Date:. /[

Study No:

Questionnaire POS-S1 - patient

Below is a list of symptoms, which you may or may not have experienced.
Please put a tick in the box to show how each of these symptoms has
affected how you have been feeling over the last 3 days.

Not at all,
no effect

Slightly

— but not
bothered to
be rid of it

Moderately
— limits some
activity or

concentration

Severely

— activities or
concentration
markedly
affected

Overwhelmingly
— unable to think of
anything else

Pain

Q

Q

Q

Shortness of breath

Weakness or lack of
energy

Nausea (feeling like you
are going to be sick)

U 0O O O

O 0O U

O 0O O

O 0O O

U 0O O O

Vomiting (being sick)

Poor appetite

Constipation

Mouth problems

Drowsiness

Poor mobility

Itching

Difficulty sleeping

Restless legs or difficulty
keeping legs still

Feeling anxious

Feeling depressed

Changes in skin

Diarrhoea

O 0 0 00 00 0 0 00 0o

OO0 0 00 00 0 0 00 0o

O 0 0 00 00 0 000 0o

OO0 0 00 00 0 0 00 0o

O 0 0 00 00 0 000 0o




Not at all, | Slightly Moderately | Severely Overwhelmingly
no effect — but not — limits some | — activities or | — unable to think of
bothered to | activity or concentration | anything else
be rid of it | concentration | markedly
affected
Any other symptoms?
Q Q Q Q Q

Which symptom has affected youthe most? ...,

Which symptom, if any, has improved the most? .............ccooiiiiiiiiiii e,
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Study No:

Questionnaire POS-S1 staff

Below is a list of symptoms, which the patient may or may not have experienced.
Please record how these symptoms have affected the patient in the table below.
Please put a tick in the box to show how you think they have affected how the patient

has been feeling over the last 3 days.

Not at Slightly | Moderately | Severely | Overwhelmingly | N/A | Don’t

all - no — but not | — limits some | —activities | — unable to think of know

effect bothered | activity or or anything else

to be rid concentration | concen-
of it tration
markedly
affected

Pain a Q Q Q a Q Q
Shortness of Qa a a a a a a
breath
Weakness or lack a Q a Q a | a
of energy
Nausea (feeling a a a d d M| a
like you are going
to be sick)
Vomiting (being a Q a a a Q a
sick)
Poor appetite Qa a a a Q Q Q
Constipation a a a d d M| (|
Mouth problems a Q a a a Q (|
Drowsiness Qa a a a a a a
Immobility a Q a a a Q (|
ltching a a a Q Q Q EI
Difficulty sleeping a a a a a a 4
Restless legs or a a a d d M| a
difficulty keeping
legs still
Feeling anxious a a a d d M| (|
Feeling depressed Qa Q a a a Q a
Changes in skin Q a a a a a a
Diarrhoea Qa a a a a | a




Not at Slightly | Moderately | Severely | Overwhelmingly | N/A | Don’t
all - no — but not | — limits some | —activities | — unable to think of know
effect bothered | activity or or anything else
to be rid concentration | concen-
of it tration
markedly
affected
Any other
symptoms?
Q a u

Which symptom has affected them the most? ...

Which symptom, if any, has improved the most? .............ccco i,




