	your name:

week commencing:

tick if symptoms experienced, in column below each description

 
	palpitations, pounding heart
	sweating
	trembling or shaking
	shortness of breath or smothering
	feeling of choking
	chest pain or discomfort
	nausea or abdominal distress
	dizzy, unsteady, lightheaded, faint
	derealization or depersonalization
	fear losing control or going crazy
	fear of dying
	numbness or tingling sensations
	chills or hot flushes
	rate severity  0-100
	panic frequency per day
	panic attack diary
for each of the 3 columns below, please give an overall score for the day     on a 0-100 scale, where 0=no problem and 100=couldn’t be worse

	day
	description of

situation where

panic occurred
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	overall anxiety during the day that one might get a panic attack
	overall avoidance of situations during the day for fear of getting panic attack
	overall disruption of home, social or work life because of anxiety & panic
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