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The MELISA® Medica Foundation is dedicated to the study of metal allergy, a condition which can be a risk factor in many diseases. This questionnaire may help you to identify present and past exposure to environmental pollutants, especially mercury. We are conducting a survey to see if mercury may be implicated in the development of scoliosis.The possibility that you suffer from metal hypersensitivity will also be examined.
MELISA® Scoliosis Questionnaire
Personal details
Name:
Date of birth:
Address:
Town:
Country:
Post code:
Telephone:
Fax:
Email:
Current profession:
Past profession(s):
Date diagnosed with scoliosis (month/year):
1 Patient details
1.1 Did you have any known problems at birth?
1.2 At what age did you first notice any problems with your spine? What is the extent of your curvature? (Please give Cobb angle if possible)
Cervical (neck)
Upper Thoracic
(top of spine)
Lower Thoracic
(middle of spine)
Lumbar
(bottom of spine)
1.3 Developmental landmarks 
(please approximate the age):
Crawling
Delayed in your opinion?
Sitting
Delayed in your opinion?
Walking
Delayed in your opinion?
Talking
Delayed in your opinion?
1.4 Did any of the previous landmarks change post vaccination?
If so, what changed and how long after vaccination?
2 Vaccination history
This field is very important. Please give type of vaccine, date, and, if possible, the manufacturer:
2.1 Did you receive Rhogam injections (for RH-negative mothers) at 28 weeks, just after childbirth or following amniocentesis?
If yes, please specify when the injection took place:
3 Laboratory tests
Have you sent hair, blood or any other sample to a laboratory for testing? If so, please give details. If you have tested for the presence of heavy metals, it would be helpful if you could indicate if any provocation agent was used, such as DMSA or DMPS.
4 Allergies and illnesses
4.1 Please detail any symptoms
4.2 Do you suffer from any respiratory/breathing problems?
If yes, please specify:
4.3 Do you suffer from digestive problems such as gas, bloating, "tummy aches", cramping, chronic diarrhoea, constipation, food sensitivities? 
If yes, please describe:
4.4 Have you ever had skin lesions/eczema/rashes of any kind?
If yes, please specify:
4.5 Is your skin irritated by any forms of metal (for example, jeans fasteners, costume jewellery, earrings etc)? 
If yes, please specify:
4.6 Do you take any medication?
If yes, please specify:
4.7 Do you take any minerals or vitamins?
If yes, please detail:
5 Sources of exposure to metals
5.1 Have you had a spinal rod fitted?
If so, when?:
Did you notice any changes in health which you feel were connected with the placement of the rod?
5.2 Do you have any amalgam (silver/mercury) dental fillings?
If so, how many:
When were they placed?
Did you notice any changes in your spine after the dental fillings were put in?
If yes, please describe:
5.3 Did you wear dental braces or have any bridges or other dental metal restorations?
Please tick the relevant and give the date when fitted.
Did you notice any changes in your spine after these were fitted?
If yes, please describe:
5.4 Do you have any white fillings?
If yes, since when and how many?
5.5 Do you have any other metal implants; for instance, metal plates or pins after breaking a bone? Or metal clips placed after surgery?
If yes, since when and how many?
6 The mother: sources of metal exposure
6.1 Does/did your mother have silver/mercury fillings?
If yes, approximately how many?
6.2 Did she have the same number of fillings during her pregnancy?
6.3 Did she have dental treatment during her pregnancy?
If yes, please specify:
6.4 Were you breastfed?
6.5 Did your mother have other dental metals fitted (i.e. titanium, stainless steel, gold, metal based ceramics)?
Did she during the pregnancy?
During breastfeeding?
If yes, please specify:
6.6 Did she have any vaccinations or flu shots, prior or during pregnancy/breastfeeding?
Please list date, type of vaccination and manufacturer (if known):
6.7 Did she use any creams (especially those containing mercurochrome) against varicose veins or against eczema prior or during pregnancy and breastfeeding?
6.8 Did she receive Rhogam injections (for RH-negative mothers) at 28 weeks, just after childbirth or following amniocentesis?
Please list date, type of vaccination and manufacturer (if known):
6.9 Was/is she allergic to make-up and cosmetics?
Please describe what material and what side-effects:
6.10 Did she use eye drops during pregnancy or breastfeeding?
6.11 Was/is she allergic to any medication?
Please specify:
6.12 Did she take any antibiotics prior to or during pregnancy/breastfeeding?
6.13 Did she live near a factory, industry, coal smelter, crematorium, highway or airport prior or during the pregnancy?
If yes, please specify:
Smoking
6.14 Was/is she a regular smoker?
If yes, please give details 
(how many cigarettes a day, and for how long):
Did she smoke during pregnancy?
Was she passively exposed to smoke during pregnancy?
6.15 Were you or your mother involved in a car accident or another serious accident which may have led to brain concussion (such as falling, stumbling, etc)?
If yes, please specify what accident and when:
7 Family health and exposure
7.1 Do any other members of your family (including brothers or sisters) have scoliosis?
If yes, which ones and how old are they?
7.2 Did your family drink water from your own well, or private supply?
(Some families who live in rural areas may not have access to the central water network)
If yes, do you know the content of minerals/pollutants in this water? If yes, what was the result?
If yes, what was the result? 
7.3 Do you eat fish and/or seafood regularly?
If yes, how many times each week is fish/seafood eaten?  (Some fish or seafood may be contaminated by mercury)
8 Your family's health
8.1 Please indicate if any of the following medical conditions occurred in your family, your father’s family or in your brothers or sisters. Please give the family member.
Allergies:
Autoimmune diseases: 
(like rheumatoid arthritis, multiple sclerosis etc)
Skin diseases:
Heart/artery diseases:
Diabetes:
Cancers/tumors:
Chemical sensitivity:
Psychiatric illnesses (including old-age conditions such as Parkinson’s, Alzheimer’s and dementia)
Other:
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