SPINE AND PAIN INSTITUTE OF NEW MEXICO, LLC
PHONE (505) 344-7246 FAX (505) 344-2666

Diagnostic Injection Evaluation Form

Patient Instructions:

This form is to be completed by the patient, in “real time” immediately following a diagnostic or therapeutic
injection. Pain relief should be recorded while performing activities that previously caused pain. Please circle
the time that the injection was completed. Put a check mark in the appropriate time chart box every fifteen
minutes for a minimum of 6 hours following the injection. Please do not rate the pain that you think is from the
injection. Please return this form to the provider that performed the injection for interpretation. Please do not
rest/fall asleep; after the injection resume normal activity.

Name: Date of Block: Time of Block:
Procedure:

Target Pain:

Circle | 100% | 80% |50% |20% | 0% Time_ | 100% | 80% |50% |20% | 0%
Time | Totally | Pretty | Half | Barely | No Totally | Pretty | Half | Barely | No
of the | Gone | Much | Way | Gone | Relief Gone | Much | Way | Gone | Relief
Block Gone | Gone Gone | Gone

8:00 4:00

8:15 4:15

8:30 4:30

8:45 4:45

9:00 5:00

9:15 5:15

9:30 5:30

9:45 5:45

10:00 6:00

10:15 6:15

10:30 6:30

10:45 6:45

11:00 7:00

11:15 7:15

11:30 7:30

11:45 7:45

12:00 8:00

12:15 8:15

12:30 8:30

12:45 8:45

1:00 9:00

1:15 9:15

1:30 9:30

1:45 9:45

2:00 10:00

2:15 10:15

2:30 10:30

2:45 10:45

3:00 11:00

3:15 11:15

3:30 11:30

3:45 11:45




