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PEDIATRIC REHABILITATION OF NORTH JERSEY, PC

60 Owens Drive, Suite 115

Wayne, NJ  07470

Phone: (973) 956-2900
Fax: (973) 956-7900
Health and Health Habits

Name:  _____________________________ Date of Birth:  __________________
1. Do you experience any of the following?

A:  Respond  0 (Often)   1 – (Sometimes)
2 – (Rarely)   3 – (Never)

B:  Respond  1 (Mild)     2 – (Moderate)     3 – (Severely)









 A:  Frequency
 B:  Intensity

	1.
	Nervousness
	
	

	2.
	Irritability
	
	

	3.
	Exhaustion
	
	

	4.
	Faintness
	
	

	5.
	Dizziness
	
	

	6.
	Tremors
	
	

	7.
	Cold Sweats
	
	

	8.
	Weak Spells
	
	

	9.
	Depression
	
	

	10.
	Drowsiness
	
	

	11.
	Headaches
	
	

	12.
	Digestive Disturbances
	
	

	13.
	Forgetfulness
	
	

	14.
	Insomnia
	
	

	15.
	Worrying
	
	

	16.
	Mental Confusion
	
	

	17.
	Internal Trembling
	
	

	18.
	Muscle Pains
	
	

	19.
	Heart Palpitations
	
	

	20.
	Rapid Pulse
	
	

	21.
	Numbness
	
	

	22.
	Indecisiveness
	
	

	23.
	Crying Spells
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