
SOAPP®-R 

The following are some questions given to patients who are on or being considered for 
medication for their pain. Please answer each question as honestly as possible. There 
are no right or wrong answers. 
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1. How often do you have mood swings?
○ ○ ○ ○ ○ 

2. How often have you felt a need for higher doses
of medication to treat your pain? ○ ○ ○ ○ ○ 

3. How often have you felt impatient with your
doctors?

○ ○ ○ ○ ○ 

4. How often have you felt that things are just too
overwhelming that you can't handle them? ○ ○ ○ ○ ○ 

5. How often is there tension in the home?
○ ○ ○ ○ ○ 

6. How often have you counted pain pills to see
how many are remaining? ○ ○ ○ ○ ○ 

7. How often have you been concerned that people
will judge you for taking pain medication? ○ ○ ○ ○ ○ 

8. How often do you feel bored?
○ ○ ○ ○ ○ 

9. How often have you taken more pain medication
than you were supposed to? ○ ○ ○ ○ ○ 

10. How often have you worried about being left
alone? ○ ○ ○ ○ ○ 

11. How often have you felt a craving for
medication? ○ ○ ○ ○ ○ 

12. How often have others expressed concern over
your use of medication?

○ ○ ○ ○ ○
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13. How often have any of your close friends had a
problem with alcohol or drugs? ○ ○ ○ ○ ○ 

14. How often have others told you that you had a
bad temper?

○ ○ ○ ○ ○ 

15. How often have you felt consumed by the need
to get pain medication? ○ ○ ○ ○ ○ 

16. How often have you run out of pain medication
early? ○ ○ ○ ○ ○ 

17. How often have others kept you from getting
what you deserve? ○ ○ ○ ○ ○ 

18. How often, in your lifetime, have you had legal
problems or been arrested? ○ ○ ○ ○ ○ 

19. How often have you attended an AA or NA
meeting? ○ ○ ○ ○ ○ 

20. How often have you been in an argument that
was so out of control that someone got hurt? ○ ○ ○ ○ ○ 

21. How often have you been sexually abused?
○ ○ ○ ○ ○ 

22. How often have others suggested that you have
a drug or alcohol problem? ○ ○ ○ ○ ○ 

23. How often have you had to borrow pain
medications from your family or friends? ○ ○ ○ ○ ○ 

24. How often have you been treated for an alcohol
or drug problem? ○ ○ ○ ○ ○


	Fillable.New.Patient
	SOAPP-R

	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off


