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HEALTHȱHISTORYȱQUESTIONNAIREȱ
ȱ
Pleaseȱhelpȱusȱprovideȱyouȱwithȱaȱcompleteȱevaluationȱbyȱtakingȱtheȱtimeȱtoȱfillȱoutȱthisȱquestionnaireȱ
carefully.ȱȱAllȱofȱyourȱanswersȱwillȱbeȱheldȱabsolutelyȱconfidential.ȱȱIfȱyouȱhaveȱquestions,ȱpleaseȱask.ȱȱIfȱthereȱ
isȱ anythingȱyouȱwishȱ toȱbringȱ toȱourȱ attentionȱwhichȱ isȱnotȱ askedȱonȱ thisȱ form,ȱpleaseȱnoteȱ itȱ inȱ theȱ
“Comments”ȱsection.ȱȱThankȱyou.ȱ
ȱ
Nameȱ ȱ ȱ ȱ ȱ ȱ ȱ ȱ ȱ ȱ ȱ Date_________________ȱ
ȱ

Streetȱ ȱ ȱ ȱ ȱ ȱ Cityȱ ȱ ȱ ȱ State/Zip____________________ȱ
ȱ

HomeȱPhone_____________________ȱWorkȱPhone____________________ȱeMailȱ_________________________ȱ
ȱ

Ageȱ ȱȱȱȱȱȱDateȱofȱBirthȱ ȱ __ȱMale____ȱFemale____ȱHeight_______ȱWeight___________ȱ
ȱ ȱ

Race:ȱȱȱȠȱAmericanȱIndianȱorȱAlaskaȱnativeȱ ȠȱAsianȱȱȱȱȱȠȱBlackȱorȱAfricanȱAmericanȱ
ȱ ȱȱȱȱȱȱȱȱ

ȱ ȠȱNativeȱHawaiianȱorȱOtherȱPacificȱIslanderȱ ȱȱȱȱȠȱWhiteȱ
ȱ

Ethnicity:ȱȱȱȱȱȠȱHispanicȱorȱLatinoȱȱȱȱȱȱȱȱȱȱȠȱNotȱHispanicȱorȱLatinoȱ
ȱ

MaritalȱStatus:ȱȱȱȱȠȱMarriedȱȱȱȱȱȠȱNeverȱMarriedȱȱȱȱȱȠȱWidowedȱȱȱȱȱȱȠȱDivorcedȱorȱSeparatedȱȱȱȱȱ
ȱ

Education:ȱȱȱȱȱȠȱGrammarȱSchoolȱȱȱȱȱȠȱHighȱSchoolȱȱȱȱȱȠȱCollegeȱȱȱȱȱȠȱMastersȱȱȱȱȱȠȱDoctorateȱ
ȱ

Occupation:______________________Retired:_______Disabled:_______Unemployed:_______ȱ
ȱ

FamilyȱPhysician:ȱ ȱ ȱ ȱȱȱȱȱȱȱȱȱȱȱȱȱȱȱȱȱȱȱȱȱȱȱȱȱȱȱȱȱȱȱȱȱȱȱReferredȱby:ȱ ȱ ȱ _____________ȱ
ȱ

EmergencyȱContact:_____________________ȱEmergencyȱContactȱRelationȱtoȱyou:_____________ȱ
ȱ

EmergencyȱContactȱtelephone:_________________________________________________________ȱ
ȱ

HaveȱyouȱeverȱbeenȱtreatedȱbyȱacupunctureȱorȱOrientalȱmedicineȱbefore?ȱȱȱȱȱȱȱȠȱYesȱȱȱȱȠȱNoȱ
ȱ

MainȱProblemȱyouȱwouldȱlikeȱusȱtoȱhelpȱyouȱwith:______________________________________ȱ
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ȱ
_____________________________________________________________________________________ȱ
ȱ

Howȱlongȱagoȱdidȱthisȱproblemȱbegin?ȱȱPleaseȱbeȱspecific:ȱ_______________________________ȱ
_____________________________________________________________________________________ȱ
_____________________________________________________________________________________ȱ
ȱ
Haveȱyouȱbeenȱgivenȱaȱdiagnosisȱforȱthisȱproblem?ȱȱIfȱso,ȱwhatȱdiagnosisȱandȱbyȱwhom?ȱ
_____________________________________________________________________________________ȱ
ȱ
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Whatȱotherȱkindsȱofȱtreatmentȱhaveȱyouȱtried?ȱȱȱȱȱȠȱWesternȱMedicineȱȱȱȠȱAcupunctureȱȱȱȱȱ
ȠȱHerbsȱȱȱȱȠȱMassageȱȱȱȱȱȠȱPhysicalȱTherapyȱȱȱȱȱȠȱChiropractorȱȱȱȱȱȱȠȱReikiȱȱȱȱȱȱȱȠȱHomeopathyȱȱȱȱȱȱȱȱ
ȠȱOther:________________________________________________________________________ȱȱȱȱ
ȱ

Howȱconfidentȱareȱyouȱthatȱyou can resolve the symptoms of your main complaint with 
acupuncture and Chinese herbal medicine?  ȱ
ȠȱNotȱconfidentȱȱȱȱȠȱSlightlyȱconfidentȱȱȱȠȱModeratelyȱconfidentȱȱȱȠȱConfidentȱȱȱȠȱVeryȱconfidentȱ
ȱ

SecondaryȱComplaintsȱyouȱwouldȱlikeȱusȱtoȱhelpȱyouȱwith:_______________________________ȱ
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ȱ
ȱ

PastȱPersonalȱMedicalȱHistoryȱofȱSignificantȱIllnesses:ȱȱȠȱAsthmaȱȱȱȱȱȱȠȱAllergiesȱȱȱȱȱȱȠȱDiabetesȱ
ȱȱȱȱȱȱȱ

ȠȱCancerȱȱȱȱȠȱStrokeȱȱȱȱȱȱȠȱHeartȱdiseaseȱȱȱȱȱȱȠȱHighȱBloodȱPressureȱȱȱȱȱȱȠȱSeizuresȱȱȱȱȱȱȠȱHepatitisȱ
ȱȱȱȱ

ȠȱRheumaticȱFeverȱȱȱȱȱȱȱȠȱThyroidȱdiseaseȱȱȱȠȱVenerealȱdiseaseȱȱȱOther:____________________________ȱ
____________________________________________________________________________________________ȱ
____________________________________________________________________________________________ȱ
Hospitalizations/Surgeriesȱ(includingȱdates):___________________________________________ȱ
____________________________________________________________________________________ȱ
____________________________________________________________________________________ȱ
____________________________________________________________________________________ȱ
ȱ

SignificantȱTraumaȱ(autoȱaccidents,ȱfalls,ȱetc.):___________________________________________ȱ
_____________________________________________________________________________________ȱ

ȱ

Allergiesȱ(drugs,ȱchemicals,ȱmetals,ȱfoods):______________________________________________ȱ
_____________________________________________________________________________________ȱ
ȱ

FamilyȱMedicalȱHistory:ȱ(checkȱallȱthatȱareȱapplicable)ȱȱȱȱȱȱȠȱAsthmaȱȱȱȱȱȱȠȱAllergiesȱȱȱȱȱȠȱDiabetesȱ
ȱ

ȠȱCancerȱȱȱȱȱȠȱStrokeȱȱȱȱȱȱȱȠȱHeartȱdiseaseȱȱȱȱȱȱȠȱHighȱBloodȱPressureȱȱȱȱȱȱȠȱSeizuresȱȱȱȱȱȱȱȱȠȱThyroidȱȱȱ
ȱȱ
ȠȱHepatitisȱȱȱȱȱȠȱRheumaticȱFeverȱȱȱȱȱȠȱThyroidȱdiseaseȱȱȱȱȱȠȱVenerealȱdiseaseȱȱȱOther:___________ȱ
_____________________________________________________________________________________ȱ
ȱ
Medicinesȱtakenȱwithinȱtheȱlastȱtwoȱmonthsȱ(vitamins,ȱdrugs,ȱherbs,ȱetc.):__________________ȱ
_____________________________________________________________________________________ȱ
_____________________________________________________________________________________ȱ
ȱ

Areȱthereȱanyȱareasȱofȱyourȱlifeȱthatȱyouȱfindȱstressful?ȱȱPleaseȱdescribe:___________________ȱ
_____________________________________________________________________________________ȱ
ȱ

Doȱyouȱhaveȱaȱregularȱexerciseȱprogram?ȱȱȱȱȠȱNoȱȱȱȠȱYesȱȱȱIfȱyes,ȱpleaseȱdescribe:______________ȱ
_____________________________________________________________________________________ȱ



Doȱyouȱfollowȱanyȱtypeȱofȱspecialȱdietȱ(e.g.ȱvegetarian,ȱvegan,ȱmedicalȱrelated,ȱorȱother)?ȱ
ȱȱȠȱȱNoȱȱȱȱȱȠȱYesȱȱȱȱIfȱYes,ȱwhatȱtypeȱofȱdiet?ȱ______________________________________________ȱȱȱȱȱȱ
ȱ

Describeȱyourȱaverageȱdailyȱdiet:ȱ
Morning:ȱ____________________________________________________________________________ȱ
Afternoon:ȱ__________________________________________________________________________ȱ
Evening:ȱ____________________________________________________________________________ȱ
ȱ

Doȱyouȱsmoke?ȱȱȱȠȱNoȱȱȱȱȱȠȱYesȱ IfȱYes,ȱhowȱmanyȱcigarettesȱorȱcigarsȱperȱday?ȱȱ___________ȱ
ȱ

Howȱmanyȱcupsȱofȱcaffeinatedȱcoffee,ȱtea,ȱorȱcolaȱdoȱyouȱdrinkȱperȱweek?_________________ȱ
ȱ

Howȱmanyȱ8ȱoz.ȱglassesȱofȱwaterȱdoȱyouȱdrinkȱperȱday?_________________________________ȱȱ
ȱ

Howȱmanyȱalcoholicȱbeveragesȱdoȱyouȱdrinkȱperȱweek?_________________________________ȱ
ȱ

PleaseȱdescribeȱanyȱuseȱofȱdrugsȱforȱnonȬmedicalȱpurposes:______________________________ȱ
____________________________________________________________________________________ȱ
____________________________________________________________________________________ȱ
ȱ

Pleaseȱindicateȱanyȱpainfulȱorȱdistressedȱbodyȱareasȱbyȱcirclingȱtheȱparticularȱarea:ȱ ȱ ȱ
ȱ
ȱ
ȱ
ȱ
ȱ
ȱ
ȱ
ȱ
ȱ

ȱ
ȱ
ȱ
ȱ
ȱ
ȱ
ȱ
ȱ
ȱ

ȱ
Pleaseȱcheckȱifȱyouȱhaveȱhadȱanyȱofȱtheȱfollowing,ȱparticularlyȱifȱinȱtheȱlastȱthreeȱmonths:ȱ
ȱ
GENERAL:ȱ
ȠȱȱFeversȱ ȱ ȠȱȱChillsȱ ȱ ȱ ȠȱȱFatigueȱ ȱ ȠȱȱSweatȱeasilyȱ
ȠȱȱPoorȱsleepingȱ ȠȱȱNightȱsweatsȱ ȱ ȠȱȱWeightȱlossȱȱ ȠȱȱCravingsȱ ȱ
ȠȱȱWeightȱgainȱȱ ȠȱȱChangeȱinȱappetiteȱ ȱ ȠȱȱStrongȱthirstȱfor:ȱȱȠȱHotȱdrinksȱȱȱȱȠȱColdȱdrinksȱ ȱ
ȠȱȱSuddenȱenergyȱdrop,ȱifȱsoȱwhatȱtimeȱofȱday?__________________________________ȱ
ȠȱȱBleedȱorȱbruiseȱeasilyȱ ȠȱȱPeculiarȱtastesȱorȱsmellsȱ ȱ ȱ
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SKINȱ&ȱHAIR:ȱ
ȠȱȱRashesȱ ȱ ȠȱȱUlcerationsȱ ȱ ȱ ȠȱȱHivesȱ ȱ ȠȱȱItchingȱ
ȠȱȱEczemaȱ ȱ ȠȱȱPimplesȱ ȱ ȱ ȠȱȱDandruffȱ ȱ ȠȱȱLossȱofȱhairȱ
ȠȱȱRecentȱmolesȱ ȠȱȱPsoriasisȱ ȱ ȱ ȠȱȱDermatitisȱ ȱ ȠȱȱAcneȱ
ȠȱȱChangeȱinȱhairȱorȱskinȱtextureȱ ȱ ȱ
ȠȱȱAnyȱotherȱskinȱorȱhairȱproblems?_____________________________________________________ȱ
ȱ
HEAD,ȱEYES,ȱEARS,ȱNOSEȱ&ȱTHROAT:ȱ
ȠȱȱDizzinessȱ ȱ ȠȱȱConcussionsȱ ȱ ȠȱȱMigrainesȱ ȱ ȠȱȱGlassesȱ
ȠȱȱEyeȱstrainȱ ȱ ȠȱȱEyeȱpainȱ ȱ ȱ ȠȱȱPoorȱvisionȱ ȱ ȠȱȱNightȱblindnessȱ
ȠȱȱColorȱblindnessȱ ȠȱȱCataractsȱ ȱ ȱ ȠȱȱBlurryȱvisionȱ ȠȱȱEarachesȱ
ȠȱȱRingingȱinȱearsȱ ȠȱȱSpotsȱinȱfrontȱofȱeyesȱ ȠȱȱPoorȱhearingȱ ȠȱȱSinusȱproblemsȱ
ȠȱȱNoseȱbleedsȱ ȠȱȱRecurrentȱsoreȱthroatsȱ ȠȱȱGrindingȱteethȱ ȠȱȱClenchingȱjawȱ
ȠȱȱFacialȱpainȱ ȱ ȠȱȱSoresȱonȱlipsȱorȱtongueȱ ȠȱȱTeethȱproblemsȱ ȠȱȱJawȱclicksȱ
ȠȱȱHeadaches,ȱwhereȱandȱwhen?_____________________________________________________ȱ
ȠȱȱAnyȱotherȱheadȱorȱneckȱproblems?_________________________________________________ȱ
ȱ
CARDIOVASCULAR:ȱ
ȠȱȱHighȱbloodȱpressureȱ ȠȱȱLowȱbloodȱpressureȱ ȠȱChestȱpainȱ ȱ ȠȱȱFaintingȱ
ȠȱȱIrregularȱheartȱbeatȱȱ ȠȱȱDifficultyȱinȱbreathingȱ ȠȱȱBloodȱclotsȱ ȱ ȠȱȱPhlebitisȱ
ȠȱȱColdȱhandsȱorȱfeetȱ ȱ ȠȱȱSwellingȱofȱhandsȱ ȱ ȠȱȱSwellingȱofȱfeetȱ
ȠȱVaricoseȱorȱspiderȱveinsȱ ȠȱȱPalpitationsȱȱ ȱ ȠȱȱPalpitationsȱatȱrestȱ
ȠȱȱAnyȱotherȱheartȱofȱbloodȱvesselȱproblems?__________________________________________ȱ
ȱ
ȱ
RESPIRATORY:ȱ
ȠȱȱCoughȱ ȱ ȠȱȱCoughingȱbloodȱ ȱ ȠȱȱAsthmaȱ ȱ ȠȱȱBronchitisȱ
ȠȱȱPneumoniaȱ ȱ ȠȱȱPainȱwithȱdeepȱbreathȱ ȠȱȱChestȱtightnessȱ
ȠȱȱDifficultyȱbreathingȱwhenȱlyingȱdownȱ
ȠȱȱPhlegmȱproduction,ȱwhatȱcolor?___________________________________________________ȱ
ȱ
ȱ
GASTROINTESTINAL:ȱ
ȠȱȱNauseaȱ ȱ ȠȱȱVomitingȱ ȱ ȠȱȱDiarrheaȱ ȱ ȠȱȱConstipationȱ
ȠȱȱGasȱ ȱ ȱ ȠȱȱBelchingȱ ȱ ȠȱȱBlackȱstoolsȱȱ ȠȱȱBloodȱinȱstoolsȱ
ȠȱȱIndigestionȱ ȱ ȠȱȱBadȱbreathȱ ȱ ȠȱȱRectalȱpainȱ ȱ ȠȱȱHemorrhoidsȱ
ȠȱȱBleedingȱgumsȱ ȠȱȱFoodȱstagnationȱ ȠȱȱBloating/edemaȱ ȠȱȱAcidȱreflux/GERDȱ
ȠȱȱHerniaȱ ȱ ȠȱȱExcessiveȱappetiteȱ ȠȱȱPoorȱappetiteȱ ȠȱȱIBS/Crohn’sȱdiseaseȱ
ȠȱȱColitisȱ ȱ ȠȱȱSlowȱdigestionȱ ȠȱȱAbdominalȱpain/crampsȱ
ȠȱȱChronicȱlaxativeȱuseȱ ȱ ȱ ȠȱȱLooseȱstools,ȱmoreȱthanȱ2ȱperȱdayȱ
ȠȱȱAnyȱotherȱproblemȱwithȱStomachȱorȱintestines_____________________________________ȱ
ȱ
GENITOȬURINARY:ȱ
ȠȱȱFrequentȱurinationȱ ȱ ȠȱȱBloodȱinȱurineȱ ȱ ȠȱȱPainȱuponȱurinationȱ
ȠȱȱUrgencyȱtoȱurinateȱ ȱ ȠȱȱUnableȱtoȱholdȱurineȱ ȠȱȱKidneyȱstonesȱ
ȠȱȱDecreaseȱinȱflowȱ ȱ ȠȱȱImpotencyȱ ȱ ȱ ȠȱȱSoresȱonȱgenitalsȱ
ȠȱȱAnyȱparticularȱcolorȱtoȱyourȱurine?ȱ______________________________ȱ
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ȠȱȱDoȱyouȱwakeȱupȱatȱnightȱtoȱurinate?ȱȱȱIfȱyes,ȱhowȱmanyȱtimesȱaȱnight?ȱ________________ȱ
ȠȱȱAnyȱotherȱproblemsȱwithȱyourȱgenitalȱorȱurinaryȱsystems?___________________________ȱ
ȱ
REPRODUCTIVEȱ&ȱGYNECOLOGIC:ȱ
Areȱyouȱpregnant?ȱ ȱ ȱ ȠȱȱYesȱ ȱ ȠȱȱNoȱ
Isȱitȱpossibleȱthatȱyouȱareȱpregnant?ȱ ȠȱȱYesȱ ȱ ȠȱȱNoȱ
Numberȱofȱpregnancies:ȱ___________ȱ LiveȱBirths:ȱ__________ȱ Miscarriages:ȱ_________ȱ
Abortions:ȱ_______________________ȱ Prematureȱbirths:________________________________ȱ
Ageȱatȱfirstȱmenses:ȱ_______________ȱ Timeȱperiodȱbetweenȱmenses:_____________________ȱ
Durationȱofȱmenses:_______________ȱ LastȱPAP:ȱ______________________________________ȱ
ȠȱȱIrregularȱperiodsȱ ȱ ȠȱȱPainfulȱperiodsȱ ȱ ȠȱȱClotsȱ ȱ ȠȱȱBreastȱlumpsȱ ȱ
ȠȱȱVaginalȱsoresȱ ȱ ȠȱȱVaginalȱdischargeȱ ȱ ȠȱȱVaginalȱdrynessȱ ȠȱȱEndometriosisȱ
ȠȱȱUterineȱfibroidsȱ ȱ ȠȱȱPolycysticȱOvarianȱdiseaseȱȱȱȱȠȱȱFibrocysticȱbreastȱtissueȱ
ȠȱȱUnusualȱcharacterȱofȱbloodȱ(heavy,ȱscanty)__________________________________________________ȱ
Doȱyouȱpracticeȱbirthȱcontrol?ȱȱȱȱȱȠȱȱYesȱȱȱȱȠȱȱNoȱȱȱȱIfȱyes,ȱwhatȱtype?ȱ__________ȱȱHowȱlong?ȱ__________ȱ
ȱ
MUSCULOSKELETAL:ȱ
ȠȱȱNeckȱpainȱ ȱ ȠȱȱRotatorȱcuffȱȱ ȠȱȱKneeȱpainȱ ȱ ȠȱȱFoot/ankleȱpainȱ ȱ
ȠȱȱMuscleȱpainȱȱ ȠȱȱMuscleȱspasmȱ ȠȱȱMuscleȱweaknessȱ ȠȱȱShoulderȱpainȱ
ȠȱȱHipȱpainȱ ȱ ȠȱȱSciaticaȱ ȱ ȠȱȱBursitisȱ ȱ ȠȱȱHand/wristȱpainȱ
ȠȱȱCarpalȱtunnelȱ ȠȱȱSprains/strainsȱ ȠȱȱTendonitisȱ ȱ ȱ
ȠȱȱBackȱpain:ȱȱLow_____ȱMiddle______ȱUpper_____ȱ
ȠȱȱSoreness/weaknessȱofȱlowerȱbodyȱ(back,ȱhip,ȱknee,ȱankle,ȱfoot)ȱ
ȱ
NEUROLOGICALȱ&ȱPSYCHOLOGICAL:ȱ
ȠȱȱSeizuresȱ ȱ ȠȱȱDizzinessȱ ȱ ȠȱȱLossȱofȱbalanceȱ ȠȱȱAreasȱofȱnumbnessȱ
ȠȱȱPoorȱmemoryȱ ȠȱȱConcussionȱȱ ȠȱȱPoorȱcoordinationȱ ȠȱȱBadȱtemperȱȱ ȱ
ȠȱȱAnxietyȱ ȱȱȱȱȱȱȱȱȱȱȱȱȱȠȱȱDepressionȱ ȱ ȠȱȱEasilyȱsusceptibleȱtoȱstressȱ
ȠȱȱNervousnessȱ ȠȱȱADD/ADHDȱ ȠȱȱManicȱdepressionȱ
Haveȱyouȱeverȱbeenȱtreatedȱforȱemotionalȱproblems?ȱȱȱȠȱȱYesȱȱȱȠȱȱNoȱ
Haveȱyouȱeverȱconsideredȱorȱattemptedȱsuicide?ȱȱȱȱȱȱȱȱȱȱȱȠȱȱYesȱȱȱȠȱȱNoȱ
Anyȱotherȱneurologicalȱorȱpsychologicalȱproblems?_______________________________________________ȱ
____________________________________________________________________________________________ȱ
ȱ

COMMENTS:ȱȱPleaseȱtellȱusȱbrieflyȱofȱanyȱotherȱproblemsȱyouȱwouldȱlikeȱtoȱdiscuss.ȱ
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ȱ
ȱȱ
ȱPleaseȱ completeȱ theȱ reverseȱ side…aȱ formȱ thatȱ willȱ helpȱ NESAȱ gatherȱ informationȱ aboutȱ theȱ
differentȱtypesȱofȱcomplaintsȱtreatedȱatȱtheȱNESAȱClinic.ȱȱAtȱtheȱendȱofȱtheȱsemester,ȱyouȱwillȱbeȱ
askedȱtoȱcompleteȱaȱsimilarȱformȱthatȱwillȱmeasureȱtheȱoutcomeȱofȱyourȱtreatments.ȱȱThankȱyou.ȱ



Your Current Health Status  Initial Visit

   /    /    

SYMPTOM 1: 0 1 2 3 4 5 6
(PLEASE PRINT)  

SYMPTOM 2: 0 1 2 3 4 5 6
(PLEASE PRINT)  

ACTIVITY: 0 1 2 3 4 5 6
(PLEASE PRINT)  

0 1 2 3 4 5 6

0 - 4 weeks                 4 - 12 weeks                  3 months -1 year                1 - 5 years                 over 5 years

YES NO

  If YES: 

        2. Is cutting down this medication . . . . . . . . Not A bit Very Not

               (Please circle): Important Important Important Applicable

  If NO:     

Not A bit Very Not

               (Please circle): Important Important Important Applicable

THIS BOX FOR OFFICE USE ONLY THIS BOX FOR OFFICE USE ONLY

CHART-No DE-by-on:

PATIENT INSTRUCTIONS: Please complete this before your first treatment. If you have questions about how to

compete this form, you may ask your Intern for help. Please return the completed form to your treating Intern when you

are finished.

 

 Your Name:                   
      (PLEASE PRINT)

Today's Date:        
(PLEASE PRINT)        

INSTRUCTIONS: Choose one or two symptoms (physical or mental) which bother you the most.  Write them 
on the lines.  Now consider how bad each symptom is, over the last week, and score it by circling your 
chosen number.

As good as it 
could be

As bad as it 
could be

As good as it 
could be

As bad as it 
could be

Now choose one activity (physical, social, or mental) that is important to you, and that your problem makes 
difficult or prevents you doing. Score how bad it has been in the last week. 

As good as it 
could be

As bad as it 
could be

Lastly, how would you rate your general feeling 
of WELLBEING during the last week? 

As good as it 
could be

As bad as it 
could be

How long have you had Symptom 1, either all the time or on and off? (Please circle):

Are you taking any medication for this problem? (Please circle):

        1. Please write in the name of the medication, and how much you take a day or a week:

        Is avoiding medication for this problem . . . . . . 
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