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FORM 3: BII Symptom tracker 
SPN: ______________ 

Please list your symptoms and date of onset 
For severity score – please use the following scale 
1 – Mild, intermittent, little or no impact on lifestyle/work 2 – Mild, persistent, slight 
impact on lifestyle/work
3 – Moderate, persistent, some impact on lifestyle/work
4 – Moderate, persistent, significant impact on lifestyle/work
5 - Severe, persistent, debilitating impact on lifestyle/work  

work 5 – Severe, persistent, debilitating impact on lifestyle/
work 

Symptom Date of 
onset 

Severity score 
1-5

Symptom Date of 
onset 

Severity score 
1-5

Nervous system Musculoskeletal 

☐ Headaches ☐ Muscle pain

☐ Brain fog ☐ Joint pain

☐ Memory loss ☐ Numbness/tingling

☐ Vertigo ☐ Fibromyalgia

☐ Migraine ☐ Nerve pain
(pins/needles)

☐ Tinnitus (ringing
ears)

☐ Discoloration of
hands/feet

☐ Visual
disturbance
(blurriness,
irritation)

☐ Stiffness

☐ Poor
concentration

☐ Joint
swelling/redness

Immune/Inflammatory GI/Urogenital 

☐ Recurrent
infections

☐ Frequent urination

☐ Night sweats ☐ Reduced libido

☐ Chronic fatigue ☐ UTIs

☐ Easy bruising ☐ Reflux/gastritix

☐ Sudden food
intolerance/allergies

☐ Weight loss/gain

☐ Swollen and/or
tender lymph glands

☐ Irritable bowel

Skin/hair ☐ Taste alteration

☐ Hair loss ☐ Swallowing
difficulties

☐ Dry fragile hair Psychological 

☐ Skin rashes ☐ Anxiety

Cardiorespiratory ☐ Depression

☐ Shortness of
breath

☐ Panic attacks

☐ Heart
palpitations

☐ Chronic cough

☐3 months ☐ 6 months ☐ 12 months ☐ 18 months ☐ 2 years

Time since surgery: (tick applicable box) 

Date of Response: ________________________ 
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Additional symptoms 

Symptom(s) Date of onset Severity score (1-5) 

Space for additional information
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DATASHEET 2  
PROMIS Distress-Anxiety 

SPN : ____________________  Date of Response: ____________________ 
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DATASHEET 3.1  
PROMIS Distress-Depression 

SPN : ____________________  Date of Response: ____________________ 
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DATASHEET 3.2  
PROMIS Distress-Depression 

SPN : ____________________  Date of Response: ____________________ 
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Follow up progress 

SPN: ____________________ 

Time point Date of 
assessment 

Assessor 
initials 

PROMS 
/PROMIS 

BII Symptom 
tracker 

Repeat 
bloods (if 
indicated) 

6 -12 
months 

☐ ☐ ☐ 

18-24
months

☐ ☐ ☐
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