
  
Name:______________________________ 

 
 

Symptom Diary                                                                    
 

Symptom 
 

Date symptom 
started 

 
Date symptom 

ended (or 
indicate if it is 

ongoing) 

 
Does it interrupt your 
life or affect activities 

of daily living? 

 
Rate symptom 
on a scale from  

1 (mild) to  
5 (severe) 

 
Is this a new or 

recurring 
symptom? 

    1   2   3   4   5 New       Recurring 

    1   2   3   4   5 New       Recurring 

    1   2   3   4   5 New       Recurring 

    1   2   3   4   5 New       Recurring 

    1   2   3   4   5 New       Recurring 
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