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Please answer as precisely as possible. If there is not enough space, you are welcome to write on the back of the page or add further pages.

Should more than one answer be correct, please tick them all.

1
Please give your year of birth:
19....................










2
Please give your sex: 
(
male
(
female








3 
How old were you when the first symptoms of the disease






occured?
.............years of age
























4 
Do you suffer from muscle weakness?
(
yes
(
no





If no: continue with 20!








5 
Does the muscle weakness constantly impair you?
(
yes
(
no








6
Does the muscle weakness occurr sporadically?
(
yes
(
no








7
Are there times when you feel completely healthy?
(
yes
(
no








8
Which parts of the body are affected by the muscle 
(
face
(
eyelids


weakness?
(
arms
(
hands



(
legs
(
feet



(
neck
(
hip



(
swallowing musculature



(
respiratory musculature








9
How frequent do the muscle weakness attacks occur?
(
rarely (up to now.........................times) 









up to .........times
(
a day



(
a week
(
a month








10
How long does a muscle weakness attack last?
............................
(
minutes



(
hours
(
days








11
At what time of day / hour do the attacks occur?
........................................................................








12
How rapidly do the attacks occur 
(
rapidly, within ........
minutes









(
slowly, within .........
hours








13
How severe are the attacks:






- Can you always walk?
(
yes
(
no


- Can you always walk the stairs without banister?
(
yes
(
no


- Do you have to stay in bed during the attacks? 
(
yes
(
no


- Can you hold a pencil well in your hands?
(
yes
(
no








14
Can you avert an attack or reduce it?
(
yes
(
no






If yes, how?
........................................................................















15
Are the attacks of weakness preceeded by s.th.?
(
yes
(
no






If yes, by what?
........................................................................








16
Is an attack evoked by the following possibilities?
(
coldness
(
fasting (diet)



(
after doing sports
(
rest



(
cortison










(
certain drinks, e.g.: ...........................








(
certain fruits, e.g.: ...............................








17
Do you have retention of urine or stool during the attacks?
(
retention of urine
(
retention of stool








18
Is urine or stool or sweat different after an attack?
(
yes
(
no







if yes, how?................................................








19
Have frequency and severity of the attacks changed
(
yes
(
no






in the course of life?
if yes, how?...............................................






















20
Do you suffer from muscle stiffness? (myotonia)
(
yes
(
no








21
Does the muscle stiffness occur occasionally?
(
yes
(
no








22
Are you constantly handicapped by your muscle stiffness?






(e.g. by not being able to perform rapid movements)
(
yes
(
no








23
Are there times when you feel completely healthy?
(
yes
(
no








24
Which parts of the body are affected by the muscle  
(
face
(
eyelids


stiffness?
(
arms
(
hands



(
legs
(
feet



(
neck
(
hip



(
swallowing musculature



(
breathing musculature








25
How rapidly do the attacks occur?
(
rapidly, within ........
minutes









(
slowly, within.........
hours








26
Is an attack evoked by the following possibilities?
(
coldness
(
fasting (diet)



(
after doing sports
(
rest



(
Cortison










(
certain drinks, e.g. ...........................








(
certain fruits, e.g. ...............................















27
Which conditions worsen the muscle stiffness?
........................................................................








28
Is the stiffness followed by a muscle weakness?
(
yes
(
no








29
Does the stiffness, after repeated movement, get
(
better
(
worse                 ?






















30
Are attacks (weakness or stiffness) followed by






residual symptoms (e.g. aching muscles)?
(
yes
(
no






What are they like?
.......................................................................






How long do they last?
.......................................................................















31
Do you suffer from muscle cramps?
(
yes
(
no






Where do you have these cramps?
........................................................................









Do the cramps occur in relation with the attacks?
(
yes
(
no


Do your muscles hurt?
(
yes
(
no








32
Do you suffer from muscle wasting?
(
yes
(
no








33
Have more people in your family become ill?
(
yes
(
no






How are they related to you?
........................................................................








34
Was a biopsy made?
(
yes
(
no






If yes, when?
........................................................................






If yes, where?
........................................................................








35
Was an EMG (electronic muscle examination) performed?
(
yes
(
no






If yes, when?
........................................................................






If yes, where?
........................................................................








36
Do you suffer from heart-circulation-diseases?
(
yes
(
no






Please state the diagnosis
........................................................................


Does this lead to extrasystole
(
yes
(
no


                                      - high blood pressure
(
yes
(
no


                                      - low blood pressure
(
yes
(
no


                                        faint
(
yes
(
no








37
Were there, in your family, sudden deaths by cardiac






arrest?
(
yes
(
no








38
Do you suffer from the following eye diseases:






                                         cataract
(
yes
(
no


                                         double images
(
yes
(
no


                                         malfunction of the eyelids
(
yes
(
no








39
Do you suffer from migraine?
(
yes
(
no








40
Have you ever had a general anaesthesia?
(
yes
(
no


Did an anaesthetic accident occur?
(
yes
(
no


Did an anaesthetic accident occur in your family?
(
yes
(
no








41
Did you have any miscarriages?
(
yes
(
no


Are there premature deliveries in your family? 









42
Please state all medicines/drugs which you regularly take:
........................................................................







........................................................................
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