




 

 

 

                                                                                                             

 

Functional Pain Index 

Please check the appropriate box to let us know how you feel TODAY. 

Patient Name: _________________________________Date: ___________

Body Part Right/Left 0 1 2 3 4 5 6 7 8 9 10 
BODY-OVERALL             

Head             

Neck Right/Left            

Shoulders/Chest Right/Left            

Upper Back Right/Left            

Elbow Right/Left            

Lower Back Right/Left            

Arm Right/Left            

Wrist/Hand Right/Left            

Pelvis/Hips Right/Left            

Thigh Right/Left            

Knee Right/Left            

Lower Leg Right/Left            

Feet/Ankle Right/Left            
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