
 

 

 

DIGESTIVE HISTORY 

 

Name                 Date   
 

DIRECTIONS: This questionnaire evaluates your digestive symptoms for the last four months. This information will 

help you keep track of physical, mental and emotional respond to changes you implement in your eating habits, 

personal life, level of physical activity, use of medications or supplements, and time spent on personal growth. All 

information is held in strict confidence.  
 

For each question, circle the number that best describes your symptoms: 
 

0 = No or Rarely: you have never experienced the symptom or the symptom is familiar to you but you perceive it as  

insignificant. (monthly or less) 

1 = Occasionally: symptom comes and goes and is linked in your mind to stress, diet, fatigue or some identifiable 

 trigger 
 

4 = Often: symptom occurs 2-3 times per week and/or with a frequency that bothers you enough that you would 

like to do something about it 

8 = Frequently: symptom occurs 4 or more times per week and/or you are aware of the symptom every day, or it 

occurs with regularity on a monthly or cyclical basis 

 
 

Section A No/Rarely Occasionally Often Frequently  

1. Indigestion (food repeats on you or comes back up) 
    after you eat? 

0 1 4 8  

2. Excessive burping, belching and/or bloating  

    following meals. 

0 1 4 8  

3. Stomach spasms and cramping during or after  

    eating. 

0 1 4 8  

4. A sensation that food just sits in your stomach 

    creating uncomfortable fullness, pressure and  

       bloating during or after a meal. 

0 1 4 8  

5. Bad taste in your mouth. 0 1 4 8  

6. Small amounts of food fill you up immediately. 0 1 4 8  

7. Skip meals or eat erratically because you have no  

    appetite. 

0 1 4 8  

TOTAL POINTS      



 

 

      

Section B No/Rarely Occasionally Often Frequently  

1. Strong emotions, or the thought or smell of food  

    aggravates your stomach or makes it hurt, 

0 1 4 8  

2. Feel hungry an hour or two after eating a good-  

    sized meal. 

0 1 4 8  

3. Stomach pain, burning and/or aching over a period 

    of 1-4 hours after eating. 

0 1 4 8  

4. Stomach pain, burning and/or aching relieved by  

    eating food; drinking carbonated beverages, cream  

       or milk; or taking antacids. 

0 1 4 8  

5. Burning sensation in the lower part of your chest,  

    especially when lying down or bending forward. 

0 1 4 8  

6. Digestive problems that subside with rest and  

    relaxation. 

No   Yes  

7. Eating spicy and fatty (fried) foods, chocolate,  

     coffee, alcohol, citrus or hot peppers causes  

        your stomach to burn or ache. 

0 1 4 8  

8. Feel a sense of nausea when you eat. 0 1 4 8  

9. Difficulty or pain when swallowing food or  

    beverage. 

0 1 4 8  

TOTAL POINTS      

      

Section C No/Rarely Occasionally Often Frequently  

1. When massaging under your rib cage on your left  

     side, there is pain, tenderness or soreness. 

0 1 4 8  

2. Indigestion, fullness or tension in your abdomen is 

    delayed, occurring 2-4 hours after eating a meal. 

0 1 4 8  

3. Lower abdominal discomfort is relieved with the  

    passage of gas or with a bowel movement. 

0 1 4 8  

4. Specific foods/beverages aggravate indigestion. 0 1 4 8  

5. The consistency or form of your stool changes (e.g., 

    from narrow to loose) within the course of a day. 

0 1 4 8  



 

 

6. Stool odor is embarrassing. 0 1 4 8  

7. Undigested food in your stool. 0 1 4 8  

8. Three or more large bowel movements daily. 0 1 4 8  

9. Diarrhea (frequent loose, watery stool). 0 1 4 8  

10. Bowel movement shortly after eating (within 1 hr.) 0 1 4 8  

TOTAL POINTS      

      

Section D No/Rarely Occasionally Often Frequently  

1. Discomfort, pain or cramps in your colon (lower  

    abdominal area). 

0 1 4 8  

2. Emotional stress and/or eating raw fruits and  

    vegetables causes abdominal bloating, pain, cramps 

     or gas. 

0 1 4 8  

3. Generally constipated (or straining during bowel 

    movements). 

0 1 4 8  

4. Stool is small, hard and dry. 0 1 4 8  

5. Pass mucus in your stool. 0 1 4 8  

6. Alternate between constipation and diarrhea. 0 1 4 8  

7. Rectal pain, itching or cramping. 0 1 4 8  

8. No urge to have a bowel movement. No   Yes  

9. An almost continual need to have a bowel  

    Movement. 

No   Yes  

TOTAL POINTS      

Digestive History Key: 
   0-15   -  Mild digestive symptoms 

   16-50 -  Moderate digestive symptoms 

   >51    -  Significant digestive symptoms 
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Stress-induced HPA Axis Dysfunction Questionnaire 

Name:        Date:     

Chronic stress can make you more vulnerable to a variety of symptoms and medical conditions. The 

continuous elevation of stress hormones not only makes your body sick, it negatively impacts your 

brain as well. Excess stress hormones can cause many health problems including weight gain, 

insomnia, irritability, mood imbalances, digestive problems and lowered immune system. If you suffer 

from any of these conditions, take the following questionnaire to identify your personal stress level. 

 

Next to each question assign a number between 0 and 5. You should assign values as follows: 

0 = Not true       3 = Somewhat true      5 = Very true 

Once you have completed the questionnaire calculate your total and locate the range you fall under 

on page two. 

I need caffeine (coffee, tea, cola, etc.) to get going in the morning. 

I feel tired and drowsy throughout the day. 

I am easily fatigued. 

I frequently feel anxious and restless without any reason. 

Things I used to enjoy seem like a chore lately. 

My sex drive is lower than it used to be. 

I suffer from depression or have recently been experiencing feelings of depression such 
as sadness or loss of motivation. 
 

If I skip meals, I feel low energy or foggy and disoriented.  

 

I experience problems falling asleep. 

I experience problems staying asleep. 

I frequently experience a second wind (high energy) late at night. 

I have energy highs and lows throughout the day. 

I frequently get fewer than 7-8 hours of sleep per night. 
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  My ability to handle stress has decreased. 

  I find that I am easily irritated or upset. 

  I have had one or more stressful major life events (i.e.: divorce, death of        

a loved one, job loss, new baby, new job). 

  I tend to overwork with little time for play or relaxation for extended 

periods of time. 

  I crave sweets. 

  I frequently skip meals or eat sporadically. 

  I am experiencing increased physical complaints such as muscle aches, 

headaches, or more frequent illnesses. 
 

Scoring Your Results: 

It is important to note that this is not a diagnostic test and should not be used to diagnose 

any conditions. It is simply a tool to help assess your likely level of adrenal burnout. 

 

If you scored between: 
0 -29 You are in good health. 

     30 -39  You are under some stress. 

     40 -49  You are a candidate for adrenal burnout. 

     50 -59  You are in adrenal burnout. 

      60 + You have a significant level of stress. * 

*If you scored 60 or higher it is important that you take immediate steps to correct this 

condition to prevent further adverse effects on your health. 

 

If you have scored 40 or higher you are in adrenal burnout and may at some  

point experience symptoms such as fatigue, weight gain, insomnia, irritability and mood 

swings. 

http://www.kalishresearch.com/


 

Take the Test 

Use t h e L i f e Even t  S t r ess  I nv en t o r y  t o   

ca l cu l a t e  how ev en t s  i n  your  l i f e i n f l uence 

t he am oun t  o f  s t r ess  you  exp er i enc e.  You  

m i gh t  be su r p r i sed  t o  f i nd  how m any s t r ess -

con t r i bu t i ng  even t s  a r e pa r t  o f  your  l i f e.   

Add  up  a l l  your  po i nt s  t o  f i nd  your  sco r e.  

 

•  A score of  150 points or  less suggests a 

low am ount  of l i fe change and a low 

suscept ib i l i t y to st ress - induced heal th 

breakdown .  

 

•  Scores between 150 to 300 points imply 

about  a 50 percent  chance of  a m ajor  

heal th breakdown in the next  two years.  

 

•  A score of 300 points or more raises 

the odds of a major health breakdown in 

the next  two years by about 80 percent.  

 

 

 

 

Life Event Stress Inventory  

Name:                Date:       

 

 

 

                  

 
         Total Score: _______________ 
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Life Event Point 

Death of a spouse/child       100 
Marital separation/divorce 73 
Death of a parent/sibling or close family member 65 

Detention in a jail or institution 63 
Disaster (hurricane, flood, tornado, earthquake, fire, etc) 63 
Major injury or illness (personal/child/spouse) 53 
Marriage (or moving in with a partner) 50 
Being fired or laid off from work 47 

Marital reconciliation 45 
Retirement from work 45 
Major change in the health or behavior of a family member 
 
ember 

44 
 
 

Unplanned pregnancy 40 
Sexual difficulties 39 

Gaining a new family member (birth, adoption, older adult moving in, etc.) 39 

Major business adjustment 39 

Major change in financial situation/debt 38 
Death of a close friend 37 

  Changing to a different line of work 36 
   Major change in arguments with spouse or significant other 35 

  Taking on a mortgage or loan (for house, business, etc.) 31 
  Foreclosure on a mortgage or loan 30 
  Major change in responsibilities at work (promotion or demotion) 29 

   Son or daughter leaving home (marriage, attending college, joined military) 29 

  Conflict or tensions with parents/in-laws/children 29 

  Being accused of, or blamed for, a wrongdoing 28 

  Spouse beginning or ceasing work  26 
  Beginning or completing formal schooling 26 

  Major change in living conditions (new home, remodeling, home deterioration) 25 
  Concern about job future 24 
  Conflict at work (with employer, manager, or co-worker) 23 
  Major changes in working hours or conditions 20 
  Changes in residence/relocation 20 
  Changing to a new school 20 

  Major change in usual type and/or amount of recreation 19 
  Lack of social support 19 
  Major change in social activities (clubs, movies, vising, etc.) 18 
  Birth of a child 17 
  Major change in sleeping/eating habits (more or less than usual)   16 
  Major change in number of family gatherings 15 
  Stress from social media/news/politics 15 
  Vacation (plans, expenses, etc) 13 

  Major holidays 12 
  Minor violations of the law 11 
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