PREMENSTRUAL SYNDROME QUESTIONNAIRE

Full Patient Name:  _____________________________________________________________

Date:  _______________________  Age:  ______    Height:  ________  Weight:  ___________


Present Contraception:             none                    pill                  IUD                     other


History of Contraceptive Pills:                   yes               no       Number of years:  _____________

Please rate the following symptoms according to the degree of severity with which you experience them.  Please also indicate when you experience symptoms.







      Week Before        Week  After

1 = Mild      2 = Moderate      3 = Severe                        Period                  Period               Other

PMS – A   

    (Circle one)              

                 (Check one)


Anxiety


1
2
3

 





Irritability

1
2
3




Mood Swings

1
2
3




Nervous Tension

1
2
3



PMS – C




Appetite Increase

1
2
3




Headache

1
2
3




Fatigue


1
2
3




Dizziness or Fainting
1
2
3




Palpitations

1
2
3



PMS – D


Depression

1
2
3




Crying


1
2
3


Forgetfulness

1
2
3


Confusion

1
2
3


Insomnia

1
2
3
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       Week Before        Week  After

1 = Mild      2 = Moderate      3 = Severe                        Period                  Period               Other

PMS – H 

  (Circle one)



    (Check one)


Fluid Retention

1
2
3

 





Weight Gain

1
2
3




Swollen Extremities
1
2
3




Breast Tenderness
1
2
3




Abdominal Bloating 
1
2
3


OTHER SYMPTOMS




Oily Skin


1
2
3




Acne


1
2
3




Constipation

1
2
3




Diarrhea


1
2
3




Backache

1
2
3




Hives


1
2
3

Weakness & radiation

     Down thighs

1
2
3

DURING FIRST TWO DAYS OF PERIOD


Menstrual Cramps
1
2
3




Menstrual Backache
1
2
3

