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A problem screening record enables us to accurately assess any sort of current stresses or strains you might be under.  In connection with your General Health Questionnaire, you will be giving the specialists at the Austin Nutrition Consultants a complete overview of where you stand in terms of your physical and mental health prior to your visit.

On the following pages you will find a list of problems or symptoms that people experience from time to time.  Next to each symptom or problem, place a check in the box that best describes how much you have been bothered by it during the past week including today.  Please rate each symptom or problem accurately.  Your responses will be kept strictly confidential.  If you have any questions, please feel free to call Austin Nutrition Consultants at 345-2285.

Personal Information

Please provide the following personal information.  As you need more space, the cells will expand.
	First                               Middle                             Last
	
	DOB                         Today’s Date

	
	
	
	
	
	


	
	Symptom or Problem
	
	Problem Severity

	
	
	
	Not at all
	A little bit
	Quite a bit
	Markedly
	Extremely

	1
	Shortness of breath
	1
	
	
	
	
	

	2
	Heart racing or pounding
	2
	
	
	
	
	

	3
	Nervousness
	3
	
	
	
	
	

	4
	Sudden episodes of intense fear or distress (i.e., panic attacks) that seem to come on unexpectedly
	4
	
	
	
	
	

	
	
	
	
	
	
	
	

	5
	Loss of interest in sex
	5
	
	
	
	
	

	6
	Recurring headaches
	6
	
	
	
	
	

	7
	Recurring episodes of eating large amounts of food in a short period of time (i.e., binge eating)
	7
	
	
	
	
	

	
	
	
	
	
	
	
	

	8
	Feeling tense or keyed up
	8
	
	
	
	
	

	9
	Crying spells
	9
	
	
	
	
	

	10
	Feeling worthless
	10
	
	
	
	
	

	11
	Loss of appetite
	11
	
	
	
	
	

	12
	Stomach pain or upset
	12
	
	
	
	
	

	13
	Fear or avoidance of eating or writing in public
	13
	
	
	
	
	

	14
	Back pain
	14
	
	
	
	
	

	15
	Racing thoughts
	15
	
	
	
	
	

	16
	Unwanted senseless thoughts or images that you cannot stop (i.e., being contaminated by germs, harming someone, leaving the stove on)
	16
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	17
	Unwanted pulling of hair from head, eyebrows or eyelashes
	17
	
	
	
	
	

	
	
	
	
	
	
	
	

	18
	Fear or avoidance of traveling away from home
	18
	
	
	
	
	

	19
	Feelings that things around you are unreal
	19
	
	
	
	
	

	20
	Waking up in the middle of the night and not being able to go back to sleep
	20
	
	
	
	
	

	
	
	
	
	
	
	
	

	21
	Feeling hopeless
	21
	
	
	
	
	

	22
	Frequent dieting
	22
	
	
	
	
	

	23
	Relationship problems
	23
	
	
	
	
	

	24
	Frequent feelings of anger
	24
	
	
	
	
	

	25
	Pain in joints
	25
	
	
	
	
	

	26
	Feeling fat even though others believe that you are too thin
	26
	
	
	
	
	

	
	
	
	
	
	
	
	

	27
	Feeling irritable
	27
	
	
	
	
	

	28
	Intense fear or avoidance of public speaking
	28
	
	
	
	
	

	29
	Recurring jaw pain
	29
	
	
	
	
	

	30
	Fear or avoidance of places where escape might be difficult or embarrassing (i.e., church, concerts)
	30
	
	
	
	
	

	
	
	
	
	
	
	
	

	31
	Itchiness on the skin around the elbows
	31
	
	
	
	
	


	 
	
	
	Not at all
	A little bit
	Quite a bit
	Markedly
	Extremely

	32
	Fear of gaining weight
	32
	
	
	
	
	

	33
	Green spots on the skin of one or both knees
	33
	
	
	
	
	

	34
	Talking so fast that people say that they cannot understand you
	34
	
	
	
	
	

	
	
	
	
	
	
	
	

	35
	Being easily distracted
	35
	
	
	
	
	

	36
	Recurring vocal or motor tics
	36
	
	
	
	
	

	37
	Sweating (not due to heat)
	37
	
	
	
	
	

	38
	Feelings of guilt
	38
	
	
	
	
	

	39
	Fear of losing control
	39
	
	
	
	
	

	40
	Problems with alcohol
	40
	
	
	
	
	

	41
	avoidance of social situations for fear of a negative reaction from others
	41
	
	
	
	
	

	
	
	
	
	
	
	
	

	42
	Concentration difficulties
	42
	
	
	
	
	

	43
	Problems with your memory
	43
	
	
	
	
	

	44
	Fear or avoidance of interacting with members of the opposite sex
	44
	
	
	
	
	

	
	
	
	
	
	
	
	

	45
	Difficulty motivating yourself to do things
	45
	
	
	
	
	

	46
	Performing actions (rituals) that are difficult to resist such as checking things, praying, counting, washing or putting everything in precisely the right place
	46
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	47
	Problems with marijuana or mind-altering drugs (not alcohol)
	47
	
	
	
	
	

	
	
	
	
	
	
	
	

	48
	Dizziness or unsteadiness
	48
	
	
	
	
	

	49
	Recurring nightmares or flashbacks related to a past traumatic event
	49
	
	
	
	
	

	
	
	
	
	
	
	
	

	50
	Suicidal feelings or thoughts
	50
	
	
	
	
	

	51
	Muscle tension
	51
	
	
	
	
	

	52
	Feeling faint or lightheaded
	52
	
	
	
	
	

	53
	Difficulty falling asleep
	53
	
	
	
	
	

	54
	Feeling out of control with your eating
	54
	
	
	
	
	

	55
	Hardly sleeping at all for several days but still not feeling tired
	55
	
	
	
	
	

	
	
	
	
	
	
	
	

	56
	Intentional vomiting or laxative use in order to not gain weight
	56
	
	
	
	
	

	
	
	
	
	
	
	
	

	57
	Uncontrollable worry about a number of events or activities such as work, school, finances, health or relationships
	57
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	58
	Feeling that your throat is closing
	58
	
	
	
	
	

	59
	Difficulty achieving sexual arousal (i.e., erection difficulty for men; lubrication difficulty for women)
	59
	
	
	
	
	

	
	
	
	
	
	
	
	

	60
	Seeing or hearing things that others do not see or hear (i.e., hallucinations)
	60
	
	
	
	
	

	
	
	
	
	
	
	
	

	61
	Fear that you are losing your mind
	61
	
	
	
	
	

	62
	Difficulty achieving sexual orgasm
	62
	
	
	
	
	

	63
	Unexpected sweet taste in mouth
	63
	
	
	
	
	

	64
	Fear that something is wrong with your heart
	64
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	Not at all
	A little bit
	Quite a bit
	Markedly
	Extremely

	65
	Specific phobias of the following:
	65
	
	
	
	
	

	a
	Heights
	a
	
	
	
	
	

	b
	Water
	b
	
	
	
	
	

	c
	Enclosed spaces
	c
	
	
	
	
	

	d
	Animals or Insects
	d
	
	
	
	
	

	e
	Traveling by plane
	e
	
	
	
	
	

	66
	Fear that you might have a serious illness or disease
	66
	
	
	
	
	

	67
	Feelings of anxiety upon waking
	67
	
	
	
	
	


Other Information

Please inform us of any additional information that you feel would help our specialists in your Problem Screening Record.
	


