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Patient Name: _______________________________ Patient #:____________ 

 

Referred By:_________________________________ Date:________________ 

 

PELVIC PAIN PATIENT – SELF ASSESSMENT  

 
Please provide the following information so that we can better provide your care: 

 

1. Describe the problem for which you were referred to physical therapy: 

 

 

2. When did your current symptoms begin? 

 

 

3. Please rate your pain within a 1-10 scale, with 1 being no pain and 10 being the worst    

possible pain, for each of the following situations: 

 

 Pain at its WORST: 

               1 2 3 4 5 6 7 8 9 10 
          No pain        Worst possible pain 

Pain at its LEAST: 

               1 2 3 4 5 6 7 8 9 10 
           No pain        Worst possible pain 

Pain on AVERAGE: 

               1 2 3 4 5 6 7 8 9 10 
           No pain        Worst possible pain 

 

4. What aggravates your pain? 

 ____ Physical activity  ____Menses  ____Pelvic Exam 

 ____ Intercourse (circle all that apply):   Initial penetration    During    After 

 ____ Other (please explain):  

 

 

5. Social History: 

 Marital Status: _______________   Ages of Children: _______________ 

 Occupation: _________________   Hobbies: ______________________ 

 Do you exercise on a regular basis? If so, what types of exercise? ______ 

 ___________________________________________________________ 

 


