
Timeline Form

Please use the form below to list any major life events or illnesses and any symptoms that you have experienced 
throughout the years. Do you see any correlations between these events and any of the symptoms you may have or had?

Life
Events
or
Illness

Birth to 15 years 15 to 25 years 25 to 35 years 35 to 45 years 45 to 55 years 55 years to current

Symptoms
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