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Rhinosinusitis Disability Index

Patient Name										          Date

Please take a moment to fill out the following questionnaire regarding your sinusitis problems, using the following scale:
	    	   

	 Never	 Almost	    Sometimes	 Almost	 Always 	 	 Never		  Always

Do you experience nasal congestion, stuffiness or blockage?	 	 	 	 	 	

Do you experience post-nasal drainage?	 	 	 	 	 		

Do you experience discolored nasal discharge?	 	 	 	 	

Do you experience abnormal smell or taste sensations?	 	 	 	 	  

Do you experience headaches or facial pain/pressure?	 	 	 	 	

Do you experience weather-related congestion or pressure?	 	 	 	 	

Do you experience any pain in your teeth?	 	 	 	 	

Do you experience sneezing or clear watery nasal drainage?	 	 	 	 	

Do you experience any ear pain or pressure?	 	 	 	 	

Do you experience any throat pain?	 	 	 	 	

Do you experience bad breath?	 	 	 	 	

Do you experience any coughing or wheezing?	 	 	 	 	

Do you experience any snoring or sleep disruption?	 	 	 	 	

Do you experience fatigue or a general “ill” feeling?	 	 	 	 	

Do you experience any irritability or mood changes?	 	 	 	 	

Does your sinusitis cause problems at home or at work?	 	 	 	 	

For office use only. Please do not mark any of the following items.

______ Pre-treatment 	 ______ Post-treatment	 ______ ESS	 ______ Abx	 ______ ESS + Abx
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