Daily Abdominal Discomfort, Gas, and Bloating Questionnaire
[bookmark: _GoBack]Please mark a cross (X) on the scales below to accurately indicate the severity of the symptoms you have experienced today.
1. Please indicate the level of abdominal discomfort you experienced today:
None O-----O-----O-----O-----O-----O-----O-----O-----O-----O-----O Worst
                                            0        1       2        3       4        5       6        7       8        9      10                 
2. [bookmark: Check1]Do you feel your abdominal discomfort is related to food you consumed?  |_|YES  |_|NO

3. Please indicate the level of abdominal bloating you experienced today:

None O-----O-----O-----O-----O-----O-----O-----O-----O-----O-----O Worst
                             0        1       2        3       4        5       6        7       8        9      10
 
4. Do you feel your abdominal bloating is related to food you consumed?  |_|YES  |_|NO

5. Please indicate the level of gas (flatulence) you experienced today:

None O-----O-----O-----O-----O-----O-----O-----O-----O-----O-----O Worst
                                            0        1       2        3       4        5       6        7       8        9      10
6. Do you feel your gas (flatulence) is related to food you consumed?  |_|YES  |_|NO



FOR FEMALES ONLY:
1. Do you feel your abdominal discomfort is related to your menstrual cycle?  |_|YES  |_|NO
2. Do you feel your abdominal bloating is related to your menstrual cycle?  |_|YES  |_|NO
3. Do you feel your gas (flatulence) is related to your menstrual cycle?  |_|YES  |_|NO
