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Questions from the DePaul Symptom Questionnaire (DSQ)
Please answer the following questions.

For the following questions, we would like to know how often you have had each symptom and how much each symptom
has bothered you over the last 6 months. For each symptom please select one number for frequency and one number
for severity. Please fill the chart out from left to right.

Frequency: Severity:
Throughout the past 6 months, how Throughout the past 6 months, how
often have you had this symptom? much has this symptom bothered you?
For each symptom below, select a For each symptom below, select a
Symptoms number from: number from:

0 = none of the time 0 = symptom not present

1 = a little of the time 1 = mild

2 = about half the time 2 = moderate

3 = most of the time 3 =severe

4 = all of the time 4 = very severe

0o | 1 [ 2 | 3 [ 4 0 | 1 | 2 | 3 | 4

1) Dead, heavy feeling after starting to
exercise OO O O O o O o o o
2) Next day soreness or fatigue after
non-strenuous, everyday activities O = = o O = O O = =
3) Mentally tired after the slightest
“Ffort OO O O O o O o o o
4) Minimum exercise makes you
ohysically tired O O O O O|lo O O O O
5) Physically drained or sick after mild
activity OO O O O o O o o o
6) Muscle twitches oo O O OO o o o O
7) Muscle weakness OO OO O OO O O O
8) Sensitivity to noise O O O O OO O O O O
9) Bladder problems o OO O O oo o O O
10) Irritable bowel problems oo o O O OO O o O
11) Nausea OO O O OO o o o o
12) Feeling unsteady on your feet, like O O O OO S S S ) )
you might fall
13) Shortness of breath or trouble
catching your breath oo o O O OO O o O
14) Dizziness or fainting oo O O T OO O O O O
15) Irregular heart beats oo o o O oo o o O
16) Losing or gaining weight without
o e O gaining wele O O O O OO O O O O
17) No appetite OO O O O oo o O O
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Frequency:
Throughout the past 6 months, how
often have you had this symptom?

For each symptom below, select a

Severity:
Throughout the past 6 months, how
much has this symptom bothered you?

For each symptom below, select a

Symptoms number from: number from:

0 = none of the time 0 = symptom not present

1 = a little of the time 1 =mild

2 = about half the time 2 = moderate

3 = most of the time 3 =severe

4 = all of the time 4 = very severe

o | 1 [ 2 | 3 ] 4 0o | 1 [ 2 | 3 ] 4

18) Sweating hands O O O O OO O O O O
19) Night sweats oo O O O o o o O O
20) Cold limbs (e.g. arms, legs, hands) | C© O O O O OO O O O
21) Feeling chills or shivers OO O OO OO O OO
22) Feeling hot or cold for no reason OO O O OO o o o o
23) Feeling like you have a high
temperature o O O O OO O O o O
24) Feeling like you have a low
temperature OO O O O o O o o O
25) Alcohol intolerance O O O O Olo O O O O
26) Some smells, foods, medications, or S S S S S S S S S S

chemical make you feel sick

THIS IS THE END OF THE SURVEY
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