QUESTIONNAIRE FOR FIBROID AND OVARIAN CYST
Name:

Age:

Sex:

Address:

Telephone:

Mobile number:

Email:

Feedback:
……………………………………………………………………………………………..

Note: Read the questionnaire in detail and reply all the questions correctly because the selection of medicine depends upon the reply given by you. 

1. What is the size of fibroid/mass/cyst? (attach the reports of ultra-sonography and other tests)

Answer:  

2. What is the duration of your menstrual cycle?

Answer:  

3. What is the state of bleeding during menstruation? (profuse, scanty, intermittent). Please specify clearly.

Answer:  

4. What is the colour/nature of bleeding? ( red, black, clotted, watery red etc )

Answer:  

5. Do you have pain before, during or after menses?

Answer:  

6. Do you feel better when bleeding starts?

Answer:  

7. How weak do you feel if there is profuse bleeding?

Answer:  

8. Are you allergic to something?
Answer:  

9. Any other problem you want to share or discuss.
Answer:  










