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                          Name: _______________________________
                              Email: ________________________________
                              Diagnosis (if any): ______________________

Nicholas Sampsidis, MS
Medical Symptom Questionnaire (MSQ) – History

	Symptoms / complaints /conditions / habits
	Very rare or never

    
	1-3 times /month
	4 + times /month
	Almost every day
	Comments:



	202 gout /podagra/ bone spur
	
	
	
	
	o

	203 psoriasis /eczema
	
	
	
	
	o

	204 Lupus
	
	
	
	
	o

	205 arthritis
	
	
	
	
	o

	206 rheumatism (Y/N)
	
	
	
	
	o

	207 tennis elbow (pain)
	
	
	
	
	o

	208 canker sores
	
	
	
	
	o

	209 mouth sores or at corners of mouth
	
	
	
	
	o

	210 diabetes I or II (Y/N)
	
	
	
	
	o

	211 headaches? migraine headaches?
	
	
	
	
	o

	212 herpes I during colds/ sun exposure
	
	
	
	
	o

	213 herpes II genital
	
	
	
	
	o

	214 eyelid twitch
	
	
	
	
	o

	215 back pain in the morning
	
	
	
	
	o

	216 shoulder joint pain (affecting arm movement)
	
	
	
	
	o

	217 finger joint pain? (Y/N)
	
	
	
	
	o

	218 finger swelling? (Y/N)
	
	
	
	
	o

	219 osteoporosis? (diagnosed) (Y/N)?
	
	
	
	
	o

	220 broken hip, other fractures? (Y/N)?
	
	
	
	
	o

	221 Bleeding gums brushing teeth
	
	
	
	
	o

	222 sensitive teeth to cold sugar
	
	
	
	
	o

	223 food allergies (list foods)
	
	
	
	
	o

	224 skin rash allergies? (diagnosis)
	
	
	
	
	o

	225 adult acne? (Y/N)?
	
	
	
	
	o

	

	

	226 tumor, location, type – cysts ? (Y/N)
	
	
	
	
	o

	227 kidney pain
	
	
	
	
	o

	228 ankle swelling (one / both)?
	
	
	
	
	o

	229 hemorrhoids
	
	
	
	
	o

	230 veins (varicose? Spider veins? other?)
	
	
	
	
	o

	Symptoms / complaints /conditions / habits
	Very rare or never

    
	1-3 times /month
	4 + times /month
	Almost every day
	Comments:



	231 lower leg cramps
	
	
	
	
	o

	232 constipation (more than 5 times / month?) (Y/N)?
	
	
	
	
	o

	233 frequent diarrhea (more than 5 times / month?) (Y/N)?
	
	
	
	
	o

	234 frequent bloating, gas (more than 5 times / month?) (Y/N)?
	
	
	
	
	o

	235 heartburn more than (more than 5 times / month?) (Y/N)?
	
	
	
	
	o

	236 runny nose (excessive) (Y/N)?
	
	
	
	
	o

	237 excess tears? (Y/N)?
	
	
	
	
	o

	238 dry eyes, vaginal dryness, dry mouth? 
	
	
	
	
	o

	239 PMS – duration in days before & after menstruation
	
	
	
	
	o

	240 dry, flaking skin, dandruff
	
	
	
	
	o

	241 presently pregnant? (Y/N)?
	
	
	
	
	o

	242 menopause? (Y/N) age of onset?
	
	
	
	
	o

	243 urine color _% of the time (___%clear, ___%pale yellow, ___%bright yellow)
	
	
	
	
	o

	244 number of colds/flu per year
	
	
	
	
	o

	245 cold/flu duration (№ days on average)
	
	
	
	
	o

	246 white spots in fingernails (№ of fingers)
	
	
	
	
	o

	247 wisdom tooth pain 
	
	
	
	
	o

	

	248 total № cavities/№ cavities in the  past 20 years
	
	
	
	
	o

	249 cavity fillings – enamel, amalgam, gold, other
	
	
	
	
	o

	Symptoms / complaints /conditions / habits
	Very rare or never

	1-3 times /month
	4 + times /month
	Almost every day
	Comments:



	250 vision 20/20? other?
	
	
	
	
	o

	251 diagnosed cataract? (Y/N)
	
	
	
	
	o

	252 reading glasses
	
	
	
	
	o

	253 hearing loss (Y/N)?
	
	
	
	
	o

	254 frequent shortness of breath? (Y/N)?
	
	
	
	
	o

	255 frequent lung congestion? (Y/N)?
	
	
	
	
	o

	256 frequent urinary tract infections? (more than 2 / month) 
	
	
	
	
	o

	257 frequent trips to toilet (more than 2 / night
	
	
	
	
	o

	258 frequent yeast infections? (more than 2 / month
	
	
	
	
	o

	259 hair loss concern (moderate concern/no concern)
	
	
	
	
	o

	260 pain medications (brand names, i.e. “Aspirin” “Excedrin” “Tylenol”
	
	
	
	
	o

	261 cholesterol-lowering medications? (brand name)
	
	
	
	
	o

	262 sexual dysfunction – for males (rare, often, regular)
	
	
	
	
	o

	263 smoker?  (Y/N) № cigarettes per day ?
	
	
	
	
	o

	264 № glasses wine / week ?
	
	
	
	
	o

	265 № mixed or hard drinks / week?
	
	
	
	
	o

	266 fatigue (excess)
	
	
	
	
	o

	267 insomnia
	
	
	
	
	o

	

	

	268 insomnia medications (brand names)
	
	
	
	
	o

	269 average № hours sleep/night
	
	
	
	
	o

	270 afternoon naps?
	
	
	
	
	o

	271 weight concerns (yes/no) – weight loss program (name)
	
	
	
	
	o

	272 Skin pigmentation (light, average, dark)
	
	
	
	
	o

	273 moles, warts, skin growth – (few /average/ more than 5)
	
	
	
	
	o

	274 polyps (yes/no – location)
	
	
	
	
	o

	275 grey hair (age first noticed)
	
	
	
	
	o

	276 ancestry (Caucasian, Hispanic, Oriental, Black, Middle East, other) 
	
	
	
	
	o

	Symptoms / complaints /conditions / habits
	Very rare or never

    
	1-3 times /month
	4 + times /month
	Almost every day
	Comments:



	277 occupation, profession/job, home worker
	
	
	
	
	o

	278 walk to work? (Y/N)
	
	
	
	
	o

	279 exercise – jogging (Y/N) days/week
	
	
	
	
	o

	280 daily stress level (high, average, low)
	
	
	
	
	o

	281 major physical stress event (no. of years ago)
	
	
	
	
	o

	282 epidural during childbirth? (Y/N)
	
	
	
	
	o

	283 flu shots (Y/N) total number?
	
	
	
	
	o

	284 surgery done (specify)
	
	
	
	
	o

	285 infections (specify major ones in last 10 years)
	
	
	
	
	o

	286 blood analysis – deviations from norm
	
	
	
	
	o

	287 blood analysis (deviations cont.)
	
	
	
	
	o

	288 blood analysis (deviations cont.)
	
	
	
	
	o

	289 urine analysis – deviations from norm
	
	
	
	
	o

	
	
	
	
	
	

	290 hair analysis – deviations
	
	
	
	
	o

	291 blood pressure systolic/diastolic
	
	
	
	
	o

	292 pulse (beats per 60 seconds)
	
	
	
	
	o

	293 tachycardia (100+ heartbeats/minute)
	
	
	
	
	o

	294 chest pain (angina pectoris)
	
	
	
	
	o

	295 previous heart attack, number, years ago ?
	
	
	
	
	o

	296 non-healing trophic ulcers
	
	
	
	
	o

	Symptoms / complaints /conditions / habits
	Very rare or never

	1-3 times /month
	4 + times /month
	Almost every day
	Comments:



	297 arrhythmia, skipped beat
	
	
	
	
	o

	298 blood type (A, B, AB, O)
	
	
	
	
	o

	299 Rh blood type (+ or -?)
	
	
	
	
	o

	300 cholesterol reading
	
	
	
	
	

	301 cholesterol-lowering medications? (statins)
	
	
	
	
	

	302 cholesterol-lowering diet?
	
	
	
	
	

	303 diet plan name?
	
	
	
	
	

	304 do you fast?
	
	
	
	
	

	305 cold feet, numbness
	
	
	
	
	

	306 passing gas (excessive)
	
	
	
	
	

	307 household pets? (animal)
	
	
	
	
	

	308 emotional stress event in the past? (Y/N)? how many years ago?
	
	
	
	
	o

	309 serious illnesses in the past
	
	
	
	
	o

	310 physician’s diagnosis (specify)
	
	
	
	
	o

	311 previous surgery?
	
	
	
	
	o

	312 other complaints (from medical history)
	
	
	
	
	o

	313 present medications (list)
	

	
	

	
	

	 COMMENTS (office only)
	

	ххххх ххххх ххххх 
	


Family Health History
Grandfather 1 
Major illness(es):


 / Cause of Death/ IF Living (Age):
Grandmother 1 
Major illness(es): 


/ Cause of Death/ IF Living (Age):
Grandfather 2 
Major illness(es): 


/ Cause of Death/ IF Living (Age):
Grandmother 2 
Major illness(es): 


/ Cause of Death/ IF Living (Age):
Father 

Major illness(es): 


/ Cause of Death/ IF Living (Age):
Mother 

Major illness(es): 


/ Cause of Death/ IF Living (Age):

Medical Symptom Questionnaire (MSQ) - History
Name:

Age:

Height/Weight

Address:
Telephone/email:

Diagnosis:

Ailment/symptoms/complaints:
Name of person who prepares meals most of the time:

Telephone/email:

Name of person mainly responsible for grocery shopping:

Telephone/email:

Today’s date:
6

