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SSYYMMPPTTOOMMSS  LLIISSTT  
 
Thinking back on the last month, mark the number of days in which you have felt each of the symptoms listed 
below.  If you never felt the symptom, then enter a zero in the space.  Do not leave it blank.  Next, put a check 
under the column indicating the severity of each of the symptoms that was felt.  Leave severity blank if symptom 
not felt. 
 

 SSeevveerriittyy  

SSyymmppttoommss  

NNuummbbeerr  ooff  
DDaayyss  iinn  PPaasstt  

MMoonntthh  
((EEnntteerr  00  iiff  NNoonnee))  

MMiilldd  
SSyymmppttoommss  ddiidd  

nnoott  iinntteerrffeerree  wwiitthh  
uussuuaall  aaccttiivviittiieess  

MMooddeerraattee  
SSyymmppttoommss  
iinntteerrffeerreedd  

ssoommeewwhhaatt  wwiitthh  
uussuuaall  aaccttiivviittiieess  

SSeevveerree  
SSyymmppttoommss  wweerree  
ssoo  bbootthheerrssoommee  

tthhaatt  uussuuaall  
aaccttiivviittiieess  ccoouulldd  

nnoott  bbee  ppeerrffoorrmmeedd  
1. A bad taste in your mouth? ___  ___ 1 2 3 
2. Loss of appetite? ___  ___ 1 2 3 
3. Nausea or being sick to your stomach? ___  ___ 1 2 3 
4. Vomiting? ___  ___ 1 2 3 
5. Heartburn? ___  ___ 1 2 3 
6. Abdominal bloating or gas? ___  ___ 1 2 3 
7. Diarrhea? ___  ___ 1 2 3 
8. Constipation? ___  ___ 1 2 3 
9. Hiccoughs? ___  ___ 1 2 3 
10. Itching? ___  ___ 1 2 3 
11. Hives or another type of rash? ___  ___ 1 2 3 
12. Easy bruising or bleeding? ___  ___ 1 2 3 
13. Lack of pep and energy? ___  ___ 1 2 3 
14. Tiring easily, weakness? ___  ___ 1 2 3 
15. Muscle cramps? ___  ___ 1 2 3 
16. Numbness and tingling in your hands and feet? ___  ___ 1 2 3 
17. Feeling faint when you stand up? ___  ___ 1 2 3 
18. Difficulty in falling or staying asleep? ___  ___ 1 2 3 
19. Falling asleep during the day? ___  ___ 1 2 3 
20. Feeling irritable? ___  ___ 1 2 3 
21. Decreased alertness? ___  ___ 1 2 3 
22. Forgetfulness? ___  ___ 1 2 3 
23. Blurred vision? ___  ___ 1 2 3 
24. Other unexpected symptoms?  Specify: 

        ___  ___ 1 2 3 
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