
Date 

Patient name: 

LIST YOUR THREE MAIN COMPLAINTS FOR THIS VISIT 

- _____________________________________________________ 
 

- _____________________________________________________ 
 

- _____________________________________________________ 
 
LIST CHANGES IN YOUR MEDICATION OR SUPPLEMENTS INTAKE (add new meds, changes in old meds or meds you 
stopped taking)  
 

 
New 
med 

 
Old 
med 

 
Name of medication 
or supplement 

 
Prescribed 

dose 

Are you 
taking it? 

Started or 
changed by 

Did you change? Desired 
effect? 

Side effects 

Y N provider your
self 

dose frequency Y N partial 

              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              
              

 
 

Have you had any new diagnoses or hospitalizations since your last visit?  _______________________________________ 
 _____________________________________________________________________________________________________ 
 _____________________________________________________________________________________________________ 
 
 Since your last visit, have you had any infection requiring antibiotics? Please explain_______________________________ 

_____________________________________________________________________________________________________ 



Fatigue Characteristics  

How frequently do you feel fatigued, tired or lack 
energy? 

□ Less than once a week 
□ 1 to 4 times a week 
□ More than 4 times a week 

When you feel well or greatly better, is it □ for weeks or more at a time 
□ for days at a time 
□ Never 

Is your fatigue made worse by physical exertion 
(effort or activity? 

□ Yes 
□ No 

Is your fatigue made worse by mental exertion (effort 
or activity? 

□ Yes 
□ No 

How long does it take the fatigue to begin after 
physical or mental exertion? 

□ Immediately 
□ About one hour 
□ From one to three hours 
□ More than three hours 
□ More than 24 hours 

How long does the fatigue last after physical or 
mental exertion? 

□ One hour or less 
□ From one to three hours 
□ More than three hours, please specify # or hours 
___ 

Does rest make your fatigue better? □ Not at all 
□ A little bit 
□ A lot 
□ Don’t know 

Which of the following statements best describes our 
fatigue during the last month? 

□ I am not able to work or do anything and I am 
bedridden 
□ I can walk around the house, but I cannot do light 
housework 
□ I can do light housework, but I cannot work part 
time 
□ I can only work part-time or on some family 
responsibilities 
□ I can work full time, but I have no energy left for 
anything else 
□ I can work full time and finish some family 
responsibilities but I have no energy left for anything 
else. 
 

From 1 to 10, 10 being the worst 
How do you score your fatigue 

 

 Today   
Usual fatigue level since your last visit  

Worst level of fatigue since last visit  
 

 

 



Symptom Questionnaire 
 

Circle one number for how often and how much each symptom has bothered you OVER THE PAST 6 MONTHS. Go from left to 
right 

 
 

Symptoms 

 
How often have you had this symptom? 

 
 

  
How much has this symptom bothered you? 

 
 None 

of the 
time 

0 

A little 
of the 
time 

1 

About 
half of 
the time 

2 

Most 
of the 
time 

3 

All of 
the 
time 

4 

 Symptom 
not 

present 
0 

 
Mild 

 
1 

 
Moderate 

 
2 

 
Severe 

 
3 

Very 
severe 

 
4 

  Fatigue/extreme tiredness □ □ □ □ □  □ □ □ □ □ 

Dead, heavy feeling after starting to 
exercise 

□ □ □ □ □ 
 

□ □ □ □ □ 

Next day soreness or fatigue after  non-
strenuous, everyday activities 

□ □ □ □ □ 
 

□ □ □ □ □ 

Mentally tired after the slightest effort □ □ □ □ □  □ □ □ □ □ 

Physically tired after minimum exercise  □ □ □ □ □  □ □ □ □ □ 

Physically drained or sick after mild 
activity 

□ □ □ □ □ 
 

□ □ □ □ □ 

Feeling unrefreshed after waking up in 
the morning 

□ □ □ □ □ 
 

□ □ □ □ □ 

Need to nap daily □ □ □ □ □  □ □ □ □ □ 

Problems falling asleep □ □ □ □ □  □ □ □ □ □ 

Problems staying asleep □ □ □ □ □  □ □ □ □ □ 

Waking up early in the morning (e.g. 
3am) 

□ □ □ □ □ 
 

□ □ □ □ □ 

Sleep all day and stay awake all night □ □ □ □ □  □ □ □ □ □ 

Muscle pain or aching  □ □ □ □ □  □ □ □ □ □ 

Pain/stiffness/tenderness in more than 
one joint without swelling or redness 

□ □ □ □ □ 
 

□ □ □ □ □ 

Eye pain □ □ □ □ □  □ □ □ □ □ 

Chest pain □ □ □ □ □  □ □ □ □ □ 

Bloating □ □ □ □ □  □ □ □ □ □ 

Abdomen/stomach pain □ □ □ □ □  □ □ □ □ □ 

Headaches □ □ □ □ □  □ □ □ □ □ 

Muscle twitches □ □ □ □ □  □ □ □ □ □ 

Muscle weakness □ □ □ □ □  □ □ □ □ □ 

Sensitivity to noise □ □ □ □ □  □ □ □ □ □ 

Sensitivity to bright lights □ □ □ □ □  □ □ □ □ □ 

Problems remembering things □ □ □ □ □  □ □ □ □ □ 

Difficulty paying attention □ □ □ □ □ 
 

□ □ □ □ □ 

Difficulty finding the right word to 
say or expressing thoughts 

□ □ □ □ □ 
 

□ □ □ □ □ 

Difficulty understanding things □ □ □ □ □ 
 

□ □ □ □ □ 



 
 

Symptoms 

 
How often have you had this symptom? 

 
 

  
How much has this symptom bothered you? 

 
 None 

of the 
time 

0 

A little 
of the 
time 

1 

About 
half of 
the time 

2 

Most 
of the 
time 

3 

All of 
the 
time 

4 

 Symptom 
not 

present 
0 

 
Mild 

 
1 

 
Moderate 

 
2 

 
Severe 

 
3 

Very 
severe 

 
4 

Only can focus on one thing at a time □ □ □ □ □  □ □ □ □ □ 

Unable to focus vision and 
attention 

□ □ □ □ □ 
 

□ □ □ □ □ 

Loss of depth perception □ □ □ □ □  □ □ □ □ □ 

Slowness of thought □ □ □ □ □  □ □ □ □ □ 

Absent-mindedness or 
forgetfulness 

□ □ □ □ □ 
 

□ □ □ □ □ 

Bladder problems □ □ □ □ □  □ □ □ □ □ 

Irritable bowel problems □ □ □ □ □  □ □ □ □ □ 

Nausea □ □ □ □ □  □ □ □ □ □ 

Feeling unsteady on your feet, like 
you might fall 

□ □ □ □ □ 
 

□ □ □ □ □ 

Shortness of breath or trouble 
catching your breath 

□ □ □ □ □ 
 

□ □ □ □ □ 

Dizziness or fainting □ □ □ □ □ 
 

□ □ □ □ □ 

Irregular heart beats □ □ □ □ □ 
 

□ □ □ □ □ 

Losing or gaining weight without 
trying 

□ □ □ □ □ 
 

□ □ □ □ □ 

No appetite □ □ □ □ □  □ □ □ □ □ 

Sweating hands □ □ □ □ □ 
 

□ □ □ □ □ 

Night sweats □ □ □ □ □  □ □ □ □ □ 

Cold limbs (e.g. arms, legs, hands) □ □ □ □ □  □ □ □ □ □ 

Feeling chills or shivers □ □ □ □ □  □ □ □ □ □ 

Feeling hot or cold for no reason □ □ □ □ □  □ □ □ □ □ 

Feeling like you have a high 
temperature 

□ □ □ □ □ 
 

□ □ □ □ □ 

Feeling like you have a low 
temperature 

□ □ □ □ □ 
 

□ □ □ □ □ 

Alcohol intolerance □ □ □ □ □  □ □ □ □ □ 

Sore throat □ □ □ □ □  □ □ □ □ □ 

Tender/sore lymph nodes □ □ □ □ □  □ □ □ □ □ 

Fever □ □ □ □ □  □ □ □ □ □ 

Flu-like symptoms □ □ □ □ □  □ □ □ □ □ 

Some smells, foods, medications, 
or chemicals make you feel sick 

□ □ □ □ □ 
 

□ □ □ □ □ 

 



MULTIDIMENSIONAL FATIGUE INVENTORY 

 

 

 Please rate your level of -agreement with each of the following statements:  
 

1------------------2------------------3-----------------4------------------5------------------6------------------7 
Yes, No, 
That is true that is not true 

  
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

I feel fit.        

Physically I feel only able to do a little.        
I feel very active.        
I feel like doing all sorts of nice things.        

I feel tired.        
I think I do a lot in a day.        
When I am doing something, I can keep 
my thoughts on it. 

       

Physically I can take on a lot.        

I dread having to do things.        
I think I do very little in a day.        
I can concentrate well.        

I am rested.        
It takes a lot of effort to concentrate on 
things. 

       

Physically I feel I am in a bad condition.        
I have a lot of plans.        
I tire easily.        

I get little done.        
I don’t feel like doing anything.        
My thoughts easily wander.        
Physically I feel I am in an excellent 
condition. 

       

 

 

 

 

 

 

 



Karnofsky Performance Scale  

Please mark the percentage that best describes your activity status 
 
100% Totally well; no concerns about fatigue. You can think clearly and do several things at once. You can exercise to 
your maximum potential without any problems. 
 
90% Energy good but you feel fatigued after hard exercise.  
 
80% You feel well with respect to your energy but must monitor your energy through the day. Your thinking is good but 
not quite clear. Tasks are easy and you can still do multiple tasks at once. You are fatigued after moderate exercise. Full 
time work is possible for most.  
 
70% Your overall energy is OK but everything you do is much more difficult and your energy is easily shifted. Your 
thought processes are much slower and more difficult and memory is poor. Exercise tolerance is poor and any strenuous 
exercise will make you feel unwell while light activity is tolerable. You can achieve a full day (8 hours) of tasks, but it 
requires a high degree of effort. You are too tired to do anything additional such as socializing. Full time work is possible 
only if you do not have to do any household tasks, errands or childcare. Part time work is possible for most.  
 
60% You are able to complete 1/2 day of tasks and feel tired during it. Your thinking and memory are poor. You must 
rest at some point in the day. Even with rest, there is no part of the day in which you feel normal with respect to energy 
or can think clearly. Part time work is possible only if hours are flexible to coincide with your energy peaks and you do 
not have to do any household tasks, errands or childcare.  
 
50% Your energy only allows you to do about 3 tasks per day (2-3 hours of activity). Your energy is easily drained. 
Thought processes are difficult. Your exercise tolerance is poor; walking up stairs is difficult.  
 
40% You can only perform 2 light tasks per day. Physical exercise is not tolerable. Your thought processes are very slow 
and your memory is poor. 
 
30% You can only perform one light task per day, any extra physical movement makes you feel unwell. You have 
difficulty reading and writing.  
 
20% You are unable to perform any daily tasks; even going to the bathroom is tiring. The most physical exertion you can 
manage is to sit in a chair for short periods. Emotions are very unstable and fluctuate without warning.  
 
10% You are in bed for most of the day and you have zero tolerance for anything extra. You are frequently too 
exhausted to even eat. 
 

 

 

 

 

 

 

 



BRIEF PAIN INVENTORY  

Throughout our lives, most of us have had pain from time to time (such as minor headaches, 
sprains, and toothaches). Have you had pain, other than these everyday kinds of pain during 

the past 24 hours? 

□Yes 
□ No 

Would you consider your pain to be widespread and occurring in more than one spot on 
your body? 

□Yes 
□ No 

 With 0 being no pain and 10 being the worst pain you can 
imagine, please choose the number that best describes your 
level of pain in the past 24 hours. 

  
0 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
8 

 
9 

 
10 

Pain at its worst            

Pain at its least            

Pain on the average            

Pain you have right now            
Do you take any medications or 
receive any treatments for your 
pain? If so, write the treatments or 
medications you are taking or 
receiving for your pain in the box to 
the right. 

 

In the past 24 hours, how much relief have pain treatments or medications provided? 
0% is no relief and 100% is complete relief 

% 

 With 0 being does not interfere and 10 being completely 
interferes, choose the one number that describes how, 
during 

           
0 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
8 

 
9 

 
10 

General activity            

Mood            

Walking ability            

Normal work            

Relations with other people            

Sleep            

Enjoyment of life            
 

 

 

 

 

 

 



GENERAL HEALTH QUESTIONNAIRE (SF-36) 

In general, would you say your health is:  
 □ Excellent  □ Very Good  □ Good  □ Fair  □ Poor 

Compared to one year ago, how would you rate your health in general now? 
 □ Much better  □ Somewhat better  □ Same  □ Somewhat worse  □ Much worse 

The following items are about activities you might do during a typical day. Does your health now limit you in these 
activities and if so, how much? Check the appropriate box 

 Yes 

limited a lot 

Yes 

limited a little 

No 

not limited at all 

Vigorous activities, such as running, lifting 
heavy objects, participating in strenuous sports 

□ □ □ 

Moderate activities, such as moving a table, 
pushing a vacuum cleaner, bowling, or playing golf □ □ □ 

Lifting or carrying groceries □ □ □ 
Climbing several flights of stairs □ □ □ 
Climbing one flight of stairs □ □ □ 
Bending, kneeling, or stooping □ □ □ 
Walking more than a mile □ □ □ 
Walking several blocks □ □ □ 
Walking one block □ □ □ 
Bathing or dressing yourself □ □ □ 
During the past 4 weeks, have you had any of the following problems with your work or other regular daily activities 
as a result of your physical health? 

 Yes No 
Cut down the amount of time you spent on work or other activities □ □ 

Accomplished less than you would like □ □ 
Were limited in the kind of work or other activities □ □ 
Had difficulty performing the work or other activities (for 
example, it took extra effort) 

□ □ 

During the past 4 weeks, have you had any of the following problems with your work or other regular daily activities 
as a result of any emotional problems (such as feeling depressed or anxious)? 

 Yes No 
Cut down the amount of time you spent on work or other activities □ □ 

Accomplished less than you would like □ □ 
Didn't do work or other activities as carefully as usual □ □ 
During the past 4 weeks, to what extent has your physical health or emotional problems interfered with your normal social 
activities with family, friends, neighbors, or groups? 

 □ Not at all  □ Slightly  □ Moderately  □  Quite a bit  □  Extremely 
How much bodily pain have you had during the past 4 weeks? 

 □ None  □ Very Mild  □ Mild  □  Moderate  □  Severe  □ Very Severe 
During the past 4 weeks, how much did pain interfere with your normal work (including both work outside the home and 
housework)? 

 □ Not at all  □ A little bit  □ Moderately  □ Quite a bit  □ Extremely 



These questions are about how you feel and how things have been with you during the past 4 weeks. For each question, 
please give the one answer that comes closest to the way you have been feeling.   

  How much of the time during the past 4 weeks: 

 All of the 
time 

Most of 
the time 

Good bit of 
the time 

Some of 
the time 

A little bit of 
the time 

None of the 
time 

Did you feel full of pep? □ □ □ □ □ □ 
Have you been a very nervous 
person? 

□ □ □ □ □ □ 

Have you felt so down in the 
dumps that nothing could cheer 
you up? 

□ □ □ □ □ □ 

Have you felt calm and peaceful? □ □ □ □ □ □ 

Did you have a lot of energy? □ □ □ □ □ □ 

Have you felt downhearted and 
blue? 

□ □ □ □ □ □ 

Did you feel worn out? □ □ □ □ □ □ 
Have you been a happy person? □ □ □ □ □ □ 

Did you feel tired? □ □ □ □ □ □ 

During the past 4 weeks, 
how much of the time has 
your physical health or 
emotional problems 
interfered with your social 
activities (like visiting with 
friends, relatives, etc.)? 

□  All of the 
     time 

□ Most of  
    the time 

□ Some of the 
     time 

□ A little of  
    the time 

□ None of the  
    time  

 

             Definitely true Mostly true Don’t know Mostly false Definitely false 
I seem to get sick a little 
easier than other people 

□ □ □ □ □ 

I am as healthy as anybody I 
know 

□ □ □ □ □ 

I expect my health to get 
worse 

□ □ □ □ □ 

My health is excellent □ □ □ □ □ 
 

 

 

 

 

 
 
 



HAD SCALE 
Doctors are aware that emotions play an important part in most illnesses. If your doctor knows about these feelings he 
will be able to help you more. 
This questionnaire is designed to help your doctor to know how you feel. Read each item and mark the reply which 
comes closest to how you have been feeling in the past week. 
Don’t take too long over your replies: your immediate reaction to each item will probably be more accurate than a long 
thought-out response. 
 
 I feel tense or “wound up”:  I feel as if I am slowed down 
Most of the time   Nearly all the time  
A lot of the time   Very often  
Time to time, occasionally   Sometimes  
Not at all   Not at all  
I still enjoy the things I used to enjoy:  I get a sort of frightened feeling like “butterflies” in the 

stomach 
Definitely as much   Not at all  
Not quite so much   Occasionally  
Only a little   Quite often  
Hardly at all   Very often  
I get a sort of frightened feeling as if something 
awful is about to happen: 

 I have lost interest in my appearance: 

Very definitely & quite badly   Definitely  
Yes, but not too badly   I don’t take so much care as I should  
A little, but it doesn’t worry me   I may not take quite as much care  
Not at all   I take just as much care as ever  
I can laugh and see the funny side of things:  I feel restless as if I have to be on the move: 
As much as I always could   Very much indeed  
Not quite so much now   Quite a lot  
Definitely not so much now   Not very much  
Not at all   Not at all  
Worrying thoughts go through my mind:  I look forward with enjoyment to things: 
A great deal of the time   As much as ever I did  
A lot of the time   Rather less than I used to  
From time to time but not too often   Definitely less than I used to  
Only occasionally   Hardly at all  
I feel cheerful  I get sudden feelings of panic: 
Not at all   Very often indeed  
Not often   Quite often  
Sometimes   Not very often  
Most of the time   Not at all  
I can sit at ease and feel relaxed  I enjoy a good book or radio or TV program: 
Definitely   Often  
Usually   Sometimes  
Not often   Not often  
Not at all   Very seldom  
 

 



SLEEP ASSESSMENT QUESTIONNAIRE 

PLEASE ANSWER EACH QUESTION BY CHECKING THE ONE ANSWER THAT FITS BEST 

Over the past month, how often have you experienced the following…….. 

 Never Rarely Some  times Often Always Don't Know 
1. Difficulty falling asleep?       

2. Sleeping for less than 5 hours?       

3. Sleeping more than 9 hours?       

4. Repeated awakenings during 
your sleep? 

      

5. Loud snoring?       

6. Interruptions to your breathing 
during sleep? 

      

7. Restlessness during your sleep                                                                    
(e.g. move your legs or kick)? 

      

8. Nightmares or waking up 
frightened or crying out loud? 

      

9. Waking up before you want to             
(i.e., getting less sleep than you 
need)? 

      

10. Waking up NOT feeling 
refreshed or thoroughly rested? 

      

11. Waking up with aches or 
pains or stiffness? 

      

12. Falling asleep while sitting                    
(e.g., reading, watching t.v.)? 

      

13. Falling asleep while doing 
something (e.g., driving, talking 
to people)? 

      

14. Working shifts?       

15. Working night shifts?       

16. Irregular bed time and/or 
wakeup time during work or 
weekdays? 

      

17. Taking medication for sleep 
or nervousness? 

      

 

 

 

 

 

 


