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Appendix 13

Selected Questions from the DePaul Pediatric Health Questionnaire (Child Version)
Please fill out this chart from left to right.

Frequency:

In the past 3 months, how

Severity:

How much has this symptom

. Place a . bothered you in the past 3
In trl;iz Eﬁ);(, check in often have you 1‘17ad this months?
e op | this box if Symptom:
you had this . Please circle a number
months you . Please circle a number
h . symptom in from 1-7
ad this from 1-7
symptom in U]
lif months Hardl Half of No Moderate Big
your fite E Y he i | Problem
S toms ver the time  Always Probl
ymp 1 23 45 67 e
1 2 3 4 5 7
1) Upset stomach 1 2 3 45 67 1 23 4 5 6 7
2) Ringing in ears 1 2 3 45 67 1 23 4 5 6 7
fgilll’;cs)blems remembering 1 23 45 67 1 2 3 4 5 ¢ 7
4) Difficulty paying attention
for a long period of time 2345 67 23 45 6 7
jv)o?fg";;;y finding the right 1 2345 67 |1 23 4 5 6 7
fgir]?ézﬁculty understanding 1 2 3 4 5 6 7 1 2 3 4 5 6 7
Qn?gng abie o focus on one 1234567 |1 2 3 45 6 7
2 fgg&;ﬁ?ﬂy losing your train 1 2 3 4 5 6 7 1 2 3 4 5 6 7
9) Slowness of thought 1 2 3 4 5 67 1 2 3 4 5 6 7
}é’r)g‘;',;ji‘:;?‘nded“e“ or 1234567 |1 23 45 6 7
(l)rl LS;?;I;‘[S trouble with math 1 23 45 6 7 1 2 3 4 5 6 7
12) Feel unsteady on your feet,
like you might fall 1 2 3 4 5 67 1 2 3 4 5 6 7
13) Shortness of breath or
trouble catching your breath 2345067 2 3 4 5 67
14) Dizziness 1 2 3 4 5 67 1 2 3 4 5 6 7
15) Irregular heart beats 1 2 3 4 5 67 1 2 3 4 5 6 7
16) Some smells, foods, or
chemicals make you feel sick 2345067 23 4 5 67
17) Mood changes 1 2 3 4 5 67 1 2 3 4 5 6 7
18) Anxiety 1 2 3 4 5 67 1 2 3 4 5 6 7

c reporting burden of this collection of information is estimated to average 5 minutes per response, including the time for

eviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and
reviewing the collection of information. An agency may not conduct or sponsor, and a person is not required to respond to a collection of information unless it displays a currently valid OMB Control Number. Send comments regarding (h} burden
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19. When you feel stress, are the following symptoms more severe?

a). Upset Stomach (vomiting, diarrhea).............cceevevieieieieiiecieieieieieeeeeeee [] Yes
D). SWEAING e [] Yes
C). Headaches o ] Yes
d). Anxiety/Depression/MOo0d..........cocoueireiriniiiniiniieeeeeeee et L] Yes

e). Please list any other symptoms that become more severe when you feel stress.

f). Among the symptoms you have specified above, please write down the symptom worsen

most when you feel stress.

(Please only specify one symptom.)

Please proceed to the next questionnaire.



