Trinity Behavioral Health

Robert W. Young, Ph.D.
Licensed Psychologist PY 6915
905 E. Martin Luther King Jr. Dr., Ste.211
Tarpon Springs, Fl. 34689
Telephone: 727.848.0840 Fax: 727.255.5075
E-mail: info@raisingnewhope.com

CONSENT TO EVALUATION & TREATMENT

This form is used to acquire informed consent to receive psychological services (i.e. evaluation
and treatment). By signing this form I understand I am hereby giving my consent to participate in
the evaluation process and any prescribed psychological treatment services (e.g. psychotherapy
and biofeedback) as needed. I also acknowledge that I am receiving these services under my own
free will and that I understand I can withdraw my consent and discontinue my participation at

any time.

Therapy can help a person to gain new understanding about his or her problems and to learn new
ways of coping with and solving those problems, such as anxiety, anget, depression, parenting or
relationship concerns. Therapy can help a person to develop new skills and to change behavior
patterns. Therapy can contribute to improved ability to cope with stress and difficult situations
and can increase understanding of self and others.

I acknowledge that Dr. Young has advised me that while there are potential benefits to therapy,
there is no guarantee of success and that there are potential risks. I have been advised that during
therapy emotions and memories may be stimulated which can evoke strong feelings and that
changes in awareness may alter my self-perceptions and ways of relating to others. I have been
advised that the process of personal change can be quite varied and individual. I understand that
it is important that I mention promptly any concerns or questions to Dr. Young that I may have at

any time during the process of therapy.

I have been advised by Dr. Young that all communications with me and all records relating to the
provision of psychological services to me are confidential and may not be disclosed without my
written consent. I also am aware, and by signing this form give my consent for Dr. Young to
release copies of any evaluation reports and treatment notes as needed to third party payers (i.e.
insurance carriers) in order to be reimbursed for providing psychological services. I also have
been advised by Dr. Young the law places certain limits on the confidential nature of the
psychological services provided to me. [ have been advised that these limits on confidentiality
may arise if Dr. Young perceives that there is risk of harm in situations such as the following: 1)
if I present an imminent danger to myself or others the law requires that steps be taken to prevent
such harm; 2) if a child is in need of protection a report must be filed with the appropriate agency
or authority; 3) if a vulnerable adult is abused or neglected a report may be filed with the
appropriate government agency; 4) or if a court orders the disclosure of records
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Trinity Behavioral Health

Robert W. Young, Ph.D.
Licensed Psychologist PY 6915
905 E. Martin Luther King Jr. Dr., Ste.211
Tarpon Springs, Fl. 34689
Telephone: 727.848.0840 Fax: 727.255.5075
E-mail: info@raisingnewhope.com

As a courtesy to each patient, this office will file your insurance for you for reimbursement. In
order to accomplish this, you as the patient agree to allow this office to release any personal
identifying information (e.g. social security number, address etc.) necessary to the insurance
carrier in order to facilitate payment. You also recognize that unless you are covered under a
worker’s compensation claim, any information provided from this office in order to facilitate
billing and reimbursement will not include treatment records (e.g. progress notes or reports). If
you are covered under a workers’ compensation claim, then treatment records must be forwarded

along with each reimbursement claim pursuant to federal and state law.

It also is understood and agreed that should it be necessary for this office to hire an attorney or
collection agency to collect the account, the patient agrees to pay fees and all costs of collection.
The patient also agrees to and understands that any account sent to collections will necessitate
the release of personal identifying information, such as social security number, address etc, in
order to facilitate the collection process.

I acknowledge that I have had the opportunity to carefully read this document and to ask, and
have answered, any questions or concerns I have about it or arising from it. I further
acknowledge that I have read and understood the information contained in this document and
that it records my consent and [ am aware I can receive a copy of it upon request.

Signed:

Patient Name:

Patient Signature: Date:
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Trinity Behavioral Health

Robert W. Young, Ph.D.
Licensed Psychologist PY 6915
905 E. Martin Luther King Jr. Dr., Ste.211
Tarpon Springs, Fl. 34689
Telephone: 727.848.0840 Fax: 727.255.5075
E-mail: info@raisingnewhope.com

PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY AND SIGN:

Cancellation / No-Show Policy:

When a patient makes a late appointment cancellation, it is impossible for our office to schedule
another patient in that time slot, resulting in a loss of revenue. Because of this, it is necessary to
assess a $100 fee for any cancellations not completed within 24-hours of the scheduled
appointment. All no-show appointments are automatically assessed the $100 fee. There are no
exceptions to the no-show policy. No-show appointments will always be assessed the $100 no-
show fee.

Credit Card / Debit Card Processing

When you use a credit card or debit card the charge will be under Trinity Behavioral Health.
Additionally, there will be a 4% additional fee added to the amount due to cover the fee for
processing the credit card charge.

Financial Responsibility

Due to high cost of health care, payment is due at time of service. As a courtesy to each patient,
your insurance company will be billed directly. Should your insurance company deny or make
only a partial payment, the patient WILL be responsible for the balance due. Please also note, it
is understood and agreed that should it be necessary to hire an attorney or collection agency to
collect on a patient’s account, the patient agrees to pays all fees and costs of collection, to
include those of an attorney if one is necessary.

Thank you for your understanding.
Robert W. Young, Ph.D.

Patient Signature Date
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Patient: Social Security #:

1)

2)

3)

4)

5.)

6.)

7.)

Pain Outcomes Questionnaire (POQ): Intake
Michael E. Clark, Ph.D., Ronald J. Gironda, Ph.D.,and -
The American Academy of Pain Management

Enter today's daté: ____/__/___ (MMDD/VY)

Whatis your age? ____
Please indicate your sex:
A) male B) female

Please indicate your race:

A) African American D) Aslan -
B) White E) American.Indian

C) Hispanic F) Other
What Is your current marital status?
A) never married D) divorced or separated

B) married E) widowed
C) living with someone but not married

What Is.your current employment status? |
A) full-time employment D) unemployed, looking for work
B) part-time employment E) unemployed, disabled
C) unemployed, not Interested  F) retired due to pain
in returning to work G) retired not due to pain

How many years of education have you completed starting with the first grade?‘
. Years .

i POQ : Revised 3/3/2004
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8.) Please select all of the following types of claims you have filed .related to your
pain problem: .
A) workers' compensation
B) personal injury (unrelated to work)
C) Social Security Disabifity Insurance (SSDI)
D) other Insurance
E) none

9.) Areyou currently involved In a formal legal sult related to your pain problem?

A) yes B) no

10,) Please select all of the following pain locations that apply toyou:

A) leg E) head 1) foot M) arm/hand Q) genltals
B) low back Fneck J)jaw N) fingers R) other

~ C) mid-back G) shoulder  K) chest 0) toes :
D) upper back  H) buttocks L) abdomen P) face

11.) From the above paln sites, pick the ONE pain location that most interferes
with your life:

"A) leg E) head I) foot M)arm/hand Q) genitals
B) low back F) neck J) jaw N) fingers _ R) other
. C) mid-back G) shoulder ~ K)chest =~ O)toes
D) upper back  H) buttocks L) abdomen P) face

11a.) Please select the adjectives below that best describe the quality of your primary
pain. . o
Aching ___Pinching ___ Sharp ___Tender ___ Throbbing ___ Tightness
_Dul _Pressure __ Shooting ___Soreness ___ Stabbing ___ Burning
Heaviness ___ Numbness ___Pricking ___Puling ___ Pins & Needles '

———

12.) On a scale of 0 to 10, with 0 being no pain at all and 10 being the worst possible .
paln, how would you rate your pain on the AVERAGE during the LAST WEEK?
0 1 2 3 4 5 6 7 8 9 10

no pain worst possible
atalt pain

- PoQ Revised 3/3/2004
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13.) Using the same 0 io 10 rating scale, please rate what your ACCEPTABLE average
level of pain would be: . ,

0 1 2 3 4 5 6 7 8 9 10
nopan ! : - , worst possible -
atall ' pain

14,) How long have you had the pain for which you are now seeking treatment?

Years - . Months

15.) Approximately how many health care vislts have you had in the LAST 3
MONTHS for your CURRENT PAIN PROBLEM? Include ALL visits to any health
care provider. For example, if you saw a surgeon once, a physical therapist 12 _
times, and a chiropractor 2 times for reasons related to your pain, the total number

of visits would be 15.
" Number of health care visits: .

16.) Please indicate any other physical llinesses or conditions you may have other than
spain (indicate all that apply):

A) diabetes D) heart disease G) thyrold disease J) other
" B) lung disease E) high blood pressure  H) liver disease K) none
'C) kidney disease  F) cancer 1) seizures

17.) Does your pain interfere with your ability to walk?
0 1 2 3 4 5 6 .7 8 9 10

not at all all the time

18) Does your pain Interfere with your ability to carry/handle everyday objects such a

a bag of groceries or books? _
0 1 2 3 4 5 6 7 8 9 10
not at' all : all the time

19.) Does your pain interfere with your abifity to climb stairs?

0 1 2 3 4 5 6 7 8 9 10
not at all all the time

POQ " Revised 3/3/2004
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20,) Does your pain require you to use a cane, walker, wheelchair or other devices?

0123-456789'10
not at all all the time

21.) Does your pain interfere with your abliity to bathe yourself?

0123'45578910
not at all all the time

22.) Does your pain Interfere with your abllity to dress yourseif?

0 1 2 3 4 5 6 7 8 9 10 i
not at all all the time

23.) Does your pain interfere with your abllity to0 use the bathroom?
"o 1 2 3 4 5 6 7 8 9 .10
notiat all . . all the time
24.). Does your pain Interferé with your ability to manage your personal grooming (for
example, combing your halr, brushing your teeth, etc.)? :
o it 2 3 4.5 6 7 8 9 10
not at all ' all the time
25.) Does your pain affect your self-esteem or seif-worth?

0 1 2 3 4 5 6 7 8 9 10
not at all ' _ all the time

26.) How would you rate your physical activity?
0 1 2 3 4 5 & 7 8 9 10

significant can perform
limitation in vigorous activities
basic activities . . without limitation
‘ -
- POQ Revised 3/3/2004




27.) How would you rate your overall energy? -

0 1 2 3- 4 5 6 7 8 9 10

totally most
wormn out energy ever

28.) How would.you rate your strength and endurance TODAY?
0 1 2 3 4 5 6 7 8 9 10

very poor very high
strength and : strength and
endurance _ endurance

29.) How would you rate your feelings of depression TODAY?
o 1 2 3 4 5 6 7 8 9 10
not ' : extremely
.depressed ‘ depressed
at:all .
30.)How would you rate your feelings of anxiety TODAY?
0 1 2 3 4 5 6 7 8 9 10

not-anxious extremely
atall ' anxious

31.)How much do you worty about re-infuring yourself If you are more active?
0 1 2 3 4 5 6 7 8 9 10
not at all ‘ . ' ~ all the time
32.)How safe do you think It is for you to exercise?
0 1 2 3 4 5 6 7 8 9 10

not safe extremely
atall : safe

) PoQ : Revised 3/3/2004




33.)Do you have problems concentrating on things TODAY?

0 1 2 3-°4 5 6 7 8 9 10
not at all 4 all the time

I
34.)How often do you feel tense?

0 1 2 3 4 5 6 7 8 9 10
not at all all the time

35.)Do you have a disabllity claim of ANY type currently pending?
A) yes B) no

36.)Are you currently taking any narcotic medications ON A DAILY BASIS (for
example, codeine, Darvon, Demerol, Dilaudid, Duragesic, MS Contin, Percocet,
Vicodin, Lortab, Oramorph, Tylenol #3 or #4, etc.)?

A) yes B) no

If you answered YES to question #36, COMPLETE QUESTIONS #37 & #38 ONLY.
If you answered NO to question #36, SKIP TO QUESTION #39

37.)How long have you been using narcotic medication ON A DAILY BASIS for your
pain problem?

Years Months

38.)Please rate the degree of pain relief you currently receive from these medications:

0 1 2 3 4 5 6 7 8 9 10
no rellef complete relief

Pages

STOP HERE (If you answered YES to question #36)

(cortinue o BOT-IT)

i POQ ' Revised 3/3/2004




39.)Have you taken narcotic medications ON A DAILY BASIS DURING ANY '
PERIOD OF TIME (for example, codelne, Darvon, Demerol, Dilaudid,
Durageslc, MS Contin, Percocet, Vicodin, Lortab, Oramorph, Tylenol #3 or #4,
etc.)?
| .
A)yes " B)no

If you.answered YES to question #39, PLEASE CONTINUE.

If you answered NO to question #39, STOP HERE.

40.)How long has It been since you last used narcotic medication ON A DAILY
BASIS?

Years Months

———

41.)How long did you use narcotic medication ON A DAILY BASIS for your pain
“problem?

Years Months

« ———

42.)Riease rate the degree of pain rellef you received from these medications:

0 1 2 3 4 5 6 7 8 9 10
no rellef complete
relief

PoQ Revised 3/3/2004




Name: Marital Status: . Age: Sex:
Qccupation: Education: : |
Instructions: This ques onnaire consists of 21 groups of statemeats. Please read each group of statements carefully, and

- then pick out the one mwnentineachgroupthatbutdescﬁbemewayyouhavebeenfeeling during the past two
weeks, including today. drclemenumbu'beside_theatatementyouhaveplcked.lfsevenl statements in the group
seem to apply equally well, dxclethehighestnumberforthngroup.nemthatyoudonotchoooempmhmone
statesnent fos any group, including Jtem 16 (Changes in Sleeping Pattern) or tem 18 (Changes in Appetite).

1. Sadness
0 1 do not feel sad.
1 lfeelsadmuchofthetime.-
2 1eamsad all the time.
3 [ am 80 sad or unbappy that X can’t stand it.

2. Pessimism

0 l,unnotdisoouragedaboutmyfum

1 Ifélmorediscmgedabout'myﬁimmanl
used to be.

2 lwtiotexpecttlﬁngstowmkoutforme.
Lzel‘_emyfummiﬂwpe!essmdwinonlyger

3. Past hiilure
0 I.dbnot fecl like a failure.

1 lhavefailedmmethanl should have.
2 Asllookbick.lseealotoffaﬂmeg.

3 Ifeel I am a total failure as a person.

4, Loss of Pleasurs .

0 lgetasmuchpleasureasleverdidfromme
things I enjoy- A .

1 'Idon'tenjoythi_ngsumuchaslusedto.
lgetmylittleplusmfmmﬂxeﬁﬂngslund
to enjoy.

3 Im‘tgetanypleasurefrommemingslused
to enjoy-

5. Gulity Feelings
0 1don't feel particularly guilty.
1 Ifeel fuilty over many things I have done or
should have done. ‘
" 2 1feel quite guilty most of the time.
3 Ifee] guilty all of the time.

6. Punishment Feelings
0 Idon't feel I am being punished.
1 1fecl 1 may be punished.
2 Iexpect to be punished.
3 Ifeel ] am being punished.

7. Self-Dislike
0 Ifeel the same about mysclf as ever.
{ ' Ihave lost confidence in myself.
2 1am disappointed in myself.
3  Idislike myself.

8. Self-Criticalness . -
0 Idon't criticize or blame myself more than usual.
1 1am more critical of myself than I used to be.

2 ] criticize myself for all of my faults.
3 Iblame myself for everything bad that happens.

9. Suicidal Thoughts or Wishes

0 1don't have any thoughts of killing myseif.
1 1have thoughts of killing myself, but I would
not carry them out.

2 Iwould like to kill myself.
3 ] would kill myself if I bad the chance.

10. Crying
0 1don’t cry anymore than I used to.
1 Icry more than Jused to."
2 Icry over every little thing.
3 Ifeel like crying, butTcan't.

Subsotal Page 1 l Continucd on Back
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11 AgHation
"0 Iamhomore resﬂmorwoundupﬂmnusual

1 Iféel more restless or wound up than usual.
2 T'am so iestless or agitated that it’s hard to stay

3 lamsorestlegsougimedthatihavetokeep

mwingcrdom‘gsomelhing.
12, Loss of Interes? -

0 Ihave not Jost interest in other peaple or -

1 Iam less interested in other le or things
" than before. peor §

2 1have lost most of my interest in other people
or

3 It'shard to get intevested in anything.

13. Indecisivensss
0 1make decisions about as well as ever.
1 1fipd it more difficult to make decisions than

2 1have much gréater difficulty in makin
decisions then I used to. o &

3 1have trouble making any decisions.

14, Worthiéssness
0 Idonotfeel ] am worthiess,

1 1don't consider myself as worthwhile and useful
as% used to. _
2 14l more worthless as compared to other

"3 Ifeel utterly worthless.

15. Loss of Energy
0 1have as much encrgy as ever.
1 1have less energy than I used to have.
2 1don’t have enough energy to do very much.
3 1don’t have enough energy to do anything.

16. Changes In Steeping Pattermn
0 1bave not experienced any change in my
siecping patiern.
T sleep somewhat more than usual.
1 sleep somewhat Jess than usual.
1 sleep a lot more than usual.
1 sleep a lot less than usual.
Tsleep most of the day.
I wake up 1-2 hours eatly and can’t get back
to sleep.

g e Pl

17, Irritabillty

. 0 1am no more irritable than usual,
1 1am more irritable than usual. |
2 1am much more irritable than usual.
3 1am imitable all the time.

18. Changes in Appetite

0 Ihave not experienced any change in my
appetite, .

ia My appetite is somewhat less than usual.
My appetite is somewhat greater than usual,

1b

2 Mynppemeumucbleuthmbafm.
2b My appetite is much greater than usual
32 Ihave no appetite at all,

3b Icrave food all the time.

19. Concentration Difficulty

0 lancqncentmteuwenueva.

1 Ican't concentrate as well as usual,
It'shardtokeepmymindonanythmzfor
very long.

3 Ifind I can’t concentrate on anything. -

20. Tiredness or Fatigus
0 Iam no more tired or fatigued than usual.
1 Ige:lmoretired or fatigued more easily than
usu

2 1am too tired or fati todoalotofthe )
1 used to do. gued thing

3 Iamtootiredo:fauguedmdomostoﬂhe
thingslusedtodo

21. Loss of Interest In Sex

0  Ihave not noticed anyxecentchanxemmy
interest in sex.

* 1 1amless interested in sex than I used to be.
2 Y am much less interested in sex now.
3 Ihave lost interest in sex completely.

WITICE: This form is printed with both blue and black ink. If your
meou appear s way, R has been photocopied In
copyright laws.
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i
NAllE ' ' : DATE

s a fist of common In the list. indicate how much bothered
symptom during the PASTWEEK. INcwﬂa TODAY, by p'l'udm an X oormpondlﬂo op:; In thﬂygglum mﬂb MM

1. Numbness or tingling. 1. | —
2, Feeling hot: 2, _ ‘
3. Wobbliness in legs. 3.
4, Unable to relax, 9.
S. Fear of the worst happening. > -
'6. Dizzy or lightheaded. 6.
7, Heart pounding or racing. .
8. Unsteady. 8,
9, Terrified. 9.
io. Nervous. 1o,
11. Feelings of choking. W
12. Hands trembling. 1z
13. Shaky. 2
14.Pear of losing control. 4
15, Difficulty breathing. 18
16. Fear of dying. te
17. Scared. .
. 18, Indigestion or discomfort in al;dqmen .
19.Faint, - | A
20, Face flushed. 20,
) 21, Sweating (not due to heat). ' 2.
————— R ——
© 1990, 1987 by Asron T. Beck. ANl siphte reserved. mmduﬁmﬁﬁ:‘:m
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Dysfunctionul Attitude Scale-24 Items (DAS-24)

! .

! Agree Disagree

Totally| Very | Agree Disagree| Very | Totally

Aftitudes Much Neutral| SHghtty | Much |[Dissgree

1. If § fal} parlly, it ls a8 '
bad as being a

2. If others disie you,
be ha

3. | should be happy alt
the h

4. People will probably .
think less of me If |
make & mistake.

5. My happiness depends
rhore on other people
an it

6. | should always have
complete control over

-

ERge

7. My Hé Is wasted unless

| am & success.
1 8. What other people think

about me is very

| ;
9. | ought to be able to
‘solve my problems
uickly and without a
reat deal
10. i | don't set the highest
standards for myself, |
amikelytoendupa - |
gecond-rate person. -
11. 1 am nothing If a person

| love doasn’t
12, A person should be
able {o control what

| _happens to him.

(continued)

WImbMiM].MWMWMWWhMMWMIM ;
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Aftitudes

| Totally| !

Disagree
Much

13.itlamtobea
worthwhile person, I’

14. it you don't have other’
- ‘people to lean on, you

are bound to be sad.
16. It is postible for a :
pefsonbboscoldsq

|__and not get upest, ~_

16. | muet be a useful,
pmduduw-mm
person, or ife has no
puUIpose. :

17. 4 can find happiness
“without being loved by

|__enother person.
18.:A person shouid do

well at sverything he
-|_jundertakes.

19,41 | do not do wefl all
-the time, pecple will not
__Jespectme.

20. | do not need the
-~ - approval of other -
| . people in order to be

__hapoy.

21. it | try hard enough, |
should be able to excel

at anything | attempt. _

22. People wio have good
ideas are more worthy

|___than those who do not.
23, A person doesn't need
to be well liked in order

_to be happy.

|24, Whenover | take &
‘ chance or rigk, | am

L___only looking for trouble.




Survey of Pain Attitudes—Revised (SOPA-R)

Pigase Indicate howmudiyouagmwlmead\ofmmomgmmmum_yourpm
p;gumbymlngqhmsponumybdw. 4

Response key.

1.Thapalnlleellsaslgnmntdamagelsbelngdom
2.lwi|!pfoblblydwayshavetotahapah‘medwlm
3. When | hurt, | want. my family to treat me better
4.HmypaM¢=onﬂnuesamspresantlwel.lwmbaumbletowork
5. The amount of pain | fee! is out of my control
6. | do not expect @ medical cure for my pain
7:Psin does not have to mean that my body s being harmed
.. 1-have had the most refief from pain with the use of medications
. 9..Anxisty Increases the pain | feel
10. There Is litile that | can do to edse my pain
11-When | am hurling, | desarve 1o be treated with care and concern
12.1 pay doctors so they will cure me of my pain
- 13.iMy pein problem doss not need to interfere with my activity level
14.nlsﬂnmpomlbﬂltyolmyfamuytohelpmomnlfoelpﬂn
15. Stress In my life increases the pain | feel
18. Exerciss and movement ars good for my pain problem
17. Medicine Is one of the best treatments for chronic pain
18. My family needs to learn how to take better care of me when | am in

10, s:l:resslon Increases the pain |-feel ‘
20. If | exercise, | could make my pain problem much worse
21. | can control my pain by changing my thoughts

22, | need more

pain

23. 1 consider myself to be disabled
. 24. | have leerned to control my pain .

0 = This is very untrue for me.

{1 = This Is somewhat untrue for me.
2-1’thlsnelﬁnoriruenormuueform(orndoosnolapplytom).
3 = This is someawhat true for me.

A = This is very true for me.
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tender loving care than | am now getting when | am In

o o

- A

N
W w o

28. | trust that doctors can cure my pein 01 2
' (consinued)

L N
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26. Mypalndoesnotmpmﬂmmlendlngaphysmuyacuwub
27My pain wik never be cured
ere is a strong connection between my emotions ‘and my pain level

29.Iamnotinconttolofmyplln

30, No matter how | fse! emotionally, my pain stays the same
31. When I find the right doctor, he or she will know how to reduge ry
pain

82. If my doctor prescribed pain madbalhmhmo;lwwumwwmam

away
33. | will never take pain medications again

34, Exercise can decrsase the amount of pain | experience
ss.Mypalnwouldstopanyonﬂromleadlnganacuvanfe
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73100124 ] .
Pain Catastrophizing Scale (PCS)

Everyone 'cwerloncei paintul sltuations &l some point in thelr lives. Such experiences may
include headaches, tocth pain, joint pain, or muscle pain. People are ofien exposed to
situations that may cause pain such as Iingss, injury, dental procedures, Or surgery.

Wommomdhtmtyposofmowhlsandieelngsmalyouhavswhenyoumhpam.
Listed below are thirteen statements describing different thoughts and feelings that may be
mmmmm.ummsmmm.mlmmmmgmwwhmm
have these thoughts and feelings when you are experiencing pain.

1—io a slight 2~{oa 3—{o a great
0-—not at all " degree moderale degree degres 4—all the time

When I'm _in . .
. 1 worry oll the ime cbout whether the pain will end.

o]t el 1 can't go on.
" [ ws rerrible and I think i never golng to get any better.
[_J#s awhul and I feel that It overwheims m.

oJ[_]1 faei 1 can't stand it any more.

,DI become afrold that the pain will get worse.

,[:]I kesp thinking of other painful events.’

,DI mﬁduuslywnﬂln pain to go away.

.Dl can’t seem o keep it out of my mind.

1 veap thinking about how much it hurts.

[ ]1 keep thinking about how badly | want the poin to stop.
[ There’s nothing | can do 1o reduce the intensity of the pain.
,,Dl wonder Mr something serious moy happen.

. . Total

Copyright 1065 by Michael J. Sullivan. Reprinted by permission in Cognitivs Therapy for Chronic Puin by Bevetly E. Thorm.
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