PATIENT NAME………………………………….Date Of Birth :……………………..

Date…………………………


PATIENT PRE CLINIC QUESTIONNAIRE
To help plan for your appointment please consider the following and note any changes you would like to discuss. Please put N/A if not applicable to you.

Please select the 3 main areas you would like to discuss. Please bring this to clinic if you appointment is face to face, or email to xxxxxxxx if appointment is virtual or over the phone.
	Current Disease modifying Therapy
	Name and date started:

Where prescribed:
	

	Other medication ( incl Vit D)
	Name, frequency, dose, date started and reason
	

	Date of last MRI
	Brain and spine?
	

	Date of last blood test & where?
Smoke/Alcohol
	
	


	
	Select to discuss
	Your comments
	MS Nurse comments

	Do you have any pain?
If so where is it and how would you describe the pain?
	
	
	

	What is your regular exercise?
How often per week do you exercise?
	
	
	

	Do you get breathless at rest or while doing exercise?
	
	
	

	Is your vision affected?
Do you wear Glasses?
	
	
	

	Do you drink Caffeinated drinks?
Are you on a diet?
	
	
	

	Do you experience Fatigue? (please explain)

How do you sleep? (pattern, hours, disrupted? If so by what?)
	
	
	

	Do you have frequency or urgency with your bladder?
(Please explain if Yes)
	
	
	

	Has your bowel routine changed recently?
	
	
	

	How would you describe your mood?
Has this changed over the last year?
	
	
	

	How would you describe your memory?
Has this changed over the last year?
	
	
	

	Have you had any changes to your libido?
Is there anything you would like to discuss with us on this topic?
	
	
	

	Do you have any difficulties completing any day to day activities?
	
	
	

	Have you noticed any changes to the strength in your arms or legs?
	
	
	

	Please mention what hobbies or exercise you include in your leisure time?
	
	
	


Have you had any of the following:

	
	
	Date/Comment

	Any Health screens recently?
	e.g. mammogram, blood pressure, cholesterol check

bone health 
	

	Do you have any appointments booked for the future?
	e.g. Consultant, physiotherapy


	

	COVID19
	Have you been vaccinated for COVID19?

If so please include date  

Do you think you have had COVID19?

Was this confirmed with a lateral flow or PCR test?
	


Please bring this questionnaire, any results, letters, a list of your current medications and any questions you may have with you to your appointment
Thank you for your time with completing this form, we are hoping this will enable us to ensure there is more time available for your questions. If you have any comments on how we can improve this form please email xxxxxxxx 
This pre-clinic questionnaire was created by Ruth Stross.  
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