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Male Symptom Assessment

Name:

Date:

Symptom (please place check mark)

Never Mild Moderate

Severe

FatiUE.....cei it csnnss s ssnassssnassnsssnanns
Night sSWeats.......ccccciiniiininnnnnninnninenn s sssssnessnns
Hot flashes.......ccceiieecciirietcec e e ass e snes
Decreased focus/mental clarity/concentration..........
Decreased seX driVe........cciieeinsecsnennssesssensecsscanessnns
Decreased ability to perform sexually..........ccccceuueeen..
ANXIEY ... e ceee e rcnerrenerseserse s essasesssasanessnanessnsensnnans
Depressed Mood.......ciiecinennnnnineninnennenesnnennesnennes
Joint pain/achiness.........ccoveveireeneeneeneenenennessessessessnees
Moodiness/Irritability .........cccceeeeverieneceesessesnsnseneesneens
Decreased motivation ...,
Chronic constipation ........rcvrrcececrcceccecncee e
Feeling cold all the time.......ccoecrreerecrrcee e,
Restless sleep/wake frequently/insomnia................

Breast Development..........cccveeneenneennneecreneecseeeseecnes
Decrease in body hair........ccovemreicircrcccecneccnennssnecenne
RapPid HAir LOSS....cccceeeueererensneeceensseecseesssnessensesaeessnsesenns
Decreased muscle Mass .......ccceeverrnncinssensnnncsnsssssnnnnns
New headaches/migraines.........cccoeevrereereevernrsnrsnnnnnne
Weight Gain/Belly Fat/Inability to Lose Weight .....
Decline in general well-being...........ccceevurevvecurrnrnnne.
Decreased morning erections ..........ccceeeeecveecrseecrennes
Inability to maintain erection.........ccccveveecrvneinenrinnecnnne
Tried Viagra/Cialis without benefit.............cceene.....

Other symptoms that concern you:
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