PAIN MANAGEMENT SURVEY

By completing this survey you will enable Naval Hospital Sigonella to improve patient care. We thank you in advance for taking the time to do this. 
Date:  _____________
Diagnosis/Reason for Visit: _______________________________________________________
Name of Your Physician: _________________________________________________________

PLEASE ANSWER THE FOLLOWING QUESTIONS   
1. Were you asked about your pain level on admission or during your clinic visit?    YES   NO
2. Did your nurse/corpsman explain the “0-10” pain rating scale to you?                   YES   NO
3. If admitted, were you asked about your pain level on a regular basis?                    YES   NO
4. If you experienced pain, do you feel your reports of pain were adequately 
addressed?                                                                                                                           YES   NO
5. Please rate your overall satisfaction with your pain management. 
Not Satisfied			Satisfied 		Very Satisfied
1	2	3	4	5	6	7	8	9	10

6. If you have any comments or suggestions for how we could improve our pain management program please let us know. 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
