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Patient questionnaire

Medical history/symptoms/food intolerances

First name, surname: Date of birth:

Weight: Height:

Tobacco products: Alcohol consumption:

O never O less than 1/week

O occasionally O several times/week

O daily O Wine 0O Beer 0O Spirits

Quantity of cigarettes: /day

Previous examinations

Yes No Trigger/comments
Allergy tests carried out O | O | O Blood tests and/or 0O skin tests
Coeliac disease/gluten tests carried out o| 0O
Breath tests carried out for intolerances O | O | Which ones?
Gastroscopy o | O | When?
Colonoscopy O | O | When?
Abdominal ultrasound/CT O | O | When?

Have you regularly exerpienced any of the following in the last 6 months?

Please circle where applicable Yes No Trigger/comments
Headache o| 0O
Eczema/skin rashes/flushing of the face?

Itchy skin/hives?

Sinusitis/runny nose?

Chronic cough/asthma/breathlessness?
Flatulence/increased gas (disturbing)?
Diarrhoea?

Abdominal cramps/pain?
Constipation?

Nausea/vomiting?

Reflux/acid regurgitation/heartburn?
Swelling of lips/tongue?
Blisters/ulcers/aphtae in the mouth?
Joint inflammation/pain?

Muscle pain?

Tiredness/exhaustion?
Depression/depressed mood?
Problems concentrating/brain fog?
Irregular heartbeat/dizziness?

Pain during sexual intercourse (ladies)

Liquid / mushy stool? times per day

Bowel movements per week?

Trigger?
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When did your main complaints begin?



Food: Suspected intolerance(s) of:

O Milk oEggs 0O Peanuts O Tree nuts O Wheat 0O Soy 0O Fish 0O Seafood 0O Carrot 0O Apple

O Garlic 0 Onions 0O Legumes/Pulses O Wine

Other/what complaints?

Which foods have you already excluded?

O Dairy products 0O lactose 0O gluten 0O fructose 0O all FODMAPs

Others:

Effect?

Yes No

Do you eat vegetarian or vegan?

O vegetarian O vegan

Do you eat sugar-free chewing gum/sweets?

Number per day: or per week:

Do you often have to go to the toilet suddenly during a meal?

Do you often have to check where the nearest toilet is?

Do you have uncontrolled leakage of stool (fecal incontinence)?
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Drug allergies

O Aspirin 0O Local anaesthetics O Non-steroidal painkillers 0O Antibiotics

Which other medications do you not tolerate?

What symptoms do you feel?

Environment - Do you suffer from?

Yes No

Hay fever?

Which plants?

Animal hair/dander allergies

Which ones?

Bee or wasp sting allergies?

Allergies to cosmetics/shampoos?

Allergies to household/cleaning products?

Allergies to latex?

House dust mite allergy?

Allergies when touching plants?
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Which ones?

Nickel allergy

O
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Other known allergies, observations and comments?

Diseases in childhood

Yes No

Asthma?

Eczema/skin rashes?

Neurodermatitis?

Hay fever?

Diarrhoea/abdominal cramps?

Were you breastfed?

Were you often given antibiotics as a child?

Did you have any food intolerances?
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O Lactose 0O Milk protein O Peanut




Family history: Does anyone in your close family have?

Yes No
Colon cancer/colon polyps? O | O | Who?
Diarrhoea/abdominal cramps? o| O
Food intolerances? O | O | Which ones?
Medication: Are you taking?

Yes No
Antihistamines? oo
Lactase preparations? Oo| O
Probiotics? O | O | Which ones?
Daosin? oo
Nalcrom? oo
Others? O | O | Which ones?

Classification of your gastrointestinal complaints (Rome 4 criteria)
Have you experienced the following for at least 3 months in the last 6 months?

Yes No

1. Abdominal pain at least once a week? o | O

a. Ladies: only during the menses? o | O

b. Associated with bowel movements (either more or less pain)? o | O
2. >25% of bowel movements are hard, <25% are mushy/liquid? o| O

Yes No

3. >25% of bowel movements are mushy/liquid, <25% are hard? o| O
4. >25% of bowel movements are hard and >25% are mushy/liquid? o| o
5. Item 1 (above) applies & bowel movements are clearly abnormal, but not as described in items 2-4 (above) o| o
6. During >25% of bowel movements:

a. do you have to press/strain hard o| o

b. do you not feel completely empty o| o

¢. do you have a feeling of blockage during defaecation o| o

d. do you have to use your finger in/near the anus to help with defaecation? o | O
7. <3 bowel movements per week without laxatives? o| O
8. Bloating or distended abdomen >1x per week as your main problem? o| O
9. Disturbing feeling of fullness or rapid satiety after a normal-sized meal, at least 3 times per week? o| o
10. Pain or burning in the upper abdomen/stomach at least once per week? mE
11. Do you regularly take morphine-like painkillers (opiates)? o | 0O
For a comprehensive picture of your health, I need information about your joint mobility.
Beighton Score assesses joint mobility (see diagram on next page)
Mobility test Evaluation Points (each row)
Little finger, passive extension over 90 degrees (Fig. 1) 1 point each on the right and left
Elbow, hyperextension more than 10 degrees (Fig. 2) 1 point each on the right and left

Thumb, passive movement to forearm (Fig. 3)

1 point each on the right and left

Knee joints, hyperextension of more than 10 degrees (Fig. 4)

1 point each on the right and left

Flexion of the spine, patient can place both palms of the hands
with knees extended (Fig. 5)

1 point

Total points (positive >4 children, >3 under 50Y, >2 over 50Y)




Thank you for completing this form so that I can get a more complete picture of your symptoms.
Please return to: ggp@hin.ch or hand in at the Gastroenterological Group Practice, Bubenbergplatz 11 (3rd floor), 3011
Bern.



