
Dr. John K. Russell & Associates 

Symptom Monitoring Checklist 

SMC 
Name: __________________________________________________________  Date: ___________________________ 
 

*** IMPORTANT - READ DIRECTIONS THOROUGHLY *** 
1) Place a check in the box next to any symptom you have experienced since your last office visit.   

2) Rate the severity of the symptom on a scale of 1 through 10 with 1 = Mild and 10 = Severe    

3) Check the box indicating if the symptom is getting BETTER, remains the SAME or is getting WORSE.   
 

SYMPTOM                SEVERITY     BETTER      SAME    WORSE   COMMENTS  

 Stomach Pain . . . . . . . . . . .  _________           _________________________________________ 

 Diarrhea . . . . . . . . . . . . . . .   _________           _________________________________________ 

 Constipation . . . . . . . . . . . .  _________           _________________________________________ 

 High Blood Pressure. . . . . .  _________           _________________________________________ 

 Skin Disorder . . . . . . . . . . .  _________           _________________________________________ 

 Diabetes . . . . . . . . . . . . . . .  _________           _________________________________________ 

 Back Pain . . . . . . . . . . . . . . _________           _________________________________________ 

 Joint Pain . . . . . . . . . . . . . . _________           _________________________________________ 

 Muscle Pain  . . . . . . . . . . . .  _________           _________________________________________ 

 Other Pain (Describe) . . . . .  _________           _________________________________________ 

 Respiratory Problems . . . . .  _________           _________________________________________ 

 Headaches . . . . . . . . . . . . .  _________           _________________________________________ 

 Fatigue . . . . . . . . . . . . . . . . _________           _________________________________________ 

 Sexual Dysfunction . . . . . . _________           _________________________________________ 

 Loss of Appetite . . . . . . . . . _________           _________________________________________ 

 Compulsive Eating . . . . . . . _________           _________________________________________ 

 Weight Gain . . . . . . . . . . . .  _________           _________________________________________  

 Weight Loss . . . . . . . . . . . . ._________           _________________________________________ 

 Alcohol Abuse . . . . . . . . . .  _________           _________________________________________ 

 Drug Abuse . . . . . . . . . . . . _________           _________________________________________ 

 Anxiety . . . . . . . . . . . . . . . _________           _________________________________________ 

 Depression . . . . . . . . . . . . . _________           _________________________________________ 

 Dizziness      _________           _________________________________________ 

 Panic Attacks     _________           _________________________________________ 

 Suicidal Ideation . . . . . . . . _________           _________________________________________ 

 Sleep Disturbance . . . . . . . _________           _________________________________________ 

 Nightmares . . . . . . . . . . . . . _________           _________________________________________ 

 Anger . . . . . . . . . . . . . . . . . _________           _________________________________________ 

 Irritability . . . . . . . . . . . . . _________           _________________________________________ 

 Social Withdrawal . . . . . . _________           _________________________________________ 

 Tearfulness . . . . . . . . . . . . . _________           _________________________________________ 

 Loss of Self-Confidence . . . _________           _________________________________________ 

 Decreased Sex Drive . . . . .  _________           _________________________________________ 

 Poor Concentration . . . . . . _________           _________________________________________ 

 Forgetfulness . . . . . . . . . . . _________           _________________________________________ 

 Phobias . . . . . . . . . . . . . . . . _________           _________________________________________ 

 Other . . . . . . . . . . . . . . . . . . _________           _________________________________________ 
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