
 

 

 

Targeted questionnaires 

1. Does patient have any of the following signs/symptoms? If yes, please specify 
 Gradual onset of numbness, prickling or tingling in your feet or hands, which 

can spread upward into your legs and arms 
 Sharp, jabbing/lancinating, throbbing or burning pain 
 Extreme sensitivity to touch 
 Lack of coordination and falling 
 Muscle weakness, cramps, muscle twitching 
 Feeling as if you're wearing gloves or socks when you're not 
 Paralysis, if motor nerves are affected 
 Inability to sweat properly, leading to heat intolerance 
 Loss of bladder control leading to incontinence or infection 
 Drop in blood pressure causing dizziness, fainting or lightheadedness 
 Reduction or absence of deep tendon reflexes 

____________________________________________________________________
________________________________________________________________ 

2. Does patient have co-morbid history of any of the following: 
 Hypertension  
 Diabetes mellitus  
 Hypothyroidism  
 Vitamin deficiencies  
 Infection(s)  
 Autoimmune diseases, Connective tissue disorders 
 Tumors 
 Bone marrow disorders 
 Exposure to poisons 
 Others, please specify 

____________________________________________________________________
________________________________________________________________ 

3. Is patient a known alcoholic and/or smoker? If yes, please specify the alcohol, tobacco 
or cannabis use including any recreational/illicit drug use. 
____________________________________________________________________
________________________________________________________________ 

4. Had patient taken any concomitant therapeutic products (e.g. prescription, OTC, 
Medical devices, natural health products etc.)  which may affect nervous system? If yes, 
please specify 
____________________________________________________________________
________________________________________________________________ 

5. Have there been any laboratory tests, muscle strength tests, Electromyography 
(EMG)/nerve conduction studies, imaging such as CT/MRI scan conducted? If yes, 
please specify 
____________________________________________________________________
________________________________________________________________ 

6. Any injury or pressure on the nerve such as motor vehicle accidents, accidental fall or 
sport injuries in the recent past? 
____________________________________________________________________
________________________________________________________________ 



 

 

7. Any history of inherited disorder/genetic disorder or positive family history (first degree 
relatives) of neuropathy? If yes, please specify. 
____________________________________________________________________
________________________________________________________________ 

8. Whether reporter consider reported adverse reaction related or not related to 
Teriflunomide? 
____________________________________________________________________
________________________________________________________________ 

 

 

Additional details to be mentioned here if  not covered in above sections:  

 

 

 

 

 

 

 

 

 

REPORTER DETAILS 

Name & Surname Occupation Telephone No. E-mail 

Address with Post Code Signature  Date   

 


