Name

HEALTH APPRAISAL QUESTIONNAIRE

Date

Cortizone/Anti-inflammatories

Oral Contraceptives Specity

High Blood Pressure
Relaxants/Sleeping Pills
Recreational Drugs
Hormones

Part |

Circle any of the following medications you are taking:
Antacids. Antidiabetic/Insulin
High Blood Pressure Laxatives Radiation
Antitviotic/Antifungal Aspirin/Tylenol Lithium
Antidepressants Chemotherapy Heart Medications
Thiyroid Ulcer Medications
Othar _

Circle if you eat, drink or use:

Alzohol Candy
Coffes Distilled water
Luncheon meats Margarine
Chew Tobacco

Circle if you:
Diet often

Are exposed to chemicals at work

Do not exercize regularly
Are exposed fo cigarette smoke

Vitaming and/ar minerals (Please list)_

Carbonated beverages
Eat at fast food restaurants regularly
Refined sugars

Cigareties
Fried Foods
Saccharine

Salt food without tasting

Are under excessive stress

Im-,l'.ruu:tn[»m~ Circle the number which best dﬁcn'l)es the luten*uty of your s;t’mptmm
: If you do ot know the answer toa questmn, leaveit blank.
= bymplum is not: preamt I—MIId 2= Mudmte 3 Severe

Part 1l Section C:
Section A: 1, I:Sb yiou ﬂepend on antacids B I g : ; g
F 2. Stomach pains just before and/or after meals
1. Does your stomach bloat after meals 0 1 2 3 n i .
2. Tuliness for extended time after meals 8 1 2 3 i' Erﬁ?ch:;:nﬁ:zgha;am b Ll g : g g
3. Do you burp frequenty o 1 2 3 I s
4. Ooes the above conditions aler your sleep o 1 e 3 g' x ::E: ::::Euﬁn:;g sbir:znall::;s A R g : g g
E:
ﬁ' &?ﬁﬁ;i‘?}l\mu?ﬂrﬁ::ramn 4 : g g 7" Stomach pain when ermotionally upset Oclizaids 3
7. Known aller Ie:f P g 1 3 3 8. Has a Doctor told you that you have ulcers HO YES
gy food allerg : 8. Sudden, acute indigestion NO YES
. Does fasting affect your stomach L S < 10. Is your condition warse at work NO YES
Section B- 1. Is your condition refieved by a vacation MO YES
ection B: 12. Relief of symptofis by carbonated beverages NO YES
1. O you have lower bawel gas 6o 1 2 3 13. Helief of stomach.pain by drinking cream/milk  NO YES
2. Is your stomach up set after eating o 1 -2 9 14, History of ulcer or gastitis NO YES{10)
3. Are your tired after eating g 1 2 3 15, Does eating between meals help your stomach MO YES
4. Do you frequently have diarrhea 0 1 2 3 16. De you have a current ulcer NO YES
5. Alternating constipation and diarrhea 0. a0 23 17. Black stool when not taking iron supplements  NO  YES(10)
6. Do you have abdominal eramps o 1 2 3
7. Roughage and fiber causes constipation D (- Section D: g
2' Eﬁ.&s f:bEsr;:jﬁ;M rulrntfate ;.rodur s g : ; g 1. Do you have stomach or abdominal eramps g 1 2 3
10. Do "'g_”h_ o E':m ¥ 1|?:|m§to s B 1 2 2 2. Freguent and recurrent infections (colds) o 1 2 3
L I S I A B0 E 3. Frequent bladder and kidney infections o 1 2 '3
11, Do wou vy equently daly howsfmowements 0. 1. 2. 3 4. Do you have seasonal diarrhea o 1 2 3
1:1 Do ytu haue. 2, lonis : . 2 3 2 : 5. Do you have fraquent vaginal yeast infection N P D
13 Dw.ﬂakyﬁkl_n andjor dry brittle hair 0 1 2 3 . Do you have vaginal oF g1&r|i1,al itching o 1 2 13
et e L 2 A il ?. !ueya.nd fingernail fungus 0 1 2 3
i cen: 2 g i A B. Alternating diarrhea/con stipation o 1 2 3
16. Food ﬂilergles_ _ 4] 1 2 3 8. Constipation a 1 2 3
17. Do you have difficulty gaining weight o1 2 2 m Bu v have & higkory of antibions use NO YES
18. Do you have mucous in your stools 4 T T 1. Me:t e NO YES
19. Has a Doctor told you that you have colitis NO YE 12. Feapicity Aaiiog vision NO YES
Part 11l ! 12. Body numd oo . t g 1 g g
: % 13. Fatigue and sleepiness after eating
Section A: 14. Paln in right side under rib cage 6 1 2 3
1. Intolerance to greasy foods ¢ 1 2 3 15. Painful to pass stool 0 1 2 3
2. Headaches after eating a 1 2 3 16. Aetain water a 1 2 3
1. Light colored stoal o 1 2 3 17. Big toe painiul 0 1 2 3
4. Foul smelling stool c 1 2 3 18. Pain radiates along outside of leg o 1 2 3
5. Less than one bowel movement daily 0 1 2 3 13. Dy skin/hair Qo 1@ o3
6. Constipation o 1 2 3 20. Fed bloed in stool NO YES (8)
7. Hard stool 0 1 2 3 21. Mave you-had jaundice or hepatitis NO YES
8. Sour taste in mouth g 1 2 3 22. High blood cholesterol and
5. Gray colored skin LS low HDL cholesteral NO  UNKNOWN  YES
10, Yellow in whites of eyes o 1 2 3 23 I your cholesterol level above 200 MO UNKNOWN  YES
1. Bad breath ™ a 1 2 3 24_|s your triglyceride level above 115 NO  UNKNOWMN  YES




Part Il Continued

10. Depressed, apathetic o 1 2 3
Section B: 11. Low sex drive a 1 2 3
38 E;: | 8 2 12, Puffy, wrinkle skin 0 1 2z 3
- Swollen eyes (bulging) o 1 2 3 13. Sugar causes irritability and mood swings 0o 1 2 3
<. Strong smelling urine 0 1 2 3 14. Premenstrual tension g .1 2 '3
3. Thick skin and finger nailz o 1 2 3 15. Constipation o 1 2 3
4. Dry skin o 1 2 3 16. Thinning or loss of outside portion of eyebrow  NO  YES
5. Sensitive to the cold 0 1 2 3 17. Gain weight easily NO YES
6. Cold hands and feet _ 0 1 2 3 18. Anemia unaffected by iron NO YES
7. Excessive menstrual bleeding 0 1 2 3 19. Axillary (armpit) temperature below 97 6F NO YES
8. Chronic fatigue ) a6 1t 2 3 20. Slow reflexes NO YES
9. Trouble waking up in the morning lu] 1 2 3 21. Infertility NO YES
Part |V 15. Catch colds or flu easily o1 2 3
Section A: 16. Burmpy skin on back of arms o 1 2 a
1. Sensitive to exhaust fumes, smoke, &Mog, i .
petrochemicals 0 1 2 3 Seﬂ'?" =
2. Periodic constipation ¢ t 2 3 1= i bd Iase, S i 4 3 2 B0
3. Cannot tolerate much exercise 0 1 2 3 2. ftehing of roof of mouth or throat 0 1 2 3@&
; ; . . Migrai O YES(10)
4. Depression of rapid mood swings 0 1 2 3 3. Migraine haadaches ikl N 1 2 3
5. Dark circles under the eyes 0 1 2 3 4. Entire body aches, painful to touch 0
6. Dizziness u : . 5. Swollen joints o 1 2z 3
E g pon standing 0 1 2 3 i
7. Lack of mental alertness T §. Food sensilivily or allergy -
8. Catch eolds easily when weather changes g v .2 3 7- Gortain foods make you sick, depressed,jitery 0 1 2 3
9. Headaches 0 1 2 A 8. Chronic pain o 1 2 3
-!h I.'.Hﬂ'lcuhy breathin 0 9. Painful stormach andjor intestine 0 1 2 3
i g i 22 0f : :
11. Water retention o 1 2 3 10. Alternating constipation and diarrhea o 1 2 3
12. Eyes sensitive to bright light 1 3 3 s NS X6 actar 8 &£ 2 2
13. Feel weak and shaky 0 1 2 3 12 Foataaxal iy e T2 ¢
13. Discharge from eyes o0 1 2 3
5 8 14, Watery eyes o0 1 2 3
Section B: i 15, Puffiness or dark circles under eyes 0 1 2 3
1. Inflamed or bleeding gums 0 1 2 3 16, Ear discharge or ears stuffed up 0 1 2 3
2, Running nose o 1 2 3 17. Nasal congestion 0 1 2 21
3. Get boils or styes 01 2 2 18. Running nose o 1 2 3
4. Nose bleeds g 1 2 3 19. Breathe through mowth o1 o2 3
5. Loss DI_Smel_i 0 1 2 '3 20. Swollen tongue o 1 2 3
6. Throat infections 0: 1 520 .3 21. Difficulty swallowing 0 1 2 3
7. Cold sores, fever blisters D 1 2 3 22. Bed wetting MO YES (5)
8. Loss of taste o 1 2 3 23. Hyperactivity 5 & 1 2 3
9. Poor wound healing a 1+ 2 3 24. Chronie lung congestion o0 1t 2 3
10. Hair falls out o 1 2 3 25. Use aspirin, Tylenol regularly NO YES
11. Swollen lymph glands 0 1 2 3 26. Wheezing o 1 2 3
12, Ear infestion L S D 27. Skin rashes 0 1 2 13
13. Hair grows slowly o 1 2 3 28. Sneezing o0 1 2 3
14. Slow to recover from cold or flu . A & A
Part V :
Section A: Section B: .
1. Difficulty breathing at night G 1 B 3 = E’t“m;a"ds e -
2. Chest pain while walking 0 1 2 3 . = ETTEL ) .
i i . 3. Galf muscles cramp while walking o 1 g2 3
3. Heaviness in legs g 1 .2 12 PR T e 0 1 2 3
4. Calf muscles cramp while walking 0 1 2 13 : b -
5. Numbness in extremities o 3 2 3
5. Heart pounds easily 0 1 2 3 B : 0 1 2 3
6. Feel jittery b 4 2 3 g SN Sncamion 5 i
7. Heart misses beats or has extra beats 0 1 2 3 ¥: . Singing in s -
B. Swelli 8. Ear canal hair NO YES
. awelling of feet and ankles o0 1 2 3 gz i
9. Rapid beating heart o1 2 3 9. Tingling and/or burning in hands or feet NO YES
10. Heartburn after eating 0 1 2 3 10. Spider veins on nose andjor face N0 YES
11. Pain in left arm 6 1 2 3 3 ;
12, Exhaust with minor exartion o 1 2 3 Section C:
13. Do you do aerobic exercise? NO YES 1. Pain when getting up in moming in
14. Have you ever exercised regularhy? MO YES back of head and neck ¢c 1 2 3
13. Drink 5 or more cups of coffee daily MO YES 2. Dizziness a 1 2 3
16. Severe cough MO YES 3. Vertign 0 1 2 3
17. Has a doctor ever told you that you 4. Blushing with no apparent cause ) [ (e
have hear trouble? NO YES 5. ks your blood pressure high? MO YES(10)




Part -"ul'l

14. Low backache

16. Forgetful o 1 2
2 i Y
Section A: 17. Calrmer after eating WO YES
| 1. Cizziness when standing suddenly 0 1 2 3 -
2. Loss of vision when standing suddenly 0o 1 2 13 ?es_ﬁ :;“ - m 0 1 2 3
3. Crave sweets 0o 1 2 3 2' g thirst 01 2 1
4. Headaches relieved by eating sweetsoralechal 0 1 2 3 : Lm"‘“““‘dmdr fmn i i o 4 '3 3
5. Feel shaky or jittery 0 1 2 3 3. Lowered resistance to infectio 0 g B
6. Iritable if a meal iz missed 0 1 2 3 4. Ez*"ﬂw f G 3 B
7. Wake up in middle of night craving sweets 0 1 2 3 g sl “”9:;:" e LR &
B. Feel tired or weak if a meal is missed 0 1 2 3 e b By B
9. Heart palpitations after eating sweets 0 1 2 3 ;- Cxisnfarin i e i 4 5 &
10. Need to drink coffes to get started o 1 2 3 el alinfuln e~ 5. h 3§
11. Impatient, moody, nervous o 1 2 3 8. é‘;"g yesig L ” n
12. Feel tired 1 to 3 hours after eating 0 1 2 3 L2 dm‘:ﬂﬂ”mm’;gm?“ N
Pl g 2 =2 3 11. Family history of diabetas 0 1 2 3
. aint o 1 2 3 12 ki NO YES
15. Poor concentration o1 2 3 - Sugar in urine
Part VI 7. Shortness of breath 0 t 2 3
1. Crest pain & 1 2§ | Rt o Lesaihe 5 h = &
g. D:#ii:ﬁyobcriga%ing g -: §_ g 10. infections settle in lungs 0 1 2 3
4. Caughi Blsod o 1 2 3 11. Live or work around people who smoke o0 1 2 3
o el o 1 2 3 A, Prorahinis 0 aooun
2 Paingm ;?ndpﬁr;s &g 8§ § & & 13. Exposed to chemicals and radiation Ng :Eg%
: 14. Smoker M
Part Vil 10. Cloudy urine 0o 1 2
i 11. Strong smelling urine o 1 2
1. Frequent urination o 1 2 3 . F .
2. Frequent bladder infections o 1 2 3 12 %ifp:?;;gﬁ::::ﬁ::md il a 1 =z
3. Rarely need to urinate 0 1 2 3 A A .
4, Urination when you cough or sneeze o 1 2 3 :lli :f'wg;'m;.r hl’.rgg;ﬁ;fcuuns NOSNES
5. Painful/burning when passing urine o 1 2 3 g rir:: L tract .mfecm.'cgs NO YES
6. Ditficulty passing urine o 1 2 3 ; swwhendid oﬂ’r;ast A
7. Dripping after urination o 1 2 3 Tr?atll‘nerﬂ durﬂﬂ?tl:-n
e i . B 4 £ 2 15. Back pain in the Kidney area e O
9. Rose colored (bloody) urine li] ] 2 3 B Chinpral i IeReatn o 1 =z 3
Part IX (Males only) erection b 4 £ 2
Section A: 2. Low sexual drive 60 1 z 3
i 3. Pramature ejaculation o 1 2 3
1. Difficulty urinating 0 2 3 4. Painfecldness in génital area g 1 2 3
2. Asense of bladder fullness 0 2 3 5. Infertile NO YES(5)
3. Increased straining with smaller and B. Varicosae veins on scrolum NO YES
smaller amounts of urine passed 0 1 2 3 7. Low sperm count MO YES (9)
4. Rose colored (bloody) urine o 1 2 3
5. Fain or burning while urinating 0 1 2 3 Section C:
6. Wake up to urinate at night o 1 2 3 1. Miacharge o penis 0 1 2 3
7. Dripping after urination 0 1 2 3 2' Past or present rash on penis 0 1 2 3
8. Pain or fatigue in the lags or back 0 1 2 13 - smuenpgemmls 0o 1 2 1
9. Lack of sox drive o 1 2 3 1 i 5
aculati : 4. Swelling in groin 0o 1 2 3
10. Ejaculation causes pain o 1 73 5. Venereal disease (gonorrhea, syphilis,
5 & herpes or othor) MO YES (9}
Section B: Have V.0, now? o Had is past?
1. Dithiculty attaining and/or maintaining an T
Part X (Females only) 15. Other
S.E[:'II.DH A _ o . Section B:
Circle if you experience any of these symptoms within approximately 2 1. Vaoinal #ehi o 1 2 3
weeks (ovulation) prier to menstruation. (Section A only) -y v:gu!nal :;!iscggrge o 1 2 3
;' ﬁn::?iwmmgm = g : g '.i 3. Low or no desire for sex o 1 2 3
S IO E 4. Dislike for imercourse o 1 2 3
3. Moodiness/irritability -1 2 3 5. Missad periods NO YES
4. Bloating and swelling £ & 2 B 6. Over 15pﬂm of age and have not .
5. Nausea Md{armnm 0 1 2 3 begun menstruation NO YES
& Ju.5-1.|”rl.“.:l'.‘l-al feeling E;I{'J TES:;U:I 7. Unable o get pregnant NO YES
f xigty 3 R .
B. Leg cramps and tenderness o 1 2 3 B Mecwiages NO YES
. Asthma attacks NG YES(10) HOW MANY
10, Headaches o 1 2 3
11, Easily distracted 0 1 2 3 .
12. Anger o 1 2 3 9. Abortion hwmw‘ﬁinw
13. Tender breasts 0 1 2 3 i
0 1 2 3

[

L]




Part X {Females only) Continued 5. Pain in ovaries R
Section C: 6. Breast lumps MO YES(10)
7. Breasts sore to touch 0 1 2 3
Check if you experience any of these symptoms during menstruation. B. Breasts painful 0 1 2 3
tSactmn C only) 4, Water retention 0 1 2 3
. Low abdominal pain ] 1 2 3 10. Swollen feeling o 1 2 3
?. Dull ache radiating to low back or legs o 1 2 3 11. Premenstrual breast pain or discomfort o 1 2z 3
3. Increased urinary frequency 0o 1 2 3 12. Mother used D.E.S. (hormaones) while
4. Pelvic soreness o0 1 2 a3 pregnant NO YES
5. Diarrhea 0 1 2 3 13. Recent pap smear positive NO YES(15)
6. Headaches o 1 2 3 14. Family history of breast cancer NO YES
7. Abdominal bloating o 1 2 3 15. Form of birth contrel:__None _ Pill __ IUD __ Sponge
8. Menstrual pain o1 2 3 Diaphragm _ Foam N
8. Nausea and/or vomiting o 1 2 3 Other "_
10. Have to lie down on first 1 or 2 days o
of period 0 1 2 3 : .
11, Craving for sweets 01 2 3 ?an E 3 0 1 2 3
12. Insomnia 0 1 2 3 gl s & & &
13. Light seanty blood flow 0 1 2 3 T mrent N
14. Pain and cramps without blood flow g 1 2 3 o, PRy Sy ; o1 2 3
15. Heavy menstrual bleeding 01 2 3 s i 5 & 5
16. Anxiety about menstrual cycle 0o 1 2 a Eidut RO i 3 = 5
R erain dL_ln'ng pafiod i progressively getting ?: Hraw?:deeding two weaks/month o1 2 3
WS with e @ &% 2 4 B. Sweating throughout day o1 2 3
: g 8. Dryness of skin, hair, and vagina o 1 2 3
Section D: 10. Painful intercourse o 1 2 3
1. Vaginal bumps and sores 0 1 2 3 11. Vaginal pain o 1 2 3
2. Pubic area sore 0 1 2 3 12. Vaginal itching L1 2 3
3. Ovarlan cysts NO YES(10) 13. Osteoporosis (Bone loss) NO YES
4. Uterine eysts WO YES(10)
Part XI 3. !:Iuacla E:arrrp: : g : g g
- . 4. Pain in arms, hands
Section A 5. Leg cramps at night 6o 1 2 3
1. Pain in fingers D 1 2 3 6. Stitf all over e 1 2 3
2 Bones sore/painful 0 1 2 3 7. Stiff in morning o 1 2 3
3. Eat meat . 1 2 B 8. Unable to sit straight e 1 2 3
4. Cavities b 1 2 3 9. Pain in neck and/ar shoulders o0 1 2 3
5. Anthritis B 1 2 3 10. Back pain a 1 2 3
6. Drink carbonated beverages/soda oz. per week YES
7. Gurn dizease NO YES Section C:
B. Bone lpss NO YES
e TR NO YES ;_ g;;: ﬂ':lTrlublejmms {double-jointed) g : g g
10. Use antacids - N R 2 B R wied oL 50 & &
11. Dentures NO YES 4. Ahletic injury o ke o
12. Bone deformity ND YES 5 Bursitis 0 1 2 3
13. Told you have osteoporosis/osteomalacia WO YES(5) - T:ﬂdnn i 2 1 2 3
14 Recent bone fracture WO YES ok ;i' b g g i
15. Are you post menopausal NO YES B. Slt:;pplt[:d gisc HO YES(S)
g : . 9. Hermated disc NO YES(10)
ection B: 10. Los in height NO YES
1. Muscle spasms o 1 2 3 1. Injure easily NO YES
2. Tightness in shoulder muscles o 1 2 3
Part XII ?0 Iirnbs Ifn&l_m haau;{-lm hold up g : : i
i . Loss of grip streng b
,1' H.de sl lieay . g 1 £ o 11, Tingling pain sensation o 1 2 3
2. Light headedness/fainting o0 1 2 3 12, Convulsions NO YES(10)
3. Loss of balance g 1 2 3 13. Incoordination D 1 2a
4. Dizziness 0 1 2 3 14. Mervousness o 1 2 3
5. Ringing/buzzing in ears o 1 2 3 15 Accident prone NO YES
6. Trambiing r.tanl:fls o ! 2. 3 16. Loss of muscle tone NO YES
7. Loss of teeling in hands and/or 17. Need for 10-12 hours sleep MO YES
feet im'_«"%} . ) o 1 2 3 18. Have had shingles NO YES
8. Exhaustign on slightest effort 0 1 2 3
Part Xl Do yod-have any other symptoms that have not been covered in the
1. Nig i D 1 -2 1 questionnaire? .
2. Can't fall asleep 0 1 2 3 =
3. Intense dreams 0 1 2 3
4. Leg cramps/restiess leg at night a 1 2 3
5. Restiess, uneasy sleeper o 1 2 3
6. Awake frequently throughout night NQ YES -
7. Wake up in the middle of night, can't
fall back to sleap NO YES

8. Sleep walk

NO YES




