
Name ....................................................................................................................................................................................................................................................

Address ................................................................................................................................................................................................................................................

E-mail ...............................................................................................................................................................

Phone number .................................................................................................................  Date ........................................................................................................

Tops 5 symptoms ..............................................................................................................................................................................................................................

Medication/suppliments .................................................................................................................................................................................................................

................................................................................................................................................................................................................................................................

Unexplained fevers, sweats, chills, or flushing .....................................

Fatigue, tiredness .........................................................................................

Unexplained hair loss ..................................................................................

Swollen glands ..............................................................................................

Sore throat .....................................................................................................

Testicular or pelvic pain ..............................................................................

Unexplained menstrual irregularity .........................................................

Unexplained breast milk production; breast pain ................................

Irritable bladder or bladder dysfunction .................................................

Sexual dysfunction or loss of libido .........................................................

Upset stomach ..............................................................................................

Change in bowel function (constipation or diarrhea) .........................

Chest pain or rib soreness .........................................................................

Shortness of breath or cough ....................................................................

Heart palpitations, pulse skips, heart block ..........................................

Bulls eye rash .................................................................................................

Joint pain or swelling ...................................................................................

Stiffness of the neck or back .....................................................................

Muscle pain or cramps ...............................................................................  

Twitching of the face or other muscles ...................................................

Headaches .....................................................................................................

Neck cracks or neck stiffness ....................................................................

Tingling, numbness, burning, or stabbing sensations .........................

Facial paralysis (Bell’s palsy) .....................................................................

Eyes/vision: double, blurry .........................................................................

Ears/hearing: buzzing, ringing, ear pain .................................................

Increased motion sickness, vertigo .........................................................

Light-headedness, poor balance, difficulty walking ............................

Tremors ...........................................................................................................

Confusion, difficulty thinking ....................................................................

Difficulty with concentration or reading ................................................

Forgetfulness, poor short-term memory ................................................

Disorientation: getting lost; going to wrong places .............................

Difficulty with speech or writing ..............................................................

Mood swings, irritability, depression ......................................................

Disturbed sleep: too much, too little, early awakening ......................

Exaggerated symptoms or worse  
hangover from alcohol ................................................................................

Borrelia burgdorfer	

Ehrlichia	

Babesia	

Rickettsia	

Bartonella	    

Chlamydia pneumoniae	    

Chlamydia Trachomatis       

Mycoplasma	    

Cocksackie Virus	

Epstein Barr Virus	

ABOUT YOU

WHICH INFECTIONS TESTED POSITIVE?

SECTION 1: SYMPTOM FREQUENCY SCORE              0 None, 1 Mild, 2 Moderate, 3 Severe

Tick box to receive email newsletters

LYME DISEASE QUESTIONNAIRE
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