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Page for pointing to symptoms and their descriptions. Please indicate the severity of your pain or symptoms. Tolerable Very severe

How to use this page. Describe your condition and its severity.

I have a headache.

I have a headache. My ear hurts.

I have a runny nose.

I have a nosebleed.

I am sneezing.

My chest hurts.

I have a rash (in one place).

I have a rash (all over).

I am very itchy.

I have hives.

I have a pain in my abdomen.

I am bloated.

I injured myself.

I was in a tra�c accident.

I fell down.

I bumped against something.

I fell.

I cut myself.

I pricked myself.

I burned myself.

I was stung/bitten by an insect.

I have vaginal bleeding.

I am leaking water.

There is blood in my urine.

I have di�culty urinating.

I have to urinate frequently.

Urinating is painful.

I worry about the baby.

My baby won't stop crying.

My baby threw up.

My baby has a fever.

My baby won't eat.

My baby is listless.

I am having chest palpitations.

My pulse is irregular.

I am having irregular bleeding.

I have a pain in my abdomen.

I have di�culty breathing. I am out of breath.

I am wheezing (lightly).

I am wheezing (heavily).

I cannot hear well.

My ears are ringing.

My mouth hurts.

My tongue hurts.

My taste is dull.

I have a toothache.

My gums hurt.

My neck is sti�.

My neck hurts.

My neck is swollen.

My lower back hurts.

My legs are numb.

I cannot bend my knees.

I cannot walk.

My knee hurts.

I have a fever.

I feel dizzy.

I have a pain in my abdomen.

I have a stomachache.

I have diarrhea.

My eye hurts.

I cannot see well.

My eyes are itchy.

I have a sore throat.

I have lost my voice.

I cough up phlegm. I have a cough.

Very severe
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