ 

 

14. Is the patient’s pain: getting better?         staying the same?         getting worse? 

 Explain:_________________________________________________________________ 

 

15. Is your patient’s pain causing mental instability? Yes No 

 Explain:_________________________________________________________________ 

 

16. Has your patient’s pain lasted or can it be expected to last at least twelve months?  

Yes No 

 

17. As a result of your patient’s pain, please estimate your patient’s functional limitations: 

 

 a. Please circle the hours and/or minutes that your patient can sit at one time: 

    

Sit: 0  5  10  15  20  30  45 1  2  More than 2 

     Minutes   Hours 

 

 b. Please circle the hours and/or minutes that your patient can stand at one time: 

 

         Stand: 0  5  10  15  20  30  45 1  2  More than 2 

     Minutes   Hours 

 

 c. Please indicate how long your patient can sit and stand/walk in an 8-hour work day: 

 

    Sit    Stand/walk 

         less than 2 hours   less than 2 hours 

         about 2 hours   about 2 hours 

         about 4 hours   about 4 hours 

         at least 6 hours   at least 6 hours 

 

 d. What percentage of a typical workday would your patient likely to be off task? 

 

       0%          5%            10%            15%             20%           25% or more 
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e. In your opinion, how many days of work per month would your patient likely miss  

due to their condition?________________________________________________ 

 

 

 

 

_______________________________   _______________________________ 

Date        Signature 

 

        _______________________________ 

        Printed Name 

 

        _______________________________ 

        Address 

 

        _______________________________ 

        Phone number 


