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Pain Assessment Tools

NOPPAIN

(Non-Communicative Patient's Pain Assessment Instrument

Activity Chart Check List

Mame of Evaluator
Mame of Resident: ___
Date: ___
Time:

R

DIRECTIONS: Mursing assistant should compléte at keast 5 minutes of daily cane sctivities for the resident while abserving for pain
behaviors. Bath pages of this form should be completed immediately following care activities
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Rate the resident’s pain a1 the highest level you saw it at during care. (circle your answer)

Pain i1 almost unbearable

Very bad pawn

Quite bad pain

Moderate pam

Little pain

U Mo pain
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