


PEG Scale Assessing Pain Intensity and Interference (Pain, Enjoyment, General Activity) 
 

  
   

1. What number best describes your pain on average in the past week?   
             
 0 1 2 3 4 5 6 7 8 9 10  

 No Pain     Pain as bad as you can imagine  
             

  
2. What number best describes how, during the past week, pain has interfered with your 

enjoyment of life? 
             
 0 1 2 3 4 5 6 7 8 9 10  

 Does not 
interfere 

     Completely 
interferes 

 

 

             
3. What number best describes how, during the past week, pain has interfered with your general 

activity? 
             
 0 1 2 3 4 5 6 7 8 9 10  

 Does not 
interfere 

     Completely 
interferes 

 

 
Computing the PEG Score. 
Add the responses to the three questions, then divide by three to get a mean score (out of 10) on 

overall impact of points.  
 
Using the PEG Score.  
The score is best used to track an individual’s changes over time.  The initiation of therapy 

should result in the individual’s score decreasing over time.   
 
Source. 
Krebs, E. E., Lorenz, K. A., Bair, M. J., Damush, T. M., Wu, J., Sutherland, J. M., Asch S, Kroenke, K. (2009). 
Development and Initial Validation of the PEG, a Three-item Scale Assessing Pain Intensity and Interference. 
Journal of General Internal Medicine, 24(6), 733–738. http://doi.org/10.1007/s11606-009-0981-1 
 

http://doi.org/10.1007/s11606-009-0981-1
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Name:____________________________________    DOB:______/______/________ 
 

Screener and Opioid Assessment for Patients with Pain Revised (SOAPP-R) 
The following are some questions given to patients who are on or being considered for medication for 
their pain. Please answer each question as honestly as possible. There are no right or wrong answers. 
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1. How often do you have mood swings?      

2. How often have you felt a need for higher doses of medication to 
treat your pain?      

3. How often have you felt impatient with your doctors?      

4. How often have you felt that things are just to overwhelming that 
you can’t handle them?      

5. How often is there tension in the home?      

6. How often have you counted pain pills to see how many are 
remaining?      

7. How often have you been concerned that people will judge you 
for taking pain medication?      

8. How often do you feel bored?      

9. How often have you taken more pain medication then you were 
supposed to?      

10. How often have you worried about being left alone?      

11. How often have you felt a craving for medication?      

12. How often have others expressed concern over your use of 
medication?      
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Name:____________________________________    DOB:______/______/________ 

 
Please include any additional information you wish about the above answers. Thank you. 
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13. How often have any of your close friends had a problem with 
alcohol or drugs?      

14. How often have others told you that you had a bad temper?      

15. How often have you felt consumed by the need to get pain 
medication?      

16. How often have you run out of pain medication early?      

17. How often have others kept you from getting what you deserve?      

18. How often, in your lifetime, have you had legal problems or been 
arrested?      

19. How often have you attended an AA or NA meeting?      

20. How often have you been in an argument that was so out of 
control that someone got hurt?      

21. How often have you been sexually abused?      

22. How often have others suggested that you have a drug or alcohol 
problem?      

23. How often have you had to borrow pain medications from your 
family or friends?      

24. How often have others expressed concern over your use of 
medication?      
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Medical Records Release 

ALL ITEMS ON THIS AUTHORIZATION MUST BE COMPLETED IN FULL. 

 

Patient’s Name:  

    
Date of Birth:  Phone:  

 
Address  

  
  

 

The information is to be released to: 

Name:   Pain & Spine Associates of Texas 

Address:  2743 Smith Ranch Rd., Suite 404 

    Pearland, TX 77584 

Phone:   (713) 955-3755  Fax:  (855) 865-3826  

 

The information I wish to have released (included dates of service) 

 History & Physical  Reports & Operation 

 Reports & Diagnosis  Cardiac & EKG Reports 

 Imaging Reports (CT, MRI, X-Ray)  Laboratory Reports 

 Audiograms  All Records 

 Do not copy anything related to:   

 

This authorization will automatically expire one year from the date signed. I understand that I can revoke this 

authorization at any time. I understand that a revocation is not effective to the effective to the extent that any 

person or entity has already acted in reliance or my authorization of if my authorization was obtained as a 

condition of obtaining insurance coverage and the insurer has a legal right to contest a claim. 

Patient Signature or 
Personal Rep: 

 Date:  

IF SIGNATURE IS OTHER THAN PATIENT, PLEASE EXPLAIN YOUR AUTHORITY TO ACT FOR THIS PATIENT 

Witness Name:  Date:  

  



 

10/25/2019 1 

 
Cancellation Policy/No Show Policy for Doctor Appointments 

and Procedure/Outstanding Balances 
 
 

 
Cancellation / No Show Policy for Doctor 
Appointment 
 
1. We understand that there are times when you 
must miss an appointment due to emergencies or 
obligations for work or family. However, when 
you do not call to cancel an appointment, you 
may be preventing another patient from getting 
much needed treatment.  Conversely, the 
situation may arise when another patient fails to 
cancel and we are unable to schedule you for a 
visit, due to seemingly “full” appointment book. 
 

If an appointment is not cancelled at 
least 24 hours in advance you will be 
charged a fifty-dollar ($50) fee; this will 
not be covered by your insurance 
company. 

 
2. Scheduled Appointments: We understand that 
delays can happen however we must try to keep 
the other patients and doctors on time. If a 
patient Is 15 minutes past their scheduled time, 
we will have to reschedule the appointment.  

3. Cancellation/No Show Policy for Procedure 
Due to limited space available for each patient to 
help manage their medical needs, last minute 
cancellations can cause problems and added 
expenses for the office. 
 

If Procedure is not cancelled at least 24 
hours in advance you will be charged a 
Hundred and Fifty-dollar ($150) fee; this 
will not be covered by your insurance 
company. 

 
4. Patients with outstanding balance on their 
account must make payment arrangements prior 
to their future appointments. Our practice 
representative will collect the full amount prior 
to receiving further services by our doctor. 
Patients who have questions about their account 
balance may contact our office at 713-955-3755. 
Our office hours are Monday to Friday 8-6pm. 
Thank You. 

 
 
 
 
 
 
 
 
 
___________________________ __________________________  ____/____/____ 
Print Patient Name   Signature Patient/Guardian  Date 
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