
Purpose: To determine if any health problems   
you may be having are due to stress.

 
 Stress Survey 

 
Name: ______________________________ Age:_____ Phone_______________ Cell:__________________ 
Address:_________________________ City:___________________ State:______ Zip Code:_____________ 
Email:__________________ Occupation:____________________ # Hours/week currently working:_______ 
 
On a scale of 1-10 (1 being no stress and 10 being extreme stress level) please rate your daily stress levels: 
 

Physical Stress:_______ Chemical Stress:_________ Mental/Emotional Stress:_______ 
 
Please check o� any of the following symptoms you may have experienced in the past 6 months, even if they  
do not seem related to your current problem and check the box where you �t on the chart: 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 According to the Centers for Disease Control and Prevention, up to 90 percent of the doctor 

visits in the USA may be triggered by a stress-related illness. 
 

 


