Crabapple Integrative & Internal Medicine
45 West Crossville Road, Suite 501
Roswell, GA 30075
770-594-1233
Fax: 770-594-0037
Short-form Questionnaire
Name__________________                                            Date______________

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)	Occupation? 
4)	Check any of these that you have or have had:		 
	____ Multiple Sclerosis (caution: may flare with CFS/fibromyalgia protocols)
	____ Glaucoma or Cataracts	(caution-cortisol/ isocort may increase)
            ____Chest pain (If risk of angina is present thyroid, like exercise, may flare it) 
            ____Do you feel depressed (as opposed to frustrated)?
Please put a check mark next to the symptoms you have:
Adrenal Checklist
_____	5.	Hypoglycemia 
_____	6.	Shakiness relieved with eating 
_____	7.	Recurrent sore throats/infections that take a long time to go away 
_____ 	8.	Life was very stressful before symptoms began 
_____	9.	Low blood pressure 
_____	10.	Dizziness on first standing 
_____	11.	Have you been on Prednisone since your illness began (Cortisone)?
		 If yes, did you feel better when you took it? __________ 
Thyroid Checklist
_____	12.	Weight gain? (______ lbs over _____ years) 
_____	13.	Low body temperature (under 98 degrees)
_____	14.	Achiness 
_____	15.	High cholesterol 
_____	16.	Cold intolerance 
____  	17.	Dry skin 
_____	18.	Thin hair 
_____	19.	Heavy periods – Females only 
Estrogen/testosterone
_____	20.	Do you have premenstrual symptoms? 
_____	21.	Are you menopausal? 
_____	22.	Decreased vaginal lubrication – Females only 
_____	23.	Decreased erections (males only) 
_____	24.	Day or night sweats or hot flashes 
_____	25.	Have you had a hysterectomy, ovaries removed, or a tubal ligation?  
_____	26.	Are your symptoms worse the week before your period? 
_____	27.	Decreased libido? 
Vasodepressor Syncope (NMH)
_____	28.	Dizzyness or low blood pressure?
_____	29.	Did you ever have a positive Tilt Table Test?  
_____	30.	Do you feel like you’ve been “hit by a truck” the day after exercise? 
Disordered Sleep
_____	31.	Trouble  falling and/or staying asleep?  
_____	32.	Do you wake at night to urinate? 
_____	33.	Do your legs jump a lot at night? 
_____	34.	Do you snore?  If yes: 
		___ 1)  Are you more than 20lbs overweight? 
		___ 2)  Do you have periods that you stop breathing
		___ 3)  Do you have high blood pressure? 
Parasites 
_____	35.	Did your problems begin with a diarrhea attack? 
_____	36.	Do you sometimes have diarrhea?  If so, is it severe? ______ 
_____	37.	Do you have well water? 
Other infections
_____	38.	Has any antibiotic improved your CFS/FMS symptoms?
              39.     Do you have chronic or intermittent low-grade fevers ?
Essential Fatty acid deficiency
_____	40.	Dry eyes? 
_____	41.	Dry mouth?
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?
6_____	Have you ever taken an antibiotic – even for a single course?

25____	Have you ever had prostatitis or vaginitis?

5_____	Have you ever been pregnant: 
	
15       	Have you taken birth control pills?									 	
15   ___	Have you taken corticosteroids such as Prednisone, Cortef, or Medrol 

15____	When you are exposed to perfumes, insecticides, or other odors or chemicals,	
do you develop wheezing, burning eyes, or any other distress? 
20____	Are your symptoms worse on damp or humid days or in moldy places?				
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?												
10____	Does tobacco smoke cause you discomfort (e.g. - wheezing, burning eyes)?
              TOTAL-CONSIDER ANTIFUNGAL TREATMENT IF 70 OR HIGHER
