
Year

In the PAST 7 DAYS, have you had adequate relief of your IBS pain or discomfort?

Adequate Relief
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Month Day Week

Yes
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I have not had problem pain or discomfort in the last 7 days
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ADEQUATE RELIEF OF IBS PAIN/DISCOMFORT MEASURE:

ADEQUATE RELIEF OF OVERALL BOWEL SYMPTOMS MEASURE:

In the PAST 7 DAYS, have you had adequate relief of your bowel symptoms?

By bowel symptoms, we are referring to constipation and/or diarrhea, gas, a

feeling of bloating, nausea, tenderness, urgent need to have a bowel

movement, feeling that your bowel was not completely empty after a bowel

movement, or other symptoms specific to the IBS problem that prompted

you to seek treatment.
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I have not had problem bowel symptoms in the last 7 days
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	DisclaimerBox0: Persons using assistive technology may not be able to fully access information in this file. For assistance, e-mail niddk-cr@imsweb.com. Include the Web site and filename in your message.


