
Dr. Lee Coyne's Nutritional Symptomatology
Male Health Appraisal Questionnaire

NAME:_______________________________________PHONE:_________________DATE:______________________

ADDRESS:_____________________________________CITY:_____________________PROV./STATE______________POST/ZIP_______

AGE:_______HEIGHT________WEIGHT________DESIRED WEIGHT_______ACTIVITY LEVEL  low  1   2   3   4  5   6   7   8   9   10    high

INSTRUCTIONS: If any part of a question applies, enter 1-Mild,   2-Moderate,   3-Severe.  If a symptom does NOT apply, simply
leave it blank. Do not agonize over  each statement. Indicate only those that apply.  If in doubt leave it out. Some questions may be
repeated.
The questions contained herein will be used to make a statistical comparison of how you feel and what other people have done,
nutritionally, who were in a similar situation.  You will receive a report showing areas where possible improvements could be made.
The report is not intended as prescription or substitution for good sound health care advice by a professional .  In the event the reader
of this material uses the information without the approval of a qualified health care professional, he/she is “self-prescribing” which
is the constitutional right of the individual. And the individual assumes the responsibility for their health.  No supplement
manufacturer, nor the person supplying this report, assumes responsibility for the results obtained from the correct or incorrect
application of the information supplied.

This questionnaire is for a MALE client evaluation ONLY.  The evaluation differs somewhat for male and female, please ensure you
have the correct form.

001____ ACNE, BLACKHEADS OR WARTS
002____ DRY, ROUGH SKIN
003____ EYES DON'T ADJUST WHEN ENTERING A DARK ROOM
004____ DIFFICULTY SEEING AT NIGHT
005____ GOOSEBUMPS ON BACKS OF ARMS OR LEGS, WON'T GO AWAY
006____ FREQUENT COLDS, FLU, OR RESPIRATORY INFECTIONS
007____ POOR APPETITE
008____ FATIGUE, REDUCED ENERGY, LOWERED RESISTANCE
009____ IRRITABILITY
010____ DEPRESSION, AND/OR PERIODS OF DEPRESSION
011____ CRAVING FOR SWEETS
012____ POOR CONCENTRATION
013____ FITS OF TEMPER
014____ HURT ALL OVER (GENERAL)
015____ HEART PALPATATIONS
016____ GREYING HAIR
017____ BLEEDING GUMS
018____ BRUISE EASILY, BLACK AND BLUE SPOTS
019____ VARICOSE VEINS OR BROKEN CAPILLARIES
020____ SMOKER, OVER 1/2 PACK , OVER PACK (DAY) 1,2,3
021____ SLOW HEALING OF CUTS, SCRAPES, OR WOUNDS
022____ HANGNAILS, CUTICLES TEAR EASILY
023____ EXCESSIVE HAIR LOSS
024____ NOSEBLEEDS
025____ POOR CIRCULATION
026____ LACK OF STAMINA
027____ DARK CIRCLES UNDER EYES
028____ ANEMIA
029____ THIN, FRAGILE, BRITTLE, OR SPLITTING NAILS
030____ PALE SKIN, PALMS VERY PALE
031____ MUSCLE TWITCHES AND TICS
032____ FINGERNAILS WON'T GROW
033____ FOOT OR LEG CRAMPS
034____ INSOMNIA
035____ MUSCLE TENSION
036____ JOINTS POP OR CRACK (NOT DUE TO SURGERY)
037____ FREQUENT BACKACHE
038____ ACHING JOINTS OR MUSCLES
039____ CRAVE CHOCOLATE
040____ BAD BREATH, BAD TASTE IN MOUTH
041____ WHITE-COATED TONGUE
042____ WHITE SPOTS ON FINGERNAILS
043____ THINNING HAIR
044____ DIMINISHED SENSE OF SMELL OR TASTE
045____ DANDRUFF

046____ NAUSEA, HEADACHE, MIGRAINE
047____ HISTORY OF HEPATITIS, OR JAUNDICE, OR MALARIA
048____ RECENT HISTORY OF CONSTIPATION
049____ GALL BLADDER OR STONES REMOVED
050____ YELLOW-COLORED BOWEL MOVEMENTS
051____ UNDIGESTED FOOD IN STOOLS
052____ COATED TONGUE
053____ OCCASIONAL BODY ODOR, INCLUDING FEET
054____ FREQUENT TENSION IN SHOULDERS AND NECK
055____ OCCASIONAL ABDOMINAL PAIN AFTER LARGE MEAL
056____ RECENT HISTORY OF COLITIS, DIVERTICULITIS
057____ PAINFUL, HARD BOWEL MOVEMENTS
058____ ALTERNATING CONSTIPATION AND DIARRHEA
059____ DESIRE TO EAT OFTEN, ESPECIALLY STARCHES
060____ RECENT HISTORY OF HEMORRHOIDS
061____ RECENT HISTORY OF RECTAL FISSURE
062____ RARELY HAVE DAILY BOWEL MOVEMENTS
063____ THIN, PENCIL-LIKE BOWEL MOVEMENTS
064____ HEAVY, TIRED FEELING AFTER EATING
065____ GAS AFTER EATING
066____ STOMACH BLOATED AFTER EATING
067____ BELCHING, BURPING AFTER MEALS
068____ HAIR WON'T GROW
069____ HAIR BREAKS EASILY
070____ FLUID RETENTION
071____ VERY FLABBY TISSUES
072____ TAKING PILLS OR VITAMINS CAUSES STOMACH DISCOMFORT
073____ RECENT HISTORY OF ULCERS
074____ STOMACH PAIN 5 TO 6 HRS AFTER EATING, MILK HELPS
075____ STOMACH AGGRAVATED BY TENSION, RELIEVED BY RELAXATION
076____ PUFFY EYES
077____ SWOLLEN FEET AND/OR ANKLES
078____ INFREQUENT URINATION
079____ LEGS OFTEN FEEL HEAVY
080____ DIFFICULT OR PAINFUL URINATION
081____ HAD OR HAVE KIDNEY OR BLADDER INFECTION
082____ GET UP AT NIGHT TO URINATE MORE THAN TWICE
083____ EYES SENSITIVE TO BRIGHT LIGHTS
084____ OCCASIONAL COLD SWEATS
085____ PAINFUL LUMP IN THROAT WHEN EMOTIONALLY DISTURBED
086____ HEART POUNDS WHEN STARTLED
087____ BLOOD PRESSURE FLUCTUATES, SOMETIMES TOO LOW
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088____ PERFECTIONIST, SET HIGH STANDARDS
089____ OVERLY CONCERNED ABOUT THINGS LEFT UNDONE
090____ ALLERGIES, SKIN RASH, HAY FEVER, SNEEZING ATTACKS
091____ STRESS OR EMOTIONAL UPSETS CAUSE EXHAUSTION
092____ CRAVING FOR SALT
093____ DIFFICULT URINATION, STARTING, BURNING
094____ GET UP AT NIGHT TO URINATE
095____ BACK OR LEG PAINS
096____ PROSTATE TROUBLE
097____ LOW, OR DIMINISHED SEX DRIVE
098____ URINATE FREQUENTLY
099____ INTENSE, FREQUENT THIRST
100____ SHAKINESS, HEADACHES, RELIEVED BY SWEETS, STARCHES
101____ IRRITABLE IF MEAL MISSING OR LATE
102____ CRAVING FOR SWEETS, ALCOHOL OR COFFEE
103____ EMOTIONAL ON EMPTY STOMACH
104____ IRRITABLE BEFORE BREAKFAST
105____ WEAK SPELLS, TIREDNESS IN MID-AFTERNOON
106____ SPELLS OR FAINTNESS, DIZZINESS, LACK OF CONCENTRATION
107____ WAKE UP AT NIGHT FEELING HUNGRY
108____ COLD SWEATS ON HANDS EVEN WHEN WARM
109____ DIABETES: YOURSELF OR YOUR PARENTS
110____ OCCASIONAL NIGHT SWEATS
111____ CHRONIC FATIGUE, LOWERED RESISTANCE
112____ HISTORY OF SORES, ESP. ON LEGS, THAT HEAL
113____ CRAVE SWEETS, STARCHES, BUT EATING DOESN'T HELP
114____ COLD HANDS & FEET, OR NEED EXTRA COVERS AT NIGHT
115____ SHORTNESS OF BREATH ON EXERTION
116____ REQUIRE EXTRA AMOUNT OF SLEEP
117____ LOW EXERCISE TOLERANCE, LOW ENDURANCE. RESTING HELPS
118____ ARMS AND LEGS OFTEN GO TO SLEEP
119____ NUMBNESS OR HEAVINESS IN ARMS OR LEGS
120____ HAND CRAMPS WHEN WRITING
121____ TINGLING SENSATION IN LIPS OR FINGERS
122____ SHORT WALKS CAUSE ACHES AND PAINS
123____ MEMORY LOSS
124____ CHEST PAINS, SOMETIMES DOWN LEFT ARM
125____ UNEXPLAINED HEADACHE OR DIZZINESS
126____ VERY RAPID HEART BEAT (OVER 90/MINUTE)
127____ VERY SLOW HEART BEAT (UNDER 5O/MINUTE)
128____ HEART SOMETIMES 'FLIP-FLOPS'
129____ HISTORY OF HEART DISEASE IN FAMILY
130____ HISTORY OF BRONCHITIS, ASTHMA, PNEUMONIA, EMPHYSEMA
131____ CHRONIC COUGH
132____ HISTORY OF COLDS, LUNG PROBLEMS
133____ CHRONIC MUCUS ACCUMULATION IN THROAT OR SINUS
134____ EXPOSURE TO CHEMICALS, AND/OR FUMES
135____ HISTORY OF ARTHRITIS
136____ STIFF OR SWOLLEN JOINTS
137____ RECENT SPRAINS OR STRAINS
138____ LIMITED RANGE OF MOTION IN JOINTS
139____ HIVES, OR PSORIASIS, OR ACNE, OR SKIN RASHES
140____ ECZEMA
141____ LOW RESISTANCE TO INFECTION
142____ FLU-LIKE SYSTEMS OFTEN OCCUR
143____ SWOLLEN GLANDS IN GROIN, TONSILS, THROAT, ARMPITS
144____ HISTORY OF CANCER, MS, PARKINSON'S, RHEUMATOID ARTHRITIS
145____ UNUSUAL NUMBER OF CAVITIES
146____ FEEL PUFFINESS IN THROAT
147____ KNOWN YEAST INFECTIONS
148____ STRESSFUL LIFESTYLE
149____ MARATHON STYLE EXERCISE

150____ VIRUS EXPOSURE
151____ FREQUENT USE OF ANTIBIOTICS
152____ SEVERE REACTIONS TO TOBACCO, PERFUME, CHEMICAL ODORS
153____ CRAVE SUGARS, BREAD, ALCOHOL
154____ RECURRENT HEARTBURN/DIGESTIVE UPSETS
155____ CHRONIC DIARRHEA
156____ RECTAL ITCH
157____ OFTEN FEEL TIRED
158____ GAS, ABDOMINAL BLOATING
159____ ABNORMAL MUSCLE ACHES FROM EXERCISE
160____ UNEXPECTED WEIGHT GAIN
161____ NAUSEA OR DIZZINESS
162____ WEAKNESS IN GENERAL
163____ LOW HORMONE LEVELS
164____ PREMATURE AGING
165____ SLOW RECOVERY OF WOUNDS/ILLNESS
166____ AGE SPOTS
167____ DAILY LOW ENERGY CYCLES
168____ POOR SKIN ELASTICITY
169____ ELEVATED BLOOD PRESSURE
170____ MUSCULAR WEAKNESS
171____ ELEVATED CHOLESTEROL
172____ LOW IMMUNITY
173____ LOW, OR DIMINISHED SEX DRIVE
174____ FREQUENT ILLNESS
175____ DULL OR CONFUSED THINKING
176____ MOOD SWINGS
177____ PERIODS OF ANXIETY
178____ VERTIGO PROBLEMS
179____ TINNITUS (RINGING IN EARS)
180____ POOR HEARING
181____ EYESIGHT FAILING
182____ URINARY INFECTIONS
183____ REDUCED URINE FLOW
184____ INTERMITTENT URINE FLOW
185____ SUDDEN URGE TO URINATE
186____ IMPOTENCE
187____ JOINT PAIN
188____ CARTILAGE DEGENERATION
189____ OSTEO-ARTHRITIS
190____ FREQUENT RUNNING
191____ DECREASED JOINT MOVEMENT
192____ NERVOUS TENSION
193____ HISTORY OF ALCOHOL USE
194____ HISTORY OF ACUTE HEPATITIS
195____ POOR DIGESTION
196____ HISTORY OF CIRRHOSIS OF LIVER
197____ CIGARETTE SMOKE EXPOSURE
198____ NEURALGIA
199____ RHEUMATIC / ARTHRITIC PAIN
200____ SUICIDAL THOUGHTS
201____ FREQUENT CRYING
202____ LOW MOTIVATION
203____ HYPER-ACTIVE BEHAVIOR
204____ MUSCLE CRAMPS
205____ UPSET STOMACH

Revised Oct, 2001          Copyright © 2000/2001  L. Lee Coyne


