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ME/CFS Canadian Multisystem Questionnaire 
Adapted from the 2003 Canadian Clinical Case Definition For ME/CFS Criteria, in the 2012 International ME/CFS Primer for Clinical Practitioners, 

Worksheet P11-12) 

PATIENT’S NAME:  _______________________________ DATE:  ________________ 

Patient Questionnaire: Myalgic Encephalomyelitis/Chronic Fatigue Syndrome  
© Bridges and Pathways Institute Inc – Apr 2020 

Symptoms and Signs Checklist (symptoms vary in type and intensity) 
 

Please answer  YES or NO  to each question AND then rate how strongly you experience the symptoms  
by circling a number on a scale of 1 to 5 

1=rarely      2=sometimes      3=50% of the time      4=most of the time      5=all the time 

 

1. Pathological Fatigue 

A Physical fatigue  NO YES 1 2 3 4 5 

B Mental fatigue  NO YES 1 2 3 4 5 

NB This is an unexplained, persistent, or recurrent fatigue that substantially reduces activity levels. 

 It is not the result of ongoing exertion and is not relieved by rest. 

How long have you had these symptoms? ___ mths or years (circle) Was the onset:         sudden         gradual 

 

2. Post-Exertional Malaise and Worsening Symptoms 

A 

Delayed recovery after mild exertion or normal 

activity – where it takes more than 24 hours to 

recover 

NO YES 1 2 3 4 5 

B 

Malaise, loss of physical or mental stamina, and/or a 

worsening of symptoms after mild exertion or 

normal activity 

NO YES 1 2 3 4 5 

How long have you had these symptoms? ___ mths or years (circle) Was the onset:         sudden         gradual 

 

3. Sleep Disorder 

A Unrefreshing sleep NO YES 1 2 3 4 5 

B Daytime sleepiness NO YES 1 2 3 4 5 

C Night-time insomnia  NO YES 1 2 3 4 5 

D Disturbed sleep rhythm (day/night sleep reversal) NO YES 1 2 3 4 5 

How long have you had these symptoms? ___ mths or years (circle) Was the onset:         sudden         gradual 

 

4. Pain 

A 

Muscle pain and/or joint pain (without signs of 

inflammation). The pain can be widespread or 

migrating or localised 

NO YES 1 2 3 4 5 

B 
Significant headaches of a new type, pattern or 

severity 
NO YES 1 2 3 4 5 

How long have you had these symptoms? ___ mths or years (circle) Was the onset:         sudden         gradual 
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5. Neurocognitive Manifestations   

A Difficulty with concentration and short term memory NO YES 1 2 3 4 5 

B 
Difficulty with information processing and memory 

or word retrieval 
NO YES 1 2 3 4 6 

C 
Easily overwhelmed by too much information or 

emotional overload 
NO YES 1 2 3 4 5 

D 
Perceptual/sensory problems e.g. hypersensitivity to 

light, sound, smells 
NO YES 1 2 3 4 5 

E Disorientation or confusion NO YES 1 2 3 4 5 

F Poor balance or any unsteadiness when walking NO YES 1 2 3 4 5 

How long have you had these symptoms? ___ mths or years (circle) Was the onset:         sudden         gradual 

 

6. Autonomic Manifestations 

A Light-headed on standing (orthostatic intolerance) NO YES 1 2 3 4 5 

B 
Rapid pulse or palpitations on standing  

(postural orthostatic tachycardia)  
NO YES 1 2 3 4 5 

C Light headedness, fainting or vertigo NO YES 1 2 3 4 5 

D Extreme pallor NO YES 1 2 3 4 5 

E 
Heart palpitations and tachycardia  

(high resting heart rate) 
NO YES 1 2 3 4 5 

F Shortness of breath on exertion NO YES 1 2 3 4 5 

G Urinary frequency with no infection NO YES 1 2 3 4 5 

H Irritable bowel syndrome NO YES 1 2 3 4 5 

I Nausea NO YES 1 2 3 4 5 

How long have you had these symptoms? ___ mths or years (circle) Was the onset:         sudden         gradual 

 

7. Neuroendocrine System  (Nerve/nervous system & hormone producing glands) 

A Low body temperature on testing NO YES 1 2 3 4 5 

B Cold extremities (hands and feet) NO YES 1 2 3 4 6 

C Unexplained sweating episodes NO YES 1 2 3 4 5 

D Heat/cold intolerance NO YES 1 2 3 4 5 

E Altered appetite or weight change NO YES 1 2 3 4 5 

F Reduced tolerance to stressful situations NO YES 1 2 3 4 5 

G Symptoms worsen with stress NO YES 1 2 3 4 5 

How long have you had these symptoms? ___ mths or years (circle) Was the onset:         sudden         gradual 
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8. Immune Manifestations 

A Recurrent flu-like symptoms NO YES 1 2 3 4 5 

B Recurrent sore throat NO YES 1 2 3 4 5 

C Tender lymph nodes NO YES 1 2 3 4 5 

D New or altered sensitivities to food NO YES 1 2 3 4 5 

EXPLAIN  

E 
New or altered sensitivities to medications, odours 

and/or chemicals 
NO YES 1 2 3 4 5 

EXPLAIN  

How long have you had these symptoms? ___ mths or years (circle) Was the onset:         sudden         gradual 

 

9 Any Other Symptoms (not covered above) 

A  1 2 3 4 5 

B  1 2 3 4 5 

C  1 2 3 4 5 

How long have you had these symptoms? ___ mths or years (circle) Was the onset:         sudden         gradual 

 

10. ME/CFS Symptom Onset & Diagnosis 

1 When was the first onset of symptoms that you can remember?  Year: 

2 When were you first diagnosed with ME/CFS? 
Date: 
 

By who:  

3 Were your symptoms triggered by a particular event?  NO YES 

 E.g.  Infection         Surgery         Physical trauma         Emotional trauma         Other: ………………………………… 

4 Do you have any other overlapping diagnoses?  NO YES 

 4A  Year: 

 4B  Year: 

 4C  Year: 

NOTES: Staff to complete: 

 

 

 

 

 

 

 

ASSESSMENT CARRIED OUT BY:  ______________________________________ 
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