Please complete the following information and give to the Receptionist upon your arrival
at the office for your initial visit. This information will be used to set up your patient
account in our database. The other forms are to be given to your Naturopathic Doctor and
will be kept confidentially in your patient file. Thank you!

NAME :

(If patient is a child, please also provide name of parent(s).

ADDRESS :

EMAIL ADDRESS :

TELEPHONE # Home :

Business :

DATE OF BIRTH :




THE GEORGETOWN
NATUROPATHIC WELLNESS CENTRE
(905) 873-2361

Name: Age: Date of Birth:
Address: Postal Code:
Telephone #: Home ( ) Work ( )

E-mail address (optional — if you would like to receive newsletters, etc.):

Marital Status: S M D W Sep. #ofChildren: _ Names/Ages:

Occupation: Employer:

How did you learn about this clinic?

This is a confidential record of your medical history and will be kept in this office. Information contained in it will not be
released to any person unless you authorize me to do so.

MAJOR COMPLAINTS IN ORDER OF IMPORTANCE SINCE CAUSE

WHAT TREATMENTS OR REGIMES ARE YOU FOLLOWING? SINCE RESULTS

WHICH OF THE FOLLOWING CONDITIONS HAVE YOU HAD?

abcesses, allergies, amnesia, arthritis, asthma, cancer, chicken pox, cold sores, depression, diabetes, emphysema, epilepsy,
gall stones, goitre, gonorrhea, gout, hay fever, heart disease, hepatitis, oral herpes, influenza, kidney disease, leukemia,
malaria, german measles, red measles, mononucleosis, mumps, parasites, peritonitis, pleurisy, pneumonia, rheumatic fever,
scarlet fever, sexual abuse, skin disease, strep throat, sinusitis, sunstroke, stroke, syphilis, tonsillitis, tuberculosis, typhoid
fever, warts, whooping cough, worms

ANY OTHER MAJOR CONDITIONS?

ARE THERE ANY OF THE PRECEDING CONDITIONS AFTER WHICH YOU HAVE NEVER BEEN TOTALLY
WELL AGAIN, OR WHICH HAVE BEEN MORE SEVERE THAN USUAL? WHICH ONES?

WHAT OPERATIONS HAVE YOU HAD? WHEN? COMPLICATIONS, IF ANY?



WHAT MAJOR INJURIES HAVE YOU HAD? WHEN?

LONG TERM EFFECTS?

ALLERGIES?

Age at first menses?

Number of pregnancies
What vaccinations have you had?

Any adverse affects from them?

Have you lost or gained any weight lately? How much?

What exercise do you do now and how much?

How often do you have a full and complete bowel movement?

Do you have to get up at night to urinate? How often?

How often do you get headaches? What triggers them?

INDICATE BELOW WHICH OF THE FOLLOWING AILMENTS, OR ANY OTHER AILMENTS, HAVE AFFECTED

YOUR RELATIVES:

alcoholism asthma diabetes gout insanity skin disease
allergies cancer epilepsy hay fever paralysissyphilis
arthritis depression gonorrhea heart disease pneumonia tuberculosis
AGE IF AGE AT

RELATIVE ALIVE DEATH AILMENTS
Mother
Father
Sisters
Brothers
Maternal Grandmother
Maternal Grandfather
Maternal Aunts/Uncles
Paternal Grandmother
Paternal Grandfather
Paternal Aunts/Uncles
ARE YOU CURRENTLY UNDER THE CARE OF ANOTHER PHYSICIAN(S)?

PHYSICIAN FOR WHAT CONDITIONS TREATMENT

HAVE YOU BEEN TREATED WITH HOMEOPATHY BEFORE?

PHYSICIAN FOR WHAT CONDITIONS

WHEN




Geor getown Naturopathic Wellness Centre

Informed Consent
Cathy Kuindersma, N.D.

This form provides information to help you understand the services we provide, the cost involved and
what we do with the personal information we obtain about you. If you have any questions regarding this,
please do not hesitate to ask.

Naturopathic Medicine is the treatment and prevention of disease by natural means. Naturopathic
Doctors assess the whole person, taking into consideration physical, mental, emotional and spiritual
aspects of theindividual. The following outlines the therapies we may utilize:

Individual diets and nutritional supplements are recommended to address deficiencies, treat disease
processes, and promote health.

Botanical medicine is a plant-based medicine that involves the use of herbal teas, tinctures, capsules, and
other forms of herbal preparations for the treatment of illness and disease.

Homeopathy is aform of medicine that uses minute doses of plant, animal, or mineral originsto
stimulate the body’ s ability to heal itself.

Asian medicine includes the use of acupuncture, Eastern herbs and dietary changesto eliminate disease
and balance body functions. Acupuncture refers to the insertion of sterilized disposable needles through
the skin into underlying tissues at specific points on the body. Eastern herbs may be given in the form of
pills, tinctures, or decoctions (strong teas) to be taken internally.

Physical medicine refers to the use of hands-on techniques such as soft tissue work and spinal
manipulation.

Hydrotherapy refers to the use of alternating hot & cold water applications to improve circulation and
stimulate the immune system.

Lifestyle counselling involves identifying risk factors and making recommendations to help optimize
one' s physical, mental and emotional environment.

During your initial visit, your Naturopathic Doctor will take a thorough case history and perform abasic
physical examination and, when indicated, may require blood and urine samples.

It is very important that you inform your Naturopathic Doctor of all disease processes that you are
suffering from, as well as any medications (prescription or over-the-counter) that you are taking. If you
are pregnant, suspect you are pregnant, or you are breast-feeding, advise your heath care provider
immediately.

Even the gentlest therapies may cause complications in certain physiological conditions. This depends
greatly on the individual and the extent of the illness. Health risks associated with Naturopathic Medicine
include but are not limited to:

e Aggravation of pre-existing symptoms during the healing process.

Allergic reactions to supplements or herbs.

Pain, bruising or injury from venipuncture or acupuncture.

Fainting or puncturing of an organ with acupuncture needles.

Muscle strains and sprains or disc injuries from spinal manipulation.



| understand that arecord will be kept of the health services provided to me. This record will be kept
confidential and will not be released to others without my consent, unless required by law. |
Initials  understand that | may look at my medical record at any time and can request a copy by paying the
appropriate fee. | have read and understand the privacy policy of the Georgetown Naturopathic
Wellness Centre.
| understand that the Naturopathic Doctor will answer any questions that | have to the best of her
Initials  ability. | understand that the results are not guaranteed. | do not expect the doctor to be able to
anticipate and explain all risks and complications. | voluntarily consent to the diagnostic and
therapeutic procedures mentioned above, except for (please list any exceptions):
| understand that any treatment or advice provided to me by Cathy Kuindersma, N.D. is not mutually
Initials  exclusive of any treatment or advice that | may be receiving now or in the future from another
licensed health care provider.
| understand the fee schedul e as stated below.

Initials

| understand that | am at liberty to seek or continue medical care from a physician or surgeon or other
Initials  health care provider qualified to practice in Ontario. Cathy Kuindersma, N.D. will not suggest or
recommend that | refrain from seeking or following the advice of another licensed health care
provider.

| understand that | may purchase any recommended medicines or supplements from the dispensary of
Initials  the Georgetown Naturopathic Wellness Centre OR any pharmacy/retail store of my choice.

Asthe patient, you are responsible for the total chargesincurred (visit fees plus any supplements or medicinal
substances) for each visit. If you have coverage for Naturopathic Medicine, you are responsible for billing your
own insurance company. Most insurance companies do not cover the supplements that we prescribe and dispense.

Consultations Initial Visit (75min) | Second Visit (45min) Subsequent Visits (30min)
Adult $155.00 $110.00 $65.00
Child (under 16yrs) $ 125.00 (1 hour) $50.00 (30 min) $50.00
Senior (65yrs+) $125.00 $80.00 $55.00
Phone Consultation — For $25.00 (up to) 15 minute consultation
A Child $50.00 (up to) 30 minute consultation
Phone Consultation — For $30.00 (up to) 15 minute consultation
An Adult $65.00 (up to) 30 minute consultation
Missed Appointment Fee $50.00 if less than 24hrs notice
Testing/I njection
B.l.A. Test $20.00
Pleo Not Injection $15.00
Pascoleucyn Injection $15.00
B12 Injection $10.00
Urinalysis $5.00

e Electrodermal Screening (if required) is billed in addition to regular visit fees. Prices vary up to a maximum of
$125.00 + GST.

e  Prices vary for blood work and further diagnostic testing.

e  All prices subject to GST.

| have read and understand the above-stated policies and information. | intend this consent form to cover
the entire course of treatment. | understand that | am free to withdraw my consent and to discontinue
participation in these procedures at any time.

Patient Name (please print): Date:

Signature of Patient (or Guardian):

Signature of Naturopathic Doctor:




Consent for Personal Information

| understand that to provide me with Naturopathic services, Cathy Kuindersma, N.D. will collect
some personal information about me. For example; address, phone number and health history.

| have reviewed Cathy Kuindersma's, N.D. Privacy Policy about the collection, use and
disclosure of personal information, steps taken to protect the information and my right to review
my personal information. | understand how the Privacy Policy appliesto me. | have been given
achance to ask any questions | have about the Privacy Policy and they have been answered to
my satisfaction.

| understand that only if I check off the following box will | receive the following:

CJ I would like to receive newsdletters and other informational mailings from
Cathy Kuindersma, N.D.

| understand that, as explained in the Policies and Procedures for Personal Information, there are
some rare exceptions to these commitments.

| agree to Cathy Kuindersma N.D. using and disclosing personal information about me as set out
above and in the above Privacy Policy.

Signature: Date:

Printed Name:




Name

HEALTH APPRAISAL QUESTIONNAIRE

Date

DIRECTIONS

This questionnaire asks you to assess how you have been feeling during the last four months. This information will help you keep track of
how your physical, mental and emotional states respond to changes you make in your ecfin?dhobifs, priorities, supplement program, social and
i

family life, level of physical activity and time spent on personal growth. All information is he

complete this questionnaire.
For each question, circle the number that best describes your symptoms:
O = No or Rarely—You have never experienced the symptom or the symptom is familiar to you but you perceive it as insignificant (monthly or

less)

n strict confidence. Take all the time you need to

1 = Occasionally—Symptom comes and goes and is linked in your mind to stress, diet, fatigue or some identifiable trigger

4 = Often—Symptom occurs 2-3 times per week and/or with a frequency that bothers you enough that you would like to do something about it

8 = Frequently—Symptom occurs 4 or more times per week and/or you are aware of the symptom every day, or it occurs with regularity on a

monthly or cyclical basis

Some questions require a YES or NO response: O=NO 8 =YES
= 2
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SECTION A SECTION C (cont,)
1. Indigestion, food repeats on you after you eat 01 48 6. Stool odor is embarrassing 01 48
2. Excessive burping, belching and/or bloating 7. Undigested food in your stool 01 48
following meals 01 4 .
) ] ' 8. Three or more large bowel movements daily 01 48
3. Stomach spasms and cramping during or after eating O 1 4 8 9. Diarrhea (frequent loose, watery siool) 01 4 8
4. A sensation that food just sits in your stomach 10. Bowel hortly af . ithin 1 h 01 4 8
creating uncomfortable fullness, pressure and - Bowel movement shortly after eating (within 1 hour)
bloating during or after a meal 01 48
5. Bad faste in your mouth 0 1 4 8 | secTiIOND
6. Small amounts of food fill you up immediately 0O 1 4 8 . . .
1. Discomfort, pain or cramps in your colon
7. Skip meals or eat erratically because you (lower abdominal area) 0O 1 4 8
have no appetite 01 48 . . .
2. Emohog?l stress ondlggr eohnlgbnl'ow fruits and
vegetables causes abdominal bloating, pain,
4 - cramps or gas 01 4 8
SECTION B . . .
3. Generally constipated (or straining during
1. Strong emotions, or the thought or smell of food bowel movements) 01 48
, Ic:lgglr:vu’res yourhs'romc:ch or r?c:kes it hurt 01 48 4. Stool is small, hard and dry 0 1 4 8
. Feel hungry an hour or two after eating a ;
good-sizedymeol 01 48 5. Pass mucus in your stool 01 48
. . . 6. Alternate between constipation and diarrhea 01 48
3. Stomach pain, burmnﬁ and/or aching over a T ]
period of 1-4 hours affer eating 01 48 7. Rectal pain, itching or cramping 01 438
4. Stomach pain, burning and/or aching relieved by 8. No urge to have a bowel movement (ONo  (8]ves
eating food; drinking carbonated beverages, cream 9. An almost continual need to have a bowel movement  (O)No  (8)Yes
or milk; or taking antacids 01 48
5. Burning sensation in the lower part of your chest,
especially when lying down or bending forward 01 48
6. Digestive problems that subside with rest and relaxation (O)No  (8)Yes
7. Eating spicy and fatty (fried) foods, chocolate,
coffee, alcohol, citrus or hot peppers causes your 1. When massaging under your rib cage on your
stomach to burn or ache 0O 1 4 8 right side, there is pain, fenderness or soreness 0O 1 4 8
8. Feel a sense of nausea when you eat 01 48 2. Abdominal pain worsens with deep breathing 01 48
9. Difficulty or pain when swallowing food or beverage 0 1 4 8 3. Pain at night that may move to your back or
right shou?der 01 48
Total points 4. Bitter fluid repeats after eating 01 48
SECTION C 5. Feel abdominal discomfort or nausea when eating
1. When massaging under your rib cage on your left rich, fatty or fried foods 01 48
side, there is pain, tenderness or soreness 01 48 6. Throbbing temples and/or dull pain in forehead
2. Indigestion, fullness or tension in your abdomen is associated wiﬂfn> overeating 01 48
delayed, occurring 2-4 hours after eating a meal 01 4 8 7. Unexplained itchy skin that's worse at night 01 4 8
3. Lower abdominal discomfort is relieved with the
passage of gas or with a bowel movement 01 4 8 8. Stool color alternates from clay colored to
4. Specific foods/beverages aggravate indigestion 0O 1 4 8 normal brown 01 48
5. The consistency or form of your stool changes 9. General feeling of poor health 01 48
(e.g., from narrow to loose) within the course of aday 0 1 4 8
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10. Aching muscles not due to exercise 0O 1 4 8 | SECTIONA
11. Retain HUid and feel swollen around the When you miss meals or go without food for extended periods of time,
abdominal area 01 48 |4go you experience any of the following symptoms?
12. Reddened skin, especially palms 01 48 1. A sense of weakness 01 4 8
13. Very strong body odor 01 438 2. A sudden sense of anxiety when you get hungry 01 48
14. Are you embarrassed by your breath? 01 48 3. Tingling sensation in your hands 01 4 8
15. Bruise easily (O)No— (B)ves 4. A sensation of your heart beating too quickly
16. Yellowish cast to eyes O)No ~ (8)Yes or forcefully 01 438

Total points -

PART Il

SECTION A

1. Feel cold or chilled—hands, feet or all over—for no

apparent reason 01 48
2. Your upper eyelids look swollen 01 48
3. Muscles are weak, cramp and/or tremble 01 4 8
4. Are you forgetful2 01 48
5. Do you feel like your heart beats slowly? 01 48
6. Reaction time seems slowed down 01 48
7. In general, are you disinterested in sex because
your desire is low? 01 48
8. Feel slow-moving, sluggish 01 4 8
9. Constipation 01 48
10. Dryness, discoloration of skin and/or hair O)No  (8)ves
11. Have you noticed recently that your voice
is deepening? O)No  (8)ves
12. Thick, brittle nails (ONo  (8)Yes
13. Weight gain for no apparent reason O)No  (8)ves
14. Outer third of your eyebrow is thinning
or disappearing O)No  (8)ves
15. Swelling of the neck O)No  (8)Yes
SECTION B
1. Lingering mild fatigue after exertion or stress 01 48
2. Do you find that you get tired and exhaust
easily? 01 4 8
3. Craving for salty foods 01 48

4. Sensitive fo minor changes in weather and surroundings 0 1 4 8

5. Dizzy when rising or standing up from a
kneeling position 01 48
6. Dark bluish or black circles under your eyes 01 48
7. Have bouts of nausea with or without vomiting 01 48
8. Catch colds or infections easily (ONo  (8)ves
9. Wounds heal slowly O)No  (8)ves
10. Your body or parts of your body feel tender, sore,
sensitive to the touch, hot and/or painful 01 4 8
11. Feel puffy and swollen all over your body 01 48
12. Skin is gradually tanning without exposure
to sun or the ingestion of high levels of
carotene-rich foods (e.g., daily carrot juice intake)
or supplements O)No  (8)ves

Total points

o
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5. Shaky, jittery, hands trembling

6. Sudden profuse sweating and/or your skin
feels clammy

(@]
N
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7. Nightmares possibly associated with going to bed
on an empty stomach

8. Wake up at night feeling restless
9. Agitation, easily upset, nervous
10. Poor memory, forgetful
11. Confused or disoriented
12. Dizzy, faint
13. Cold or numb
14. Mild headaches or head pounding

15. Blurred vision or double vision

O O O O O O o o o
A A DMDMDAMDMDMDMNDMNDIMNDN
o O 0 0 0 O 0 0 o o

1
1
1
1
1
1
1
1
1
16. Feel clumsy and uncoordinated 0 1

SECTION B

1. Frequent urination during the day and night 0 1

N
[ee)

2. Unusual thirst—feeling like you can’t drink

enough water 01 48
3. Unusual hunger—eating all the time 01 48
4. Vision blurs 01 48
5. Feel itchy all over 01 48
6. Tingling or numbness in your feet 01 48
7. Sense of drowsiness, lethargy during the day
not associated with missing meals or not sleeping 01 48
8. Eating starchy foods, even if they are healthy and
unprocessed (like rice, corn, beans, whole wheat
or oafs), causes you fo gain weight or prevents you
from losing weight O)No  (8)Yes
9. Sores heal slowly (O)No  (8)Yes
10. Loss of hair on your legs (O)No  (8)Yes

Total points -

SECTION A

1. Feel jittery 01 48

2. First effort of the day causes pain, pressure,
tightness or heaviness around the chest

. Exhaustion with minor exertion

. Heavy sweating (no exertion, no hot flashes)

o O O O
A A M N
© O 0 o

. Difficulty catching breath, especially during exercise

o O N W

. Heart pounding, sensation of heart beating too
quickly, too slowly or irregularly

7. Swelling in feet, ankles and/or legs comes and

goes for no apparent reason 01 4 8

Total points -
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SECTION B SECTION B (cont.)
1. Muscle pain at rest O 1 4 8 | 12. Do you become suddenly scared for no reason? 0 4 8
2. Cramp-like pains in your ankles, calves or legs O 1 4 8 | 13. Do you break out in a cold sweat2 01 4 8
3. Numbness, tingling and prickling sensation in 14. “Butterflies in your stomach,” nausea and/or diarrhea 0 1 4 8
hands and feet 01 48
4. Cold feet and/or toes appear blue 01 48
5. Brief moments of hearing loss O 1 4 8 | SECTIONC
6. Nausea comes and goes quickly (unrelated to eating) O 1 4 8 1. Do you feel pent up and ready to explode? 01 4 8
7. Feel worse standing: legs get heavy and fatigued 01 48 2. Are you prone to noisy and emotional outbursts? 01 48
8. Leg discomfort or fatigue relieved by elevatinglegs 0 1 4 8 3. Do you do things on impulse? 01 4 8
9. Fingers and toes get numb in cold weather even 4. Are you easily upset or irritated? 01 438
when protected 0O 1 4 8 ) ) ,
i ) . ) 5. Do you go to pieces if you don't control yourself2 01 48
10. Notice chon%es in your ability to feel pain or i
differentiate between sensations of hot or cold (O)No ~ (8)Yes 6. Do little 0“2“0)’0“‘335 get on your nerves and make 01 48
ou angry?
11. Body hair (on arms, hands, fingers, legs and toes) 4 .g Y
is thinning or has disappeared O)No  (8)ves 7. Does it make you angry to have anyone fell you
what to do? 01 48
12. Do you notice a decline in your ability to make . . ,
decisions, concentrate, focus attention or 8. Do you flor_e up In anger if you can’t have what
follow directions? O)No  (8)ves you want right away?
points -
PART VI PART ViI
SECTION A 1. Eyes water or tear 01 438
1. Family, friends, work, hobbies or activities you hold 2. Mucus discharge from the eyes 01 438
dear are no longer of interest 01 48 3. Ears ache, itch, feel congested or sore 01 438
2. Do you cry? 01 48 4. Discharge from ears 01 438
3. Does life look entirely hopeless? 01 48 5. Is your nose continually congested? 01 48
4. Would you describe yourself as feeling miserable 6. Are you prone to loud snoring? (ONo  (8)ves
you p 9
and sad, unhappy or blue? 0O 1 4 8
5D find it hard 1 ke the best of 7. Does your nose run? 01 48
. Do you find it hard to make the best o
difficult situations? 01 4 8 8. Nosebleeds (O (8)ves
6. Sleep problems—too much or too little sleep 01 48 9. Hoarse voice 01 48
7. Changes in your appetite and weight (ONo  (8)ves | 10- Do you have o clear your throat? 01 48
8. Lately you've noticed an inability to think clearly 11. Do you feel a choking lump in your throat? 01 48
or concentrate (ONo  (8)¥es | 12. Do you suffer from severe colds? (O)No  (8)ves
9. Difficulty making decisions and/or clarifying and 13. Do frequent colds keep you miserable all winter2 O)No ~ (8)¥es
achieving your goals O)No  (8)ves
14. Flu symptoms last longer than 5 days O)No  (8)Yes
15. Do infections settle in your lungs? O)No  (8)ves
SECTION B 16. Chest discomfort or pain 01 48
1. Does worrying get you down? 0 1 4 8 [ 17. Do you experience sudden breathing difficulties? 01 48
2. Does every litile thing get on your nerves and wear 18. Do you struggle with shortness of breath? 01 4 8
you out¢ 01 48 - . .
. 19. Difficulty exhaling (breathing out) 01 48
3. Would you consider yourself a nervous person? 01 48 ) i .
) i 20. Breathlessness followed by coughing during exertion,
4. Do you feel easily agitated? 0 1 4 8 no matter how slight 0O 1 4 8
5. Do you shake and tremble? 0 1 4 8 [ 21, Inability to breathe comfortably while lying down 01 48
6. Are you keyed up and jittery? 0 1 4 8 [ 22 Do you cough up lots of phlegm? 01 48
7. Do you tremble or feel weak when someone i i i
shoZ’rs ot you? 01 48 23. i(r:]ogn)éogul?gor noisy rattling sounds when breathing o 1 48
8. Do you become scared at sudden movements or 24. Are you troubled with coughing? 0O 1 4 8
noises at night? 0O 1 4 8 25.D b . 01 48
9. Do you find yourself sighing a lot2 01 4 8 § Coyouwheezes . )
26. Do you have severe soaking sweats at night? 01 48
10. Are you awakened out of your sleep by . i )
frightening dreams? O 1 4 8 | 27. Do your lips and/or nails have a bluish hue? 01 48
11. Do frightening thoughts keep coming back in your mind2 O 1 4 8 | 28. Are you sleepy during the day? 01 48
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29. Do you have difficulty concentrating? O 1 4 8 | SECTION B (cont,)
30. Eyes, ears, nose, fhrf?qf and |U’TE symptoms seem 8. Intermittent pain or ache on one side of head spreading
associated with specific foods like dairy or to cheek, temple, lower jaw, ear, neck and shoulder - 0 1 4 8
wheat products ONo  (8)Yes
9. Difficulty chewing food or opening mouth 01 48
31. Eyes, ears, nose, throat and lung symptoms are . ] - N
associated with seasonal changes ONo  (8)¥es | 10. Difficulty standing up from a sitting position 0O 1 4 8
11. Shooting, aching, tingling pain down the back ofleg O 1 4 8
12. Is it difficult to reach up and get a 5-pound object
PART VIII like a bag of flour from just above your head? (O)No  (8)Yes
13. Injure, strain or sprain easily ONo  (8)Yes
1. Involuntary loss of urine when you cough, lift
something or strain during an activity 0 1 4 8
SECTION C
2. Mild lower back ache or pain 01 48 | Muscles siff q : 01 48
3. Abdominal achiness or pain 0O 1 4 8 2' B US(? s s: ,;Z‘rel ter;se o.|n for chi;_ | 0 1 48
4. Pain or burming when urinating 01 4 8 . Burning, throbbing, shooting or stabbing muscle pain
. 3. Muscle cramps or spasms (involuntary or after
5. Rarely feel the urge to urinate 0O 1 4 8 exertion/exercise) 01 4 8
6. Feel the need to urinate less than every two hours 4. Is muscle pai iff i ;
; . . pain or stiffness greater in the morning
during the day or night 01 48 than other times of the day? 01 48
7. Strong smelling urine 01 438 5. Specific points on body feel sore when pressed 01 48
8. Bng or leg pains are associated with dripping 01 4 8 6. Feel unrefreshed upon awakening 01 48
after urination
9. Sore or painful genitals 0 1 4 8 7. Headaches o148
o 8. Pain at the sides of your head or in your face
10. Urine is a rose color 01 438 especially when awakening 01 4 8
11. Sudden urge to void causes involuntary loss of urine 0 1 4 8 9. Your jaw clicks or pops 01 4 8
12. Goeur:el:r)glciized sense of water retention throughout 01 4 8 10. Muscle twitch or tremor—eyelids, thumb, calf muscle O 1 4 8
4 y " 11. Irresistible urge to move legs 01 48
Total points - 12. Legs move during sleep 01 48
PART IX 13. IUnplegsomf crawling sensation inside calves when
ying down 0O 1 48
14. Hand and wrist numbness or pain (e.g., interferes with
SECTION A writing or with buttoning or unbuttoning your clothes) 0 1 4 8
1. Bones throughout your entire body ache, feel tender 15. Feeling of “pins and needles” in your thumb and
or sore 01 48 first three fingers 01 48
2. Localized bone pain O 1 4 8 | 16. Pain in forearm and sometimes in shoulder 0O 1 4 8
3. Hands, feet or throat get tight, spasm or feel numb 0 1 4 8
4. Difficulty sitting straight 0 1 48
5. Upper back pain 01 438
6. Lower back pain 0O 1 4 8
7. Pain when sitting down or walking 0 1 4 g |SECTIONA
8. Find yourself limping or favoring one leg 01 48 1. Head feels heavy 01 438
9. Shins hurt during or after exercise 01 48 2. Dizziness 01 438
3. Difficulty bending over, standing up from si’riinfg,
rolling over in bed and/or turning your head from
SECTION B side fo side 01 438
1. Are you stiff in the morning when you wake up? 01 48 4. Your hands tremble, ever so slightly, for no
2. Difficulty bending down and picking up clothing or apparent reason 01 438
anything from the floor 01 48 5. You feel like you're wearing heavy weights on your
3. Joint swelling, pain or stiffness involving one or more feet when walking 01 438
areas (fingers, hands, wrists, elbows, shoulders, 6. Bump intfo things, trip, stumble and feel clumsy 0O 1 4 8
toes, arches, feet, ankles, knees or ankles) 01 4 8 . .
- A ) \ i o 7. Difficulty breathing 01 48
4. Joints hurt when moving or when carrying weight 01 48 8. Difficulty swallowing 01 4 8
5. A routine exercise program, like daily walking, 9 People fell koo b hev h
causes your knees to swell or hurt 01 48 - reopee tell you fo speak up because fhey have
_y o ool trouble hearing you 01 48
6. E; O';l;r:y opening jars that were previously easy 1 4 g | 10. Speaking and forming words does not feel automatic O 1 4 8
7. Discomfort, numbness, prickling or tingling sensation, 11. Need 10-12 hours of sleep fo feel rested 01 48

or pain in neck, shoulder or arm 01 48
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SECTION A (cont.) SECTION A (cont.)
12. Lack strength (your grip is weak, holding your head [B]
or picking your arms up fakes effort 0148 5. Abdominal bloating, feeling swollen (e.g., feet) (O)No  (8)Yes
13. Hands get tired when you write and your handwriting 6. T iaht qai 0 8
is less legible and smaller than it used to be (ONo (8)ves - lemporary weight gain (O)No  (8)Ves
14. Muscles in arms and legs seem softer and smaller ~ (O)No  (8)¥es 7. Breast tenderness, swelling (ONo— (B]ves
15. Is your eyesight, sense of smell and taste or ability 8. Appearance of breast lumps (ONo— (B]ves
to hear not as sharp as it used to be? ONo  (8)Yes 9. Discharge from nipples (O)No  (8)¥es
16. Do you find yourself moving slower than you used to2 ~ (O)No  (8)¥es | 10. Nausea and/or vomiting (O)No  (8)¥es
11. Diarrhea or constipation (O)No  (8)Yes
SECTION B 12. Aches and pains (back, joints, etc.) (O)No  (8)¥es
1. Difficulty absorbing new information o1 4 8 |l€]
2. Tend fo forget things 0 1 4 g | 13.Craving for sweets (O)No  (8)Yes
3. Trouble thinking or concentrating 0 1 4 g | 14 Increased appetite or binge eating (ONo  (8)¥es
4. Easily distracted 01 48 15. Headaches (ONo— (8)es
5. Do you have  fendency to become 16. Being easily overwhelmed, shaky or clumsy (O)No  (8)¥es
frustrated qUiCkly? 01 48 17. Heart pounding (O)No~ (8)Yes
6. Inability to sit still for any length of time, even 18. Dizziness or fainting (O)No  (8)Yes
at mealtime 01 48 0]
;' Emshmgh tasks is e05|erbs|cnd ;rh.on donzl o1 48 19. Confused and forgetful to the point that work suffers  (O)No  (8)Ves
' mzngin;\;e()lrj?oﬁrri;r?ﬁaneussﬁgllgg problems or 0 1 4 8 | 20. Overwhelmed with feelings of sadness and worthlessness (O)No  (8)¥es
9. Low tolerance for stress and otherwise 21. Difficulty sleeping or falling asleep (O)No  (8)Ves
ordinary problems 0 1 4 8 | 22 Engaging in self-destructive behavior (O)No (8] Yes

SECTION B
Do you experience any of these symptoms during your period?

PART XI

Men Only 1. Cramping in lower abdomen or pelvic area (O)No  (8)Yes
) ] 2. Lower abdominal pain is sharp and/or dull or intermittent (O)No (8] Yes
1. Sensation of not emptying your bladder completely 0 1 4 8 . .
] 3. Bloating and sense of abdominal fullness (ONo  (8)Yes
2. Need fo urinate less than 2 hours after you have ) o
finished urinating 01 4 8 4. Diarrhea or constipation (ONo (8] Yes
3. Find yourself needing to stop and start again 5. Nausea and/or vomiting (ONo (8)ves
several times while urinating 01 4 8 6. Low back and/or legs ache ONo  (8)Yes
4. Find it difficult to postpone urination 01 48 7 Headaches (OlNo  (8)ves
5. Have a weak urinary stream 01 48 8. Unusual fatigue (take naps) resulting in missed work  (O)No (8] Yes
6. Need to push or strain to begin urinating 01 438 9. Painful and/or swollen breasts (O)No (8 Yes
7. Dripping after urination 0 1T 4 8 ]10. Scanty blood flow O)No  (8)Yes
8. Urge fo urinate several times a night 01 48
Ll | | secTionc
PART XIlI 1. Painful or difficult sexual intercourse 01 48
2. Llow abdominal, back and vaginal pain
throughout the month 01 48
Women Only 3. Pelvic pressure or pain while sitting down or
(Menopausal women should skip to Sections E and F) ston'dlng up: r.e||eved by lying d‘own . 01 48
SECTION A 4. Vaginal bleeding other than during your period 01 48
5. Painful bowel movements 01 48
Do you persistently experience any of these symptoms within three 6. Difficult (straining) urination 01 4 8
days to two weeks prior to menstruation? ’ . .
7. Abnormal vaginal discharge 01 48
[Al ‘ o 8. Offensive vaginal discharge 01 48
1. Anxious, irritable or resfless (ONo.— (8)es 9. Vaginal itching or burning with or without intercourse 0 1 4 8
2. Numbness, tingling in hands and feet (ONo  (8)¥es [ 10. Pain during periods is getting progressively worse ~ (O)No  (8)¥es
3. Easy to anger, resentful (ONo  (8)¥es [ 11. Profuse or prolonged menstrual bleeding (ONo  (8)Yes
4. Aggressive or hostile toward family/friends (ONo  (8)Yes | 12. Unable to get pregnant (O)No (8] Yes

Total points -




PART XII (cont.) > =E %‘
288 &
SECTION D
1. Absence of periods for six months or longer (O)No  (8)Yes
2. Periods occur irregularly (e.g., 3 to & times a year)  (O)No  (8)Yes
3. Profuse heavy bleeding during periods 01 48
4. Menstrual blood contains clots and tissue 01 48
5. Bleeding between periods can occur anytime 01 48
6. Periods occur greater than every 35 days O)No  (8)Yes
7. Intense upper stomach pain, lasting several hours
at the time you ovulate (approximately day 14 of
your cycle) 01 48
8. Bleeding occurs at ovulation (approximately
day 14 of your cycle) 01 48
9. Monthly abdominal pain without bleeding 01 48
10. Abundant cervical mucus 01 48
11. Acne and/or oily skin 01 48
12. Overwhelming urges for sexual intercourse 01 48
13. Aggressive feelings 01 48
14. Increased growth of dark facial and/or body hair ~ (O)No  (8)ves
15. Poor sense of smell (O)No  (8)Yes
16. Voice is becoming deeper (ONo  (8)Yes
17. Breasts seem fo be getting smaller (ONo  (8)Yes
18. Receding hairline (O)No  (8)Yes
SECTION E
1. Vaginal discharge 01 48
2. Vaginal secretions are watery and thin 01 48
3. Vaginal dryness 01 48
4. Sexual intercourse is uncomfortable 01 48

=
s v £ ¢
2 O O u
SECTION E (cont,)
5. Inferest in having sex is low 01 4 8
6. Engorged breasts 01 48
7. Breast tenderness, soreness 0O 1 4 8
8. Difficulty with orgasm 01 48
9. Vaginal bleeding after sexual intercourse 01 48
10. Do you skip periods? (ONo  (8)Yes
11. The length (number of days) of your period varies

month to month, with the number of days of
bleeding getting fewer ONo  (8)Yes

SECTION F

1. Sense of well-being fluctuates throughout the day
for no apparent reason

. Sudden hot flashes

. Spontaneous sweating

. Chills

. Cold hands and feet

. Heart beats rapidly or feels like it is fluttering

. Numbness, tingling or prickling sensations

@ N O 0 AN WON

. Dizziness
9. Mental fogginess, forgetful or distracted
10. Inability to concentrate
11. Depression, anxiety, nervousness and/or irritability
12. Difficulty sleeping

1
1
1
1
1
1
1
1
1
1
1
1
13. Conscious of new feelings of anger and frustration 1
1

O O O O O O O O O o o o o o
A M DM DM MDA DMDAMDMDMDADMDIN
W O O O W W 0 W W W W o ™

14. Skin, hair, vagina and/or eyes feel dry

15. Stopped menstruating around six months ago, yet
still experience some vaginal bleeding (O)No  (8)Yes

Total points -

Please mark an “X” to indicate areas where you feel pain, swelling or discomfort, or areas of your skin that have changed color or
texture (e.g., moles, rashes, etc.). Describe what you feel or observe in your own words. Write anywhere in this area.

)
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