CFS/Fibromyalgia Short-form Questionnaire

Name__________________                                            Date______________

This document is a short form to help you understand what systems may be involved and inform your practitioner where to start on your healing journey. Please use this in combination with consultation with a licensed health care practitioner. This form is for information only and is not intended to diagnose or treat any condition.

Please describe briefly (in one sentence) what your main problem(s) are
1) Did symptoms begin ____ suddenly or ____ gradually
 

2) What stresses were occurring in your life when the disease began?

______________________________________________________________________

3) Did the illness begin soon after ___ a childbirth?; ____ An injury? ____ A Cipro family antibiotic? 

4)
Check any of these that you have or have had:

 


____ Multiple Sclerosis 

____ Glaucoma or Cataracts


            ____Chest pain 
            ____Do you feel depressed (as opposed to frustrated)?

            ___  Autoimmune illness (e.g.- Lupus, Rheumatoid Arthritis. If yes, list_________ 

Please put a check mark next to the symptoms you have:

Thyroid Checklist

_____
5.
Weight gain? (______ lbs over _____ years) 
_____
6.
Cold intolerance 
_____
7.
Low body temperature (under 98 degrees) 
_____
8.
High cholesterol
_____
9.
Achiness
____  
10.
Dry skin 
_____
11.
Thin hair 

_____
12.
Heavy periods – Females only 
Adrenal Checklist

_____
13.  Shakiness or irritability relieved with eating (Hypoglycemia =irritability when hungry)

_____
14.
Recurrent sore throats/infections that take a long time to go away 
_____ 
15.
Life was very stressful before symptoms began 
_____
16.
Have you been on Prednisone since your illness began (Cortisone)?



 If yes, did you feel better when you took it? __________ 
Estrogen/Progesterone
WOMEN ONLY

_____
17.
Do you have premenstrual symptoms? 
_____
18.
Have you had a hysterectomy, ovaries removed, or a tubal ligation?  When?____

_____
19.
Are your symptoms worse the week before your period? 
_____
20.
Decreased vaginal lubrication – Females only 

_____
21.
Day or night sweats or hot flashes 
_____
22.
Are you menopausal? 
_____
23.
Decreased libido? 
Testosterone
MEN ONLY

_____
24.
Decreased libido? 

_____
25.
Decreased erections 

______ 26.     High Blood pressure or high cholesterol (or on medication for these)? 

Disordered Sleep

_____
27.
Trouble  falling and/or staying sleep?  

_____
28.
Do your legs jump a lot at night? 
_____
29.
Do you snore?  If yes: 


___ 1)  Do you fall asleep easily during the day (e.g.- driving or watching TV) 

                       ___  2)  Do you have periods that you stop breathing during sleep 



___ 3)   Do you have high blood pressure?
                       ___ 4)   Are you more than 20lbs overweight?

                       ___ 5)   Shirt collar size of 17” or larger? 
30. YEAST QUESTIONNAIRE

The total score for this section gives us the probability of yeast overgrowth being a significant factor in your case.

Point Score(ADD UP AND PUT TOTAL BELOW)







50____
Have you been treated for acne with tetracycline, erythromycin, or any other



antibiotic for one month or longer?

50_____Have you taken antibiotics for any type of infection for more than two 

              consecutive months, or shorter courses over 3 times in a twelve-month period?

50____  Do you have spastic colon or Irritable Bowel Syndrome (gas, bloating, diarrhea and/or

              constipation)?

50 ___  Do you have chronic sinusitis, nasal congestion, or post nasal drip?

25____
Have you ever had prostatitis or vaginitis?

15       
Have you taken birth control pills?








 


15   ___
Have you taken corticosteroids such as Prednisone, Cortef, or Medrol 

20 ____
Have you ever had a fungal infection, such as jock itch, athlete’s foot, or a 


nail or skin infection, that was difficult to treat?










20_____Do you crave: Sugar or Breads?













              TOTAL-CONSIDER ANTIFUNGAL TREATMENT IF 70 OR HIGHER 

Parasites and Other Bowel Infections

ANSWER (33-36 ONLY IF YOU HAVE DIARRHEA, GAS OR BLOATING

_____
31.
Did your problems begin with a diarrhea attack
_____
32.
Do you sometimes have severe diarrhea?  

_____   33.     Did loose stool symptoms begin in association with antibiotics 

_____
34.
Do you have well water? 

Sinusitis/Nasal Congestion 

_____
35.
Chronic nasal congestion or post nasal drip 
_____
36.
Chronic yellow or green nasal discharge 
Other Antibiotic infections

_____
37.
Has any antibiotic improved your CFS/FMS symptoms? 
             38.     Do you have chronic or intermittent low-grade fevers ? 
______ 39      Do you get scabbing scalp sores 

______ 40      Do you have chronic lung congestion 

______ 41      Are you allergic to 2 or more unrelated antibiotics
______ 42      Do you have vertigo (feeling like you or the room are SPINNING IN A CIRCLE) 

Essential Fatty acid deficiency

_____
43.
Dry eyes? 
_____
44.
Dry mouth? 

Orthostatic Intolerance/low blood pressure (NMH/POTS)

_____
45.
Dizzyness or low blood pressure? 
_____
46.
Did you ever have a positive Tilt Table Test?  

_____
47.
Do you have CFS without widespread pain? 

Anxiety/Hyperventilation

_____
48.
Panic attacks 

____
49.
Shortness of breath that comes and go suddenly (not with exercise) or sudden 

                        attacks of inability to take a deep enough breath? 
_____
50.
Numbness or tingling around your lips or mouth? 

Depression

_____
51.
Do you feel depressed (as opposed to frustrated over not being able to function)? 
_____
52.
Do you have suicidal thoughts? 

� This short form has been used by permission from Dr. Teitelbaum. For more related info visit www.EndFatigue.com





