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Symptom Questionnaire 
Patient Name: _____________________________   Today’s Date: ____________  
Date of Birth: _____________ 
 
Please rank each symptom’s severity from zero (0) to five (5)  (i.e., 0, 1, 2, 3, 4, 5) 
0= you never experience the symptom 
5= you experience the symptom severely and all the time 

 
Dermatological 
Dry Skin   __/5 
Coarse Skin  __/5 
Itchy Skin  __/5 
Dry, course hair  __/5 
Thinning/loss of hair __/5 

Thinning eyebrows __/5 
Brittle or ridges on nails __/5 
Excess wax in ears __/5 
Decreased sweat  __/5 
Paleness of skin or lips __/5 
TOTAL               __/50 

 
Metabolism 
Lethargy (low energy) __/5 
Sensation of cold  __/5 
Heat intolerance (not hot 
flashes)   __/5 
Slow speech (non  
memory)  __/5 
Weight gain with little food 
intake   __/5 
Lack of appetite  __/5 
Lack of libido  __/5 
TOTAL                 __/30 
 
Dryness (sicca) 
Dry eyes   __/5 
Dry skin   __/5 
Dry mouth  __/5 
Dry nose   __/5 
Dry sinuses  __/5 
Dry vagina  __/5 
TOTAL                 __/30 
 
Gastrointestinal 
Constipation  __/5 
Diarrhea   __/5 
Irritable bowel syndrome __/5 
GERD (reflux disease) __/5 
TOTAL                __/20 
 
 

 
Reproductive 
Delayed menstrual flow __/5 
Excessive menstrual flow __/5 
Painful menses  __/5 
Impotence (men only) __/5 
TOTAL                 __/20 
 
Mental/Emotional Well-being 
Depression  __/5 
Irritability/mood swings __/5 
Nervousness  __/5 
Anxiety   __/5 
Impaired memory __/5 
Impaired focus  __/5 
TOTAL                 __/30 
 
Cardiovascular/Respiratory 
Chest pain  __/5 
Palpitations  __/5 
Atrial fibrillation  __/5 
Chronic cough of unknown 
reason   __/5 
Airflow obstruction (non 
smokers)  __/5 
Shortness of breath on  
physical exertion  __/5 
Shortness of breath in 
 general   __/5 
TOTAL                 __/30 
 
Swelling 
Swollen ankles  __/5 
Swollen wrists  __/5 
Swollen eyelids  __/5 
Swollen, thick tongue __/5 
Swollen face  __/5 
TOTAL                 __/25 
 
Musculoskeletal 
Muscle weakness  __/5 
Unexplained tingling or  
Numbness  __/5 
Body aches  __/5 

 
Muscle pain  __/5 
Joint pain  __/5 
Carpal tunnel syndrome __/5 
Plantar fasciitis  __/5 
TOTAL                 __/35 
 
Sleep 
Difficulty getting to sleep __/5 
Difficulty staying asleep __/5 
Wake unrefreshed __/5 
Sleep apnea  __/5 
Snoring   __/5 
TOTAL                 __/25 
 
Past Medical Diagnosis of: 
__Hypertension 
__High cholesterol 
__Infertility/Multiple 
miscarriage 
__Anemia 
__Hypothyroidism 
__Thyroid Nodules 
__Goiter 
__Hashimoto’s thyroiditis 
__Fibromyalgia 
__Chronic Fatigue Syndrome 
__Lupus 
__Diabetes Type I 
__Insulin resistance 
__Celiac’s disease 
__Multiple Sclerosis 
__Rheumatoid arthritis 
__Sjogren’s disease 
__Positive ANA 
__Polycystic Ovarian Syndrome 
__Live, work, or grow up near a 
nuclear power plant 
__Currently taking Lithium or 
amiodarone (Cordarone) 

 


