Interactive questionnaire
MENTAL DISORDERS

1. Name or alias you would like to use
2. Date of birth
3. Telephone number
4. E-mail address
5. When did your condition first start
6. Did you go to see any of the following specialists:
Psychiatrist

Psychotherapist

Psychologist

7. Diagnose, or conclusions
8. Medications prescribed in the past
9. Any treatments without prescribed medications
10. Please mark the current symptoms or have you experienced any of the following in the past:
Emotional tension, almost constantly

Sudden irritability,  short temper

Anxiety

Unusual fears

Fear of becoming insane

Fear of serious illness

Fear of death

Fear of _____________

Anguish, depression

Loss of interests, loss of desires

Quickly getting tired, decreased work productivity

Fatigue, low energy

Decrease or absence of sexual interest

Pessimism, feeling of hopelessness

Dissatisfaction with yourself, feelings of guilt

Thoughts of death, thoughts of unwillingness to keep living

Times of hyper activeness, elevated mood

Loss of appetite or decrease in appetite

Increased appetite, constant feeling of hunger

Hard to fall asleep

Hard to wake up

Dissatisfied with sleep

Excessive sleepiness

Rapid heartbeats

Hard to swallow

Shortness of breath

Trembling

Dryness in mouth

Hot flashes or cold

Perspiration

Unusual feelings and sensations: “streams”, “burning”, “twisting”, “pulling”, etc.

Visual hallucinations 

Hearing voices

Sensing unusual smells

Muscular seizures and cramps

Losing conscious

Epileptic attacks

Can’t remember anything that happened during a certain stretch of time

Obsessions, fixation on certain ideas or desires

Irrational and unexplainable behavior 

Unusual behavior or reaction to something

11. Additional important information

12. Your questions to the doctor
