Medical Symptoms Questionnaire

Name: _____________________________________________________________ Date: ____________________

Rate each of the following symptoms based upon your typical health profile for the past 30 days.

Point Scale:

0 – Never or almost never have the symptom

1 – Occasionally have it, effect is not severe

2 – Occasionally have it, effect is severe

3 – Frequently have it, effect is not severe

4 – Frequently have it, effect is severe

	Head
	1. Headaches in general 

2. Headaches btwn meals

3. Faintness

4. Dizziness

5. Insomnia
	Total:



	EYES
	1. Watery or itchy eyes

2. Swollen/Red, sticky lids

3. Bags/Dark Circles

4. Blurred or tunnel Vision
	Total:



	NOSE
	1. Stuffy nose

2. Sinus Problems

3. Hay Fever

4. Sneezing attacks

5. Excessive mucus 
	Total:

	MOUTH/THROAT
	1. Chronic coughing

2. Gagging, clearing often

3. Sore throat

4. Swollen tongue/gums

5. Canker sores
	Total:

	SKIN
	1. Acne

2. Hives/Rash/Dry Skin

3. Hair Loss

4. Flushing/Hot flash

5. Excessive Sweating
	Total:

	HEART
	1. Irregular/Skips

2. Rapid or Pounding

3. Chest Pain

4. Cold hands/feet, Poor circulation

5. Water retention
	Total:

	LUNGS
	1. Chest Congestion

2. Asthma, Bronchitis

3. Shortness of breath

4. Difficulty breathing
	Total:

	JOINT/MUSCLE
	1. Pain/aches in joints

2. Arthritis

3. Stiffness/Limited Movement

4. Pain/aches in muscles

5. Pain between shoulder blades/under right rib cage
	Total:

	WEIGHT
	1. Binge Eating/Drinking

2. Craving sweets/carbs

3. Craving salty

4. Excessive weight

5. Compulsive eating

6. Underweight
	Total:

	ENERGY/ACTIVITY
	1. Fatigue/Sluggishness

2. Fatigue after meals

3. Apathy/Lethargy

4. Hyperactivity

5. Restlessness
	Total:

	MIND
	1. Poor Memory

2. Confusion

3. Poor comprehension

4. Poor Concentration

5. Difficult making Decisions
	Total:

	EMOTIONS
	1. Mood swings

2. Anxiety/Fear or Nervousness

3. Anger/Irritability

4. Depression
	Total:

	MALE HORMONES
	1. Decreased Libido

2. Decreased strength/endurance

3. Decreased Life enjoyment

4. Decreased morning erection/strength
	Total:

	FEMALE HORMONES
	1. Hot Flash

2. Abnormal Menstruation

3. Pin, cramping/breast tenderness

4. Unwanted facial hair growth

5. Night Sweats

6. Vaginal thinning, dryness/itching
	Total:

	DIGESTION
	1. Diarrhea/Constipation

2. Foul smelling Gas

3. Abdomen bloating/Pain

4. History of Antibiotics

5. Nausea/diarrhea from fatty foods

6. Greasy/floating stools
	Total:

	ADRENALS
	1. Hard getting going in AM

2. A “night person”

3. Hard to fall asleep/stay asleep

4. Tired and wired

5. Perspires easily 

6. Light headed when standing up

7. Low blood pressure
	Total:

	OTHER
	1. Frequent Illness

2. Frequent/urgent urination

3. Genital itch or discharge

4. Frequent thirst

5. Cold often

6. Sensitive to Caffeine/Alcohol/Chemicals
	Total:


