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PIP Symptom Diary
Daily record of how your condition affects you  —  one page per day
Name:  ________________________________________          NI Number:  _________________________

Date:  _________________________          Day of week:  ____________________
Overall day rating:   ☐ Very bad day  ☐ Bad day  ☐ Mixed day  ☐ Better day
MORNING (waking up to lunchtime)
What time did you wake up?   ______________________________
How did you feel when you woke up? (pain, stiffness, mood, fatigue)
 
Could you get out of bed without help?   ☐ Yes  ☐ No  ☐ Needed prompting/help from   ____________________
Washing and bathing:
Could you wash/shower today?  ☐ Yes fully  ☐ Partly (explain)  ☐ No
Did you need help?  ☐ No  ☐ Prompting  ☐ Physical help from _______________
How long did it take?   ______________________________
Any difficulties or safety concerns?
 
Dressing:
Could you dress yourself?  ☐ Yes fully  ☐ Partly  ☐ No
Did you need help?  ☐ No  ☐ Prompting  ☐ Physical help from _______________
How long did it take?   ______________________________
Any difficulties?
 
Managing toilet needs:
Could you manage toilet needs independently?  ☐ Yes  ☐ Needed help  ☐ Had an accident
Did you need help getting to/from the toilet?  ☐ No  ☐ Yes — from _______________
Any difficulties? (incontinence, managing clothing, cleaning yourself)
 
Managing medication:
Did you take your medication on time?  ☐ Yes  ☐ No — missed because _______________
Did anyone need to remind you?  ☐ No  ☐ Yes — who? _______________
Any side effects affecting you today?
 
Managing therapy or health monitoring:
(If you have exercises, physiotherapy, blood sugar checks, stoma care, or other regular therapy/monitoring)
Did you manage your therapy/monitoring today?  ☐ Yes fully  ☐ Partly  ☐ No  ☐ N/A
Did you need help?  ☐ No  ☐ Prompting  ☐ Physical help from _______________
Any difficulties?
 
DAYTIME (lunchtime to evening)
Preparing food / taking nutrition:
Did you prepare any meals today?  ☐ Yes  ☐ No
If yes, what? ____________________  How long did it take? _______________
If no, who prepared your food? ______________________________
Any difficulties or safety incidents?
 
Getting around inside your home:
Could you move around your home?  ☐ Yes without difficulty  ☐ Yes with difficulty
  ☐ Needed mobility aid  ☐ Needed help
Any falls, near-falls, or rest breaks?
 
Going outside / journeys:
Did you leave the house today?  ☐ Yes  ☐ No — why not? ____________________
If yes: Where? ____________________  How did you travel? _______________
Did you go alone?  ☐ Yes  ☐ No — accompanied by ____________________
Any difficulties? (anxiety, pain, confusion, getting lost)
 
Communicating:
Did you need to speak to anyone today? (phone calls, appointments, conversations)
  ☐ Yes without difficulty  ☐ Yes with difficulty  ☐ Couldn’t manage it
Any difficulties? (finding words, understanding others, speech problems, anxiety on the phone)
 
Reading and understanding:
Did you need to read anything today? (letters, labels, signs, screens)
  ☐ Yes without difficulty  ☐ Yes with difficulty  ☐ Couldn’t manage it
Any difficulties? (concentration, understanding, vision)
 
Engaging with other people:
Did you interact with anyone today? (in person, phone, online)
  ☐ Yes  ☐ No — why not? ______________________________
Any difficulties? (anxiety, distress, avoidance, confusion)
 
Budgeting / managing money:
Did you deal with any finances today? (bills, shopping, banking)  ☐ Yes  ☐ No
Any difficulties?
 
EVENING / OVERNIGHT
Overall: How did you feel by the evening? (pain level, fatigue, mood)
 
What time did you go to bed?   _________________________
Could you sleep?  ☐ Yes  ☐ Disturbed — why? _________________________
What you COULDN’T do today (things you wanted to do but couldn’t):
 
Help you received today (from partner, carer, family, support worker):
 
Anything else important about today:
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