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Parent Pain Questionnaire 

Date: Child's Date ofBirth: Age: 

Child's Name: 

(Last) (First) (Middle) 

Home Address: 

Home phone#: l__J 

What is your preferred contact number? l__J 

This questionnaire was completed by: 

Relationship to child: 

Parent's Marital Status: 

Family members living in the home: 

Name: Age: Relationship: 

•' 

Other immediate family members not living in the home: 

Name: Age: Relationship: 

1) What kind of pain problem does your child have? _________________ _

2) Has your child ever been seen in a pain clinic other than ACH? _.:__,_ ________ _:_ __ _
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