
Nasal	Obstruc,on	Symptom	Evalua,on	(NOSE)

PATIENT	NAME:		 D.O.B:		

PATIENT	SIGNATURE: DATE:		

Please	help	us	to	be<er	understand	the	impact	of	nasal	obstrucDon	on	your	quality	of	life	by	compleDng
the	following	survey.

Over	the	past	1	month,	how	much	of	a	problem	were	the	following	condi5ons	for	you?		(please	circle	the
most	correct	response).

Scoring	Criteria:

Obstruc2on	Symptom	Intensity:
Mild	(total	score	of	5-25)
Moderate	(total	score	of	30-50)	
Severe	(total	score	of	55-75)
Extreme	(total	score	of	80-100)


