GoShare Survey Package - Individual Response for a recipient

GoShare Recipient: 4733798

Recipient UID:

Bundle Sent: 17 Feb 2026 04:25 PM
Patient Send Id: 7064010

Recipient Response Lodged: 17 Feb 2026 04:26 PM
Language used to Respond: English

Interactive Package: GenPal - Assessment 2 (ESAS)
URL:

Total Score: 56 / 137
Outcome: Pain/Breath: MOD, Other symptoms: SEVERE O

Formula # Title Score
Question # Question Response Score
1 If you had pain over the past 24 hours, how would you | 5 5
rate your pain? (0 = No pain, 10 = Worst
possible) Touch the number that best matches your
symptoms.
2 If you felt tired or fatigued over the past 24 hours, 7 7

how would you rate how tired or fatigued you have
felt? (O = No tiredness, 10 = Worst possible)

3 If you felt drowsy or sleepy over the past 24 hours, 2 2
how would you rate how drowsy or sleepy you have
felt? (O = No drowsiness, 10 = Worst possible)

4 If you had nausea over the past 24 hours, how would | 7 7
you rate how nauseous or sick in the stomach you
have felt? (0 = No nausea, 10 = Worst possible)

5 If you had appetite problems over the past 24 hours, |5 5
how would you rate your problems with appetite?
(0 = Best appetite, 10 = Worst possible)

6 If you had shortness of breath over the past 24 hours, |1 1
how would you rate your level of breathlessness?
(0 = No shortness of breath, 10 = Worst possible)

7 If you have had a problem with constipation over the | 8 8
past 24 hours, how would you rate your problem with
constipation? (0 = No constipation, 10 = Worst
possible)

8 If you have had any problems with sleep over the past | 6 6
24 hours, how would your rate your problems with
sleep? (O = Best sleep, 10 = Worst possible)




9 If you had low mood or feelings of depression over the | 3
past 24 hours, how would you rate your low mood or
feelings of depression? (0O = No depression, 10 =
Worst possible)

10 If you have felt anxious or worried over the past 24 6
hours, how would you rate how anxious or worried
you have felt? (0 = No anxiety, 10 = Worst
possible)

il How would you rate your overall sense of wellbeing, 2
over the past 24 hours? (0 = Best wellbeing, 10 =
Worst possible)

12 Are you completing this screening at home or at the | General Practice / Clinic
general practice / clinic?

13 Do you spend 50% or more of the day in a bed or Yes
chair?

14 Have you been to hospital or the emergency Yes

department since your last My Symptom Check-In?






