
LDN Research Trust 
A survey to monitor LDN as a treatment for MS  

This information will be used to collate anecdotal evidence to help gain funding and support from the medical profession. 

 Your help and support is appreciated to initiate trials, please complete the survey and return it to: 

 The LDN Research Trust. PO Box 1083, Buxton, Norwich NR10 5WY, UK or email contact@ldnresearchtrust.org 

The LDN Research Trust will not pass your details on to a third party for any purpose whatsoever. 

 

Title: Dr: Mr: Mrs: Ms: Miss:__________ Reference No.(Official Use Only) _______________________  Date:_______________ 

Please Print. 

First Names:___________________________________Surname:__________________________________ 
 

Address: ________________________________________________________________________________ 
 

_______________________________________________________________________________________ 
 

Tel No, include area code:_______________________________Signature:___________________________ 
 

email address:___________________________________________________________________________ 

What form of MS do you have?  Benign, Relapsing & Remitting, Secondary Progressive, Primary Progressive. Please circle. 

When did you start taking LDN approximately? ______________Are you still taking LDN? Yes/No: ______ 
 

If you stopped why?_______________________________________________________________________ 

Have you had any side effects from taking LDN:  Yes/No:_________________________________________  

If Yes, please describe in brief:______________________________________________________________ 

_______________________________________________________________________________________ 

__________________________________________ Are these side-effects still present Yes/No: __________ 

Have you had any further progression while taking LDN? Yes/No: _________________________________ 

Did LDN help with symptom relief? Yes/No:_______ If yes, how long did it take approx.?_______________ 

Does your GP or Neurologist recognise an improvement in you since taking LDN Yes/No:_______________ 

If yes, could you provide us with any evidence in writing to back this up? Yes/No:__________It would help. 

How many relapses did you have in the 12 months before going on LDN?____________________________ 

Where they confirmed by your GP or Neurologist: Yes/No________________________________________ 

How many relapses have you had since starting LDN?____________________________________________ 

Where they confirmed by your GP or Neurologist: Yes/No________________________________________ 

Were you on an interferon drug before starting LDN? Yes/No:________Are you still?  Yes/No:___________ 

Who supplies your LDN ie: Dr Lawrence, your GP/ Neurologist, the USA or other? 
 

_______________________________________________________________________________________ 
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We would like you to rate your symptoms since starting LDN using the scoring below: 
 
    1 Symptom has gone     2 Improved greatly            3 Improved slightly 4 No improvement      
    5 Increased greatly        6 Increased slightly 7 Never had this symptom 
 

Please put a number against each symptom which best describes your MS now. 
 
Bladder Urgency -   Fatigue - Mobility - 
Bladder Retention-   Restless legs - Muscle Spasm - 
Sexual Dysfunction -        Sleep Disturbance - Muscle Strength - 
Bowel Control -   Muscle Pain -  
Diarrhoea -    Hearing - Tremor - 
Constipation -  Speech -     
 Swallowing - Tingling - 
Memory -  Itching -    
Concentration - Migraine type headache -                    Numbness -   
Depression - Optic Neuritis - Neuralgia -   
 Blurred Vision -    
Balance - Double Vision -      
Dizziness/Vertigo -       
 
Do you follow a Wheat/Dairy free diet? Yes/No:______Do you take Vitamins/Supplements? Yes/No:______ 

Describe briefly your MS history before and after taking LDN. 
 

_____________________________________________________________________________________________________________________. 

 

_____________________________________________________________________________________________________________________. 

 

_____________________________________________________________________________________________________________________. 

 

_____________________________________________________________________________________________________________________. 

 

_____________________________________________________________________________________________________________________. 

 

_____________________________________________________________________________________________________________________. 

 

_____________________________________________________________________________________________________________________. 

 

_____________________________________________________________________________________________________________________. 

 

_____________________________________________________________________________________________________________________. 

 

____________________________________________________________________________________________________________________. 

 

_____________________________________________________________________________________________________________________. 

 

_____________________________________________________________________________________________________________________. 

 

_____________________________________________________________________________________________________________________ 

 

_____________________________________________________________________________________________________________________ 

 

___________________________________________________________________________________  please use a separate sheet if required 
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