
Assessment: 

 Faces Pain Rating Scale   
  

  Name ____________________________________  Room ___________ 

Time ___________ Date __________________ 

Assessed By ____________________________________________________ 

  

  

  Directions 
Ask person to point to the face that best reflects how he/she feels. 

  

  

  

  
  1. 2. 3. 4. 5. 6. 

No Pain Mild Pain Discomforting    Distressing Intense Excruciating  
  

  Date Time Comments 

      

      

      

      

      

      

      

      

      

      
 

  



  

  

 


