ACUPUNCTURE AUDIT FORM
	Patient identifier
(name, date of birth, patient number, as required)






	Diagnosis

	Duration of problem

	
	X-ray/Scan/additional info 



Pain Scale:
	0
No pain
	1
Mild pain
	2

	3

	4

	5
Moderate pain
	6

	7

	8

	9

	10
Severe pain



	Visit number
	Visit type
	Visit date
	Day pain score
	Night pain score
	No. of days improved
	Painkillers per week
	EA given?

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	



