
Dear Noosa Outlook Butcher,

Sandy Eastman (Coordinator  224 Eumarella Road, Weyba Downs QLD 4562.  PH  5471 0039 gandseastman@aanet.com.au

Fibromyalgia (FM).. Chronic Fatigue Syndrome (CFS).. Myalgic Encephalomyelitis (ME)

NORTH COAST FM/CFS/ME SELF HELP GROUP

AUTOIMMUNE & CHRONIC PAIN CONFERENCE QUESTIONNAIRE

Please help us by filling in the questionnaire.  A report will be established and presented at conference on 22 
February 2009, on behalf of those who suffer from these conditions (FM/CFS/ME, lupus, etc).

Age……………………………….. M/F   Suburb………………………………Town………………………..State………….

1. Does any of your family have FM etc?.....................................................................................  Please colour where your pain is 

2. At what age do you feel that you started with the disease……………………………………………………

3. Did you have an accident (car/head inury), tick bite or virus?..................................................

4. How long did it take before you found a doctor to believe you?..............................................

5. What were you diagnosed with at the time of onset?..............................................................

6. How long do you feel that you have had FM etc?.....................................................................

7. If you had a virus, how long after did the FM, Chronic Fatigue set in?.....................................

8. When was it diagnosed?............................................................................................................

9. How long did it take before you found a FM friendly doctor?...................................................

10. What medication did he/she put you on and how much?.........................................................

……………………………………………………………………………………………………………………………………………………

11. What medications are you on now?..........................................................................................

.........................................................................................................................................................

12. Is natural therapy helping you?.................................................................................................

13. Are you taking any natural medications?..................................................................................

14. Have you tried any of the following – Yoga/acupuncture/hydrotherapy/massage/Myofacial/other…………………………………………………..

15. Are you of Aboriginal/Caucasian/Asian/Other background?.....................................................................................................................

16. What other symptoms do you suffer from (please circle) arthritis, Osteoporosis, Thyroid disorders, Migraines, swollen glands, Vision 
impairment, kidney problems, liver dysfunction, hearing loss, digestion/bowel symptoms, pins & needles, stiffness, joint aches, muscle 
spasms, Urinary symptoms (frequency, nocturia, UTIs, anuria), restless legs, facial pain, weakness in limbs/hands feet, spine trouble, 
brain fog, insomnia, daytime sleepiness , Raynaud’s Phenomena, Depression, anxiety.  

17. On scale how would you rate your depressive symptoms 1(low mood)……………5…………….10 (high activity, mood level).

18. Have you ever had suicidal thoughts or plans?


