Central Sensitization Inventory

Name: Date:

Please circle the best response to the right of each statement.

Never  Rarely = Sometimes  Often  Always

1. Ifeeltired and unrefreshed when | wake from sleeping. 0 1 2 3 4
2. Mymusclesfeelstiffandachy. o 1 2 3 4
3. lhaveanxietyattacks. o 1 2 3 4
4. lgrindorclenchmyteeth. o 1 2 3 4
5. Ihave problems with diarrhea and/or constipation. o 1 2 3 4
6. Ineed helpin performing my daily activities. o 1 2 3 4
7. lamsensitive to bright lights. o 1 2 3 4
8 ‘‘‘‘‘‘‘‘‘ Igettlredvery easily when am phy5|ca||yact|ve 0 1 2 """""""" 3 4
9. Ifeelpainallovermybody. o 1 2 3 4
10.lhave headaches. o 1 2 3 4
1. I feel discomfort in my bladder and/or burning when lurinate. 0 1 2 3 4
12.1donotsleepwell. o 1 2 3 4
13.lhave difficulty concentrating. o 1 2 3 4
’I4 ‘‘‘‘‘ Ihavesklnproblems such as dryness, |tch|ness,orrashes 0 1 2 """""""" 3 4
15 ‘‘‘‘‘ S tressmakes my physical symptoms getworse """" 0 1 2 """""""" 3 4
16.1feelsador depressed. o 1 2 3 4
17.1havelowenergy. o 1 2 3 4
18. 1 have muscle tension in my neck and shoulders. o 1 2 3 4
19.lhave paininmyjaw. o 1 2 3 4
20Certa|nsme||s, such as perfumes, make%g%ﬁe!;‘l“é'i‘zzy and 0 _— 2 """""""" 3 4
nauseated.
21.lhave to urinate frequently. o 1 2 3 4
22My|egsfee| un;omforta ble and restlesswhenlam trying to 0 . 2 """""""" 3 4
go to sleep at night.
23 ‘‘‘‘‘ Ihavedlfﬂculty rememberingthings. 0 1 2 3 4
24.1sufferedtraumaasachid. o 1 2 3 4
25.1have paininmy pelvicarea. o 1 2 3 4
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