ME/CFS CLINICAL EVALUATION FORM

	Date
	Patient’s Name
	Date of Birth
	Clinic ID

	
	
	
	


HISTORY

	Date of first symptoms
	Distinct onset?
	Possible trigger factors / events

	
	
	


EXPLORATION OF SYMPTOMS

	
	Yes/No
	Additional comments

	Fatigue

	Is there significant physical and mental fatigue?
	
	

	Is there a substantial reduction in activity physically and mentally?
	
	

	Is the fatigue of new onset e.g. not life-long?
	
	

	Is it unexplained by other medical conditions?
	
	

	Is it persistent or recurrent?
	
	

	Post-Exertional Malaise

	Is there post-exertional malaise lasting more than 24 hours from any increase in activity?
	
	

	Sleep Dysfunction

	Is restorative sleep ever achieved?
	
	

	Is there insomnia?
	
	

	Is there hypersomnia?
	
	

	Is there sleep pattern reversal?
	
	

	Has sleep apnea been excluded?
	
	

	Muscle Pain

	Is there myalgia?
	
	

	Is it migratory in nature?
	
	

	Joint Pain

	Is there joint pain without evidence of inflammation and is it multi-site?
	
	

	Headaches

	Are there headaches of a new-type pattern and severity?
	
	

	Cognitive Dysfunction

	Is there difficulty with thinking?
	
	

	Is there difficulty with the ability to concentrate?
	
	

	Is there impairment of short-term memory?
	
	

	Are there difficulties with word finding?
	
	

	Is there difficulty with planning  and/or information processing?
	
	

	Alcohol Tolerance

	Has the tolerance to alcohol changed since symptom onset?
	
	

	Weight change

	Has there been weight gain?
	
	

	Has there been weight loss?
	
	

	If significant, have cortisol studies been considered?
	
	


