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WRITE DOWN QUESTIONS OR CONCERNS YOU HAVE FOR YOUR HEALTHCARE PROVIDER.
USE THE SPACE PROVIDED TO TAKE NOTES THAT YOU CAN REFER TO LATER.

Appointment with: Date:

(Provider Name)

Primary Reason(s) for Visit:

List of questions/concerns:

Answer:

Answer:

Answer:

Answer:

American Pain Foundation

¢ A United Voice of Hope and Power over Pain
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For more information, or to get involved, call the toll-free information line

at 1-888-615-PAIN (7246), or visit www.painfoundation.org.




