


: Possible Medication-Related Symptoms ] 
Have you experienced the following in the past month? 

If the patient cannot be asked directly, check below. 

□ Unable to confirm symptoms with the patient

Do you have daytime sleepiness? 

□ Yes

↓
Average sleep per day 

□ No

hours 

Have people said you repeat questions 

□ No □ Yes

Do you feel dizzy or lightheaded? 

□ No □ Yes

↓
□ Spinning sensation (vertigo)

□ Feeling unsteady

In the past two weeks, have you felt 

unusually tired? 

□ No □ Yes

Has your appetite decreased? 

□ No □ Yes

Have you fallen in the past 6 months? 

□ No □ Yes

Do you have difficulty urinating? 
Do you have difficulty with 

bowel movements? 

□ Yes
↓

Times per day 

Daytime_ Nighttime 

□ No □ No □ Yes

↓
Average frequency 

Once every _ days 

Are you bothered by dry mouth? 

□ No □ Yes

Do you cough or choke when 

drinking liquids? 

□ No □ Yes

Thank you for completing this questionnaire. ff 令
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