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Before Elimination (] After Elimination/before reintroduction (1

Date:...

1. Please rate your symptoms during the last week by placing a tick in the box

that best describes each symptom
(Please tick none if you do not have this symptom)

Frequent Continuous
symptoms that  Symptoms that
Nosymptomsor  Occasionslor sflectsome _sffectmost
veryrarely  mildsymetoms  socisl actvties  socisl actvities
None Mild Moderate Severe

Abdominal pain / discomfort O

O

m}

Abdominal bloating /
distension

Increased flatulence / vind
Belching or burping

‘Stomach / abdominal gurgling
Urgency to open bowels
Incomplete evacuation
(fesling of inability o pass all
stool)

Nausea

Heartbum

Acid Regurgitation

Tiredness Lethargy
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Patient advice sheet[image: image2.png]3. Currently, how often do you pass a bowel action? (please tick one box)

Onceaveek [
Once every 4-6 days
Once every 2-3 days

Once a day

O0o0oao

2-3times a day
46timesaday []

7 ormoretimes aday [

4. Doyou currently have satisfactory relief of your gut symptoms? (circle one)
Yes No
Please tick the box that best describes your current stool:

Bristol Stool Chart
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Symptom evaluation questionnaire 
Try completing this questionnaire before and after you make changes, to help you notice any difference this might have made. 
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