












The Wellness ScoreTM 

Medical Symptoms Questionnaire (MSQ) 
  

Name: ______________________________________    Date: _______________ 
 
Email Address: _____________________________________________________ 
  
Rate each of the following symptoms based upon your typical health profile for the past 30 days. 

  
Point Scale 0 - Never or almost never have the symptom 
 1 - Occasionally have it, effect is not severe 
 2 - Occasionally have it, effect is severe 
 3 - Frequently have it, effect is not severe 
 4 - Frequently have it, effect is severe 
  
  
Head  _______    Headaches 
 _______    Faintness 
 _______    Dizziness 
 _______    Insomnia 
  Total  _______ 
  
Eyes _______    Watery or Itchy Eyes 
 _______    Swollen, Reddened or Sticky Eyelids 
 _______    Bags or Dark Circles Under Eyes 
 _______    Blurred or Tunnel Vision 
                                               (does not include near or far-sighted)  
  Total  _______ 
  
Ears _______    Itchy Ears 
 _______    Earaches, Ear Infections 
 _______    Drainage from Ear 
 _______    Ringing in Ears, Hearing Loss 
  Total  _______ 
                                                                                                           
   
Nose _______    Stuffy Nose 
 _______    Sinus Problems 
 _______    Hay Fever 
 _______    Sneezing Attacks  
 _______    Excessive Mucus Formation 
  Total  _______ 
   
  
Mouth/ _______    Chronic Coughing 
Throat _______    Gagging, Frequent Need to Clear Throat 
 _______    Sore Throat, Hoarseness, Loss of Voice 
 _______    Swollen or Discolored Tongue, Gums, or Lips 
 _______    Canker Sores 
  Total  _______ 
Skin _______    Acne 
 _______    Hives, Rashes, Dry Skin 
 _______    Hair Loss 
 _______    Flushing, Hot Flashes 
 _______    Excessive Sweating 
  Total  _______ 
 
 Heart _______    Irregular or Skipped Heartbeat 
 _______    Rapid or Pounding Heartbeat 
 _______    Chest Pain     
  Total  _______ 
 



The Wellness ScoreTM 

Lungs _______    Chest Congestion 
 _______    Asthma, Bronchitis 
 _______    Shortness of Breath 
 _______    Difficulty Breathing 
  Total  _______ 
                                                                                                               
Digestion _______    Nausea, Vomiting 
 _______    Diarrhea 
 _______    Constipation 
 _______    Bloated Feeling 
 _______    Belching, Passing Gas 
 _______    Heartburn 
 _______    Intestinal/Stomach Pain 
  Total  _______ 
  
Joints/ _______    Pain or Aches in Joints 
Muscles _______    Arthritis 
 _______    Stiffness or Limitation of Movement 
 _______    Pain or Aches in Muscles 
 _______    Feeling of Weakness or Tiredness 
  Total  _______ 
  
Weight _______    Binge Eating/Drinking 
 _______    Craving Certain Foods 
 _______    Excessive Weight 
 _______    Compulsive Eating 
 _______    Water Retention 
 _______    Underweight 
  Total  _______ 
  
Energy/ _______    Fatigue, Sluggishness 
Activity _______    Apathy, Lethargy 
 _______    Hyperactivity 
  _______    Restlessness 
  Total  _______ 
  
 
Mind _______    Poor Memory 
 _______    Confusion, Poor Comprehension 
 _______    Poor Concentration 
 _______    Poor Physical Condition 
 _______    Difficulty in Making Decisions 
 _______    Stuttering or Stammering 
 _______    Slurred Speech 
 _______    Learning Disabilities 
  Total  _______ 
  
Emotions _______    Mood Swings 
 _______    Anxiety, Fear, Nervousness 
 _______    Anger, Irritability, Aggressiveness 
 _______    Depression 
  Total  _______ 
  
Other _______    Frequent Illness 
 _______    Frequent or Urgent Urination 
 _______    Genital Itch or Discharge 
  Total  _______ 
  
  
  Grand Total _______ 



 

PRENATAL HISTORY 
 

Is this your first pregnancy? Yes/No ~ How many other births have you had? ____________ 

How many weeks pregnant are you now? __________   Due Date: _____/_____/_________ 

Have you experienced any traumas (accidents, falls) during this/past pregnancy? Yes/No 

Please describe: ________________________________________________________ 

Any medications taken during this pregnancy? ____________________________________ 

Do you smoke or drink alcohol? _______________________________________________ 

Have you had any evaluation procedures (ultrasound, amniocentesis, chorionic villus 
sampling)? Yes/No ~  Please list dates, frequency and reason for these procedures: 
_____________________________________________________________________ 

How has your diet been during this pregnancy? 
__________________________________________________________________________ 

Do you take supplements? Yes/No ~ If yes, what are you taking? 
_________________________________________________________________ 

How much water are you drinking per day? ___________________________________ 

Have there been any stressful events in your life during this pregnancy? 
____________________________________________________________________________ 

What are your most significant fears associated with this birth? 
____________________________________________________________________________ 

Who is your birth care provider? ______________________________________________  

Where do you plan on delivering? ___________________________________________ 

Will you have someone with you at birth for support (other than a birth care provider)? Yes/No  

Please specify who: ________________________________________________ 

Have you put together a birth plan? Yes/No  



 

PREVIOUS BIRTH HISTORY  
         **Please complete this page for each previous delivery**  

 
Baby’s Name:  _________________________________   Date of Birth:_____/_____/_______ 

Weight:  ____________              Length: _____________          APGAR score: _____________ 

Place of Birth: Hospital/Birthing Center/Home  

Delivering Practitioner: 

OB-Gyn/Certified Nurse Midwife/Certified Practicing Midwife/Lay Midwife 

Position of Delivery: 

Lihotomy Position (on back, feet up)/On your side/Kneeling/Squatting 

Type of Birth: C-Section/Vaginal 

Other:_______________________________________________________________________ 

Was labor induced? Yes/No ~ If yes, please specify: Pitocin / Prostaglandin Gel / Unknown 

Were your membranes ruptured by your care provider?  Yes/No 

Were contractions stimulated intravenously with Pitocin once labor started?  Yes/No 

Did you receive any pain medication or anesthesia? Yes/No ~ Epidural? Yes/No 

How many cm were you dilated when it was administered? _________cm 

Did you experience back pain during labor?  Yes/No 

Baby presentation at time of delivery: ___________________ 

If breech specify: Footling / Frank / Complete / Kneeling ______________________________ 

Did your care provider assist delivery with his/her hands?  Yes/No 

Was there any turning of the neck or traction / pulling applied to the neck? Yes/No 

Were operative devices used to facilitate the birth? Yes/No 

If yes, which type?: Forceps / Vacuum Extraction ______________________________  

Were there any visible signs of injury to your baby? Yes/No 

If yes, where?: __________________________________________________________  

Was there a birthing coach present? Yes/No 

At what week of pregnancy was your baby born? ________________ 

Other information that may be specific to the birth: ____________________________________ 
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