
(check all that apply):

NOTE TO EXAMINER



(specify)

(brief summary):

NOTE

(If "Yes," specify length of time daily activity level has been reduced to less than 50% of pre-illness level):

(If "Yes," list only those medications required for the Veteran's Chronic Fatigue Syndrome):

(If "Yes," are the Veteran's symptoms controlled by continuous medication?)

(If "No," describe):

(If "Yes," check all that apply):
(of a type, severity or pattern that is different from headaches in the pre-morbid state)



 (Continued)

(If "Yes," check all that apply):

(If "Yes," specify % of restriction (check all that apply)):

(describe):

NOTE

(If "Yes," indicate total duration of periods of incapacitation):



(of the skin

NOTE

CERTIFICATION -

(If any):

(If "Yes," describe the impact of the Veteran's Chronic Fatigue Syndrome, providing one or more examples):

(If "Yes," provide type of test or procedure, date and results - brief summary):

(If  "Yes," also complete appropriate dermatological DBQ)

(If "Yes," describe (brief summary)):




