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Inspired Chiropractic and Wellness

General Information

Name First Middle Last
Preferred Name
Date of Birth
Age
Gender  OMale OBemale
Genetic Background  CIBrican (J0fucasion (IBfropean (JNative American
[JBKian [IHfispanic LIMIliddle Eastern Lo
Highest Education Level ~ OHligh School =~ OfGraduate ~ ORost-Graduate
Job Title
Nature of Business
Primary Address ~ Number, Street Apt. No.
City State Zip
Alternate Address ~ Number, Street Apt. No.
City State Zip
Home Phone 1
Home Phone 2
Work Phone
Cell Phone
Fax
Email
Emergency Contact ~ Name Phone Number
Address Apt. No.
City State Zip
Physician ~ Name Phone Number
Fax
Referred by

ODoctor referral OlVebsite OBriend or Family Member ODther
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PHARMACY INFORMATION

Compounding/

Supplement Pharmacy ~ Name Phone Number
Address
City State Zip
E-mail fax*

* It is extremely important that you list the pharmacy’s fax number.

CREDIT CARD INFORMATION

Patient Date

DOB

Preferred Method of Payment (please circle one): Cash / Check / Credit Card
Credit Card Type (please circleone): VISA MASTERCARD  DISCOVER

*Note: If Discover isyour primary card, please provide another card (i.e., MC or Visa) for transactions
(i.e., supplement orders, etc.) that we may need to process.

Primary Card Secondary Card

Name on Card Name on Card

Card Type OWisa OMasterCard ODiscover Card Type OWisa OMasterCard ODiscover
Account Number Account Number

Expiration Date (mm/yy) Expiration Date (mm/yy)

CVvVv# CVV#
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Medical Questionnaire

ALLERGIES

Medication/Supplement/Food Reaction

COMPLAINTS/CONCERNS

What do you hope to achieve in your visit with us?

If you had a magic wand and could erase three problems, what would they be?
1.

2.

3.

When was the last time you felt well?

Did something trigger your change in health?

What makes you feel worse?

What makes you feel better?

Please list current and ongoing problems in order of priority:

Mild

Describe Problem Prior Treatment/Approach

Success

Good

Fair

> | Moderate
Severe

Example: Post Nasal Drip Elimination Diet

X | Excellent
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MEDICAL HISTORY

M = Past Condition [ =0Ongoing Condition

Diseases/Diagnosis/Conditions Check appropriate box and provide date of onset

Gastrointestinal
O Irritable Bowel Syndrome

Om Inflammatory Bowel Disease

O Crohn's

O Ulcerative Colitis

(I Gastritis or Peptic Ulcer Disease
O GERD (reflux)

O Celiac Disease

O Other

Cardiovascular
O Heart Attack

O Other Heart Disease

O Stroke

O Elevated Cholesterol

O Arrythmia (irregular heart rate)
O Hypertension (high blood pressure)
OO Rheumatic Fever

O Mitral Valve Prolapse

Om Other

Metabolic / Endocrine
O Type 1 Diabetes

O Type 2 Diabetes

O Hypoglycemia

O Metabolic Syndrome

(Insulin Resistance or Pre-Diabetes)
M Hypothyroidism (low thyroid)

M Hyperthyroidism (overactive thyroid)
O Endocrine Problems

M Polycystic Ovarian Syndrome (PCOS)
Om Infertility

O Weight Gain

O Weight Loss

O Frequent Weight Fluctuations

O Bulimia

O Anorexia

OJD Binge Eating Disorder

OO Night Eating Syndrome

I Eating Disorder (non-specific)

O Other

Cancer
Om Lung Cancer

M Breast Cancer

O Colon Cancer

O Ovarian Cancer

O Prostate Cancer

Om Skin Cancer

O Other

Genital and Urinary Systems
O Kidney Stones
0Om Gout
O Interstitial Cystitis
OM Frequent Urinary Tract Infections
O Frequent Yeast Infections
O Erectile Dysfunction

or Sexual Dysfunction
Om Other

Musculoskeletal/pain
O Osteoarthritis
OmM Fibromyalgia
O Chronic Pain
O Other

Inflammatory / Autoimmune
O Chronic Fatigue Syndrome
O Autoimmune Disease
O Rheumatoid Arthritis
OO Lupus SLE
O Immune Deficiency Disease
O Herpes-Genital
M Severe Infectious Disease
OmM Poor Immune Function

(frequent infections)
O Food Allergies
O Environmental Allergies
O Multiple Chemical Sensitivities
O Latex Allergy
O Other

Respiratory Diseases
Om Asthma
OmM Chronic Sinusitis
Om Bronchitis
O Emphysema
O Pneumonia
OmM Tuberculosis
O Sleep Apnea
Om Other

Skin Diseases
DM Eczema
M Psoriasis
M Acne
OO Melanoma
Om Skin Cancer
Om Other
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Medical History (Continued)

M = Past Condition [ =0Ongoing Condition

Neurologic / Mood
Om Depression

Om Anxiety

O Bipolar Disorder

M Schizophrenia

O Headaches

O Migraines

0o ADD/ADHD

Preventive tests and date of
last test

Check box if yes and provide date
O Bull Physical Exam

[JBone Density

I Colonoscopy

O Cardiac Stress Test

CJEBT Heart Scan

OBKG

0 Hemoccult Test-stool test for blood
OMRI

OCT Scan

0 Wpper Endoscopy

O Wpper Gl Series

O Wltrasound

Injuries

Check box if yes

OBack injury  CHead Injury
O MNeck Injury  CIBroken Bones

O Autism

Om Mild Cognitive Impairment
OJmM Memory Problems
Om Parkinson's Disease
O Multiple Sclerosis
Om ALS

O Seizures

OJm Other Neurological Problems

Surgeries

Check box if yes and provide date of surgery
] B\ppendectomy
I Hysterectomy +/- Ovaries
I Gall Bladder
CJHernia
CITonsillectomy
O Dental Surgery
O Ioint Replacement—Knee/Hip
(1 Heart Surgery—Bypass Valve
CIAngioplasty or Stent
[JPacemaker

O Other

OJNone

Blood type: OA OB ORAB O0
ORh+ Olinknown

O Dther

Hospitalizations [JMNone
Date Reason
Comments
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Gynecologic History (for women only)

Obstetric History Check box if yes and provide number of

C1Rregnancies [ICaesarean CIWaginal deliveries

[J Miscarriage CJAbortion O Living Children:

[J Post Partum Depression [ Toxemia [ Gestational Diabetes [ Baby over 8 pounds
[IBreast Feeding For how long?

Menstrual History

Age at first period: Menses Frequency: Length: Pain: OlYes ONo  Clotting: OlYes ONo
Has your period ever skipped? For how long?

Last Menstrual Period:

Use of hormonal contraception such as: [ Birth Control Pills [ Patch 1 Nuva Ring How long?

Do you use contraception? Olfes ONo  [OCondom OMDiaphragm OMUD [IPartner vasectomy

Women'’s Disorders [ Hormonal imbalances
[ Fibrocystic Breasts [1 Endometriosis [ Fibroids [ Infertility
(] Painful Periods [ Heavy periods [1PMS

Last Mammogram: (] Breast Biopsy/Date
Last PAP test: OMNormal OBbnormal
Date of Last Bone Density Results: OHigh OLow OWithin Normal Range

Are you in menopause? OlYes ONo
Age at Menopause

(Mot Flashes [Bood Swings [Concentration/Memory Problems [IWaginal Dryness [1Decreased Libido
[JHeavy Bleeding [10oint Pains [1Headaches [IWVeight Gain [C1loss of Control of Urine [1Palpitations

[J Use of hormone replacement therapy. How long?

Men’s History (for men only)

Have you had a PSA done? OlYes ONo

PSA Level: (J00-2 (J02-4 (I04-10 CJO> 10

[JProstate Enlargement [ Prostate infection [JChange in libido [ Impotence
O Difficulty Obtaining an Erection CDifficulty Maintaining an Erection
[JMocturia (urination at night) How many times at night?

[0 Wrgency/Hesitancy/Change in Urinary Stream [JLLoss of Control of Urine
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GI History

Foreign Travel? OlYes ONo Where?

Wilderness Camping? OlYes OMNo Where?

Have you ever had severe: OGastroenteritis ODiarrhea
Do you feel like you digest your food well? OlYes ONo
Do you bloated after meals? OlYes ONo

Patient Birth History

OMerm OPRremature
Pregnancy Complications:

Birth Complications:

[JBreast Fed How long? O] Bottle-fed
Age at introduction of: Solid Foods: Dairy: Wheat:
Did you eat a lot of candy or sugar as a child? O Yes ONo

Dental History

Dental Surgery

[JBilver Mercury Fillings How many?

CJGold Fillings CORoot Canals [Implants [CJTooth Pain [IBleeding Gums
CIGingivitis CIRroblems with Chewing

Do you floss regularly? OlYes ONo
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Current medications

Medication Dose Frequency Start Date (month/year) Reason For Use

Previous medications: Last 10 years

Medication Dose Frequency Start Date (month/year) Reason For Use

Nutritional Supplements (Vitamins/minerals/Herbs/Homeopathy)

Supplication and Brand Dose Frequency Start Date (month/year) Reason For Use

Have your medications or supplements ever caused you unusual side effects or problems? OlYes ONo
Describe:

Have you had prolonged or regular use of NSAIDS (Advil, Aleve, etc.), Motrin, Aspirin? OlYes OlNo

Have you had prolonged or regular use of Tylenol? OlYes ONo

Have you had prolonged or regular use of Acid Blocking Drugs (Tagamet, Zantac, Prilosec, etc.) OlYes OlNo
Frequent antibiotics > 3 times/year OlYes ONo

Long term antibiotics OlYes OlNo

Use of steroids (prednisone, nasal allergy inhalers) in the past OlYes ONo

Use of oral contraceptives OlYes ONo
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family History

Check family members that apply

Mother

Father

Brother(s)

Sister(s)

Children

Maternal

Grandmother

Grandfather

Maternal
Paternal

Grandmother

Paternal
Grandfather

Aunts

Uncles

Other

Age (if still alive)

Age at death (if deceased)

Cancers

Colon Cancer

Breast or Ovarian Cancer

Heart Disease

Hypertension

Obesity

Diabetes

Stroke

Inflammatory Arthritis
(Rheumatoid, Psoriatic, Ankylosing Sondylitis)

Inflammatory Bowel Disease

Multiple Sclerosis

Auto Immune Diseases (such as Lupus)

Irritable Bowel Syndrome

Celiac Disease

Asthma

Eczema/ Psoriasis

Food Allergies, Sensitivities or Intolerances

Environmental Sensitivities

Dementia

Parkinson’s

ALS or other Motor Neuron Diseases

Genetic Disorders

Substance Abuse (such as alcoholism)

Psychiatric Disorders

Depression

Schizophrenia

ADHD

Autism

Bipolar Disease
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Social History

Nutrition History

Have you ever had a nutrition consultation? OlYes OMNo
Have you made any changes in your eating habits because of your health? OlYes ONo Describe

Do you currently follow a special diet or nutritional program? OlYes ONo

Check all that apply:

CJlow Fat CJLow Carbohydrate CHigh Protein O Low Sodium O Diabetic Mo Dairy [CMNo Wheat
CIGluten Restricted CWegetarian [ONegan [WItrametabolism

[18pecific Program for Weight Loss/Maintenance Type:

I Dther

Height (feet/inches)

Usual Weight Range +/- 5 Ibs

Highest adult weight

Weight Fluctuations (> 10 Ibs.) ONes ONo

Current Weight
Desired Weight Range +/- 5 Ibs
Lowest adult weight

Body Fat %

How often do you weigh yourself? O Daily O Weekly OMonthly ORarely ONever
Have you ever had your metabolism (resting metabolic rate) checked? OlYes OMo If yes, what was it?

Do you avoid any particular foods? ONes OMo If yes, types and reason

If you could only eat a few foods a week, what would they be?

Do you grocery shop? OlYes OMo If ho, who does the shopping?

Do you read food labels? OlYes OMo

Do you cook? OlYes ONo If no, who does the cooking?

How many meals do you eat out per week? OD-1 Ol-3 OB-5 OB5 meals per week
Check all the factors that apply to your current lifestyle and eating habits:

(] Hast eater

(] Erratic eating pattern

[J Eat too much

[JLate night eating

I Dislike healthy food

[JMime constraints

[J Eat more than 50% meals away from home

CIMravel frequently

[JMNon-availability of healthy foods

JDo not plan meals or menus

[JReliance on convenience items

[JRBoor snack choices

I Bignificant other or family members don't like
healthy foods

I Bignificant other or family members have special
dietary needs or food preferences

[JLove to eat

O Eat because | have to

[J Have a negative relationship to food

JBtruggle with eating issues

CJEmotional eater (eat when sad, lonely,
depressed, bored)

(] Eat too much under stress

(] Eat too little under stress

CODon't care to cook

[J Eating in the middle of the night

O Confused about nutrition advice

The most important thing I should change about my diet to improve my health is:
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Smoking

Currently Smoking? OlYes ONo How many years? Packs per day:
Attempts to quit:
Previous Smoking: How many years? Packs per day?

2nd Hand smoke exposure?

Alcohol Intake

How many drinks currently per week? 1 drink = 5 ounces wine, 12 oz beer,1.5 ounces spirits
ONone O-3 O&-6 OF-10 OB 10 If “None,” skip to Other Substances

Previous alcohol intake? OlYes (OMild OModerate OHigh) O None

Have you ever been told you should cut down your alcohol intake? OlYes ONo

Do you get annoyed when people ask you about your drinking? OYes OMo Do

you ever feel guilty about your alcohol consumption? OlYes ONo

Do you ever take an eye-opener? OlYes OMo

Do you notice a tolerance to alcohol (can you “hold” more than others)? OlYes ONo
Have you ever been unable to remember what you did during a drinking episode? OlYes ONo
Do you get into arguments or physical fights when you have been drinking? OlYes OMNo
Have you ever been arrested or hospitalized because of drinking? OlYes OMNo

Have you ever thought about getting help to control or stop your drinking? OlYes ONo

Other Substances
Caffeine intake: OlYes OBlo Cups/day: COCoffee/ OTea OO OR-4 OB 4 aday
Caffeinated Sodas or Diet Sodas Intake: OlYes OMNo

12-ounce can/bottle/day Ol OR-4 OB 4 a day

List favorite type: Ex. Diet Coke, Pepsi, etc.
Are you currently using any recreational drugs? OlYes OMNo Type

Have you ever used IV or inhaled recreational drugs? OlYes ONo

Exercise
Current Exercise Program: Activity (list type, number of sessions/week, and duration of activity)

activity type frequency perweek | Duration in minutes

Stretching

Cardio/Aerobics

Strength

Other (yoga, pilates, gyrotonics, etc.)

Sports or Leisure Activities
(golf, tennis, rollerblading, etc.)

Rate your level of motivation for including exercise in your life? O Low OMedium O High
List problems that limit activity:

Do you feel unusually fatigued after exercise? OlYes OMNo
If yes, please describe:

Do you usually sweat when exercising? OYes O No

page 11



Psychosocial

Do you feel significantly less vital than you did a year ago? OlYes ONo

Are you happy? OYes OMNo

Do you feel your life has meaning and purpose? OlYes ONo

Do you believe stress is presently reducing the quality of your life? OlYes ONo

Do you like the work you do? OlYes ONo

Have you ever experienced major losses in your life? OlYes OlNo

Do you spend the majority of your time and money to fulfill responsibilities and obligations? OlYes ONo
Would you describe your experience as a child in your family as happy and secure? OlYes ONo

Stress/Coping
Have you ever sought counseling? OYes ONo

Are you currently in therapy? OlYes OMNo Describe:
Do you feel you have an excessive amount of stress in your life? OlYes ONo

Do you feel you can easily handle the stress in your life? OlYes ONo

Daily Stressors: Rate on scale of 1-10

Work _ Family Social _ Finances Health Other_

Do you practice meditation or relaxation technique? OlYes ONo How often?

Check all that apply: [ Yoga [J Meditation [J Imagery CIBreathing I ai Chi I Prayer [ Other:

Have you ever been abused, a victim of a crime, or experienced a significant trauma? OlYes ONo

Sleep/rest
Average number of hours you sleep per night: O810 ©8-10 OB-8 OK 6

Do you have trouble falling asleep? OlYes OMo Do
you feel rested upon awakening? OlYes ONo Do
you have problems with insomnia? OlYes ONo Do
you snore? OlYes ONo

Do you use sleeping aids? ONes OMNo Explain:

roles/relationship
Marital status O Single O Married O Divorced OGay/Lesbian O Long Term Partnership OWidow
List Children:

Child’s Name Age Gender

Who is living in Household? Number Names

Their Employment/Occupation:

Resources for emotional support?
Check all that apply: C18pouse CIFamily [ Friends [C1Religious/Spiritual [Pets [1Other:

Are you satisfied with your sex life? OYes ONo
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How well have things been going for you? Very Well | fine Poorly Does not apply

Overall

At school

In your job

In your social life

With close friends

With sex

With your attitude

With your boyfriend/girlfriend

With your children

With your parents

With your spouse

Environmental and Detoxification assessment

Do you have known adverse food reactions or sensitivities? OlYes OMNo If yes, describe symptoms

Do you have any food allergies or sensitivities? OlYes List all: ONo

Do you have an adverse reaction to caffeine? OlYes OlNo

When you drink caffeine do you feel: O Irritable or Wired OBches & Pains

Do you adversely react to: Check all that apply:

[0 Monosodium glutamate (MSG) [0 Aspartame (Nutrasweet) [ Caffeine [0 Bananas [ Garlic [ Onion
[J Cheese [ Citrus foods [ Chocolate [ Alcohol [0 Red Wine

[J Sulfite containing foods (wine, dried fruit, salad bars) [ Preservatives (ex. sodium benzoate)

[ Dther:

Which of these significantly affect you? Check all that apply:

[JCigarette Smoke [JRerfumes/Colognes [JAuto Exhaust Fumes [ Other:
In your work or home environment, are you exposed to: Cl@hemicals [Electromagnetic Radiation [JMold

Have you ever turned yellow (jaundiced)? OlYes ONo
Have you ever been told you have Gilbert’s syndrome or a liver disorder? OlYes ONo
Explain:

Do you have a known history of significant exposure to any harmful chemicals such as the following:
[CJHerbicides [IIhsecticides (frequent visits of exterminator) [JResticides [JDrganic Solvents

(1 Heavy Metals [ Other
Chemical Name, Date, Length of Exposure

Do you dry clean your clothes frequently? OlYes ONo
Do you or have you lived or worked in a damp or moldy environment or had other mold exposures? OlYes ONo
Do you have any pets or farm animals? OlYes OlNo
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Symptom review

Please check all current symptoms occurring or present in the past 6 months.

general

[1Cold Hands & Feet
[(1Cold Intolerance

[ Dow Body Temperature
[JLow Blood Pressure

L1 Daytime Sleepiness

L1 Difficulty Falling Asleep
L] Barly Waking

(] Batigue

[1Bever

[1Blushing

[1Hleat Intolerance
[1Night Waking
[1Nightmares

[1Blo Dream Recall

Head, eyes & ears

L1 Conjunctivitis

L1 Distorted Sense of Smell
L1 Distorted Taste

(] Bar Fullness

(] Rar Pain

L] Bar Ringing/Buzzing

L1 0id Margin Redness
[1Rye Crusting

[1Bye Pain

[1Hlearing Loss

[1Hlearing Problems

[ Headache

[1Migraine

[1Bensitivity to Loud Noises

[JWision problems (other than glasses)

[JMacular Degeneration
] Witreous Detachment
] Retinal Detachment

musculoskeletal
[JBack Muscle Spasm
(] Calf Cramps
[1Chest Tightness
[JBoot Cramps

[ Toint Deformity
I doint Pain

1 Joint Redness
(1 doint Stiffness
[1Muscle Pain
[JMuscle Spasms
[JMuscle Stiffness

Muscle Twitches:
[1Bround Eyes
LIBrms Or Legs

[JMuscle Weakness

[JMeck Muscle Spasm

[JMendonitis

[1Mension Headache

C1@TMJ Problems

Mood /[ Nerves
[1BAgoraphobia

LI Bnxiety

1 Auditory Hallucinations
[IBlack-out
[1Depression
Difficulty:

0 M Concentrating

0 [Mwith Balance

0 [MWith Thinking

0 MWith Judgment
0 [MWith Speech

0 MWith Memory
[JDizziness (Spinning)
[ Bainting
[]Bearfulness

[ Irritability
[1Light-headedness
[JMumbness

L1 Other Phobias

[ Ranic Attacks
[]Raranoia
[JBeizures

[JBuicidal Thoughts
CIMingling
CIMremor/Trembling
[JWisual Hallucinations

eating

[IBinge Eating

LI Bulimia

I Can't Gain Weight

[JCan't Lose Weight

[]Cant Maintain Healthy Weight
[JBrequent Dieting

[JRoor Appetite

[JBalt Cravings

[1Carbohydrate Craving (breads, pastas)
[1Bweet Cravings (candy, cookies, cakes)
[JChocolate Cravings

[ Caffeine Dependent
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Digestion
[C1BAnal Spasms
[IBad Teeth
[IBleeding Gums
Bloating of:
0 [MLower Abdomen
0 [MWhole Abdomen
0 [MBloating after meals
[JBlood in Stools
CIBurping
[1Canker Sores
[1Cold Sores
[1Constipation
[1Cracking at Corner of Lips
LICramps
LI Dentures w/Poor Chewing
[IDiarrhea
L1Rlternating Diarrhea and Constipation
LI Difficulty Swallowing
LI Dry Mouth
[JBExcess Flatulence/Gas
[1Bissures
[1Boods “Repeat” (Reflux)
[1Gas
1 Heartburn
[1Hemorrhoids
[IIhdigestion
[JNlausea
] Wpper Abdominal Pain
L1 Womiting
Intolerance to:
[J[actose
0 Al Dairy Products
0 [MWheat
0 MGluten (Wheat, Rye, Barley)
Corn
0 [MEggs
0 [MBatty Foods
0 [¥east
[ Liver Disease/Jaundice
(Yellow Eyes or Skin)
C1Bbnormal Liver Function Tests
[1Lower Abdominal Pain
[JMucus in Stools
[IReriodontal Disease
[1Bore Tongue
[1Btrong Stool Odor
[JDndigested Food in Stools



Skin Problems
[JBcne on Back
[JBcne on Chest
[JBcne on Face
[JBcne on Shoulders
[JAthlete’s Foot

[ Bumps on Back of Upper Arms

] Cellulite

[ Dark Circles Under Eyes
[ Bars Get Red

[ Basy Bruising

[1Lack Of Sweating
[JEczema

[ Hives

(1 lock Itch

[] Dackluster Skin

[1Moles w/Color/Size Change
C1Dily Skin

[ Rale Skin

[1Batchy Dullness

[1Rash

[ Red Face

[ Bensitive to Bites

[ Bensitive to Poison Ivy/Oak
[JBhingles

[18kin Darkening
[18trong Body Odor

(] Bair Loss

O Witiligo

itching skin
[1Bkinin General
L1BAnus

LIArms

[]Ear Canals

[ Ryes

[]Beet

[1Hands

CIlegs

] Rlipples
[INose

[1Benis

] Roof of Mouth
[1Bcalp
[JMhroat

Skin, Dryness of
[ Ryes
(] Beet
[1Bny Cracking?
L1 BAny Peeling?
L1 Hair
[JBnd Unmanageable?

[ Bands

L1Bny Cracking?

LI1RAny Peeling?
[ Mouth/Throat
[JBcalp

(1 B\ny Dandruff?
[1Bkin In General

lymph nodes

] Enlarged/neck
[JMender/neck

1 ther Enlarged/Tender
[JLymph Nodes

nails

[ Bitten

LI Brittle

[1Qurve Up

[1Brayed

[1Bungus-Fingers

[JBungus-Toes

L1 Ritting

[1Ragged Cuticles

[JRidges

[1Boft

Thickening of:
[1Binger Nails
[ Moenails

[L1MVhite Spots/Lines

repsiratory

[ Bad Breath

[1Bad Odor in Nose
[1Cough-Dry
[1Cough-Productive
] Hoarseness
[JBore Throat

Hay Fever:

0 [MBpring

0 mMBummer

0 MEall

0 [MLChange Of Season
[1Nasal Stuffiness
[JBlose Bleeds
[JRost Nasal Drip
[JBinus Fullness
[JBinus Infection
[1Bnoring
[Wheezing

O Winter Stuffiness

CardioVascular
[IBAngina/chest pain
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[JBreathlessness

[J Heart Murmur

[ rregular Pulse

[ Ralpitations

I Bhlebitis

[JBwollen Ankles/Feet
[JWaricose Veins

Urinary

(1 Bed Wetting
[T Hlesitancy (trouble getting started)
[ Ihfection

[JKidney Disease

[ eaking/incontinence
[1Bain/Burning
[JBrostate Infection

LI Drgency

male reproductive

LI Discharge From Penis

[ Bjaculation Problem

LI Genital Pain

[ Impotence

[JProstate or Urinary Infection
LI Qumps In Testicles

[JBoor Libido (Sex Drive)

female reproductive
[IBreast Cysts

[IBreast Lumps

[ Breast Tenderness

I Dvarian Cyst

[JBoor Libido (Sex Drive)
[1Waginal Discharge
[1Waginal Odor
[1Waginal Itch

[ Waginal Pain with Sex
Premenstrual:

0 [MBloating Breast Tenderness
[ Carbohydrate Cravings
[ Chocolate Craving
[ Constipation

I Decreased Sleep

[ Diarrhea

[ Batigue

[ hcreased Sleep

[ Lrritability
Menstrual:

0 MCramps

0 [ Heavy Periods

0 [ Mrregular Periods

0 M Bo Periods

0 [JBcanty Periods

0 [JBpotting Between
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readiness assessment

Rate on a scale of: 5 (very willing) to 1 (not willing).

In order to improve your health, how willing are you to:

Significantly modify your diet- ©O8 ©8 OB O2 Ol

Take several nutritional supplements each day - OB O#4 OB O2 Ol

Keep a record of everything you eat each day - OB O84 OB O 2 Ol

Modify your lifestyle (e.g.,work demands, sleep habits) - OB ©4 OB O2 Ol
Practice a relaxation technique - ©8 ©8 OB O2 Ol

Engage in regular exercise - O 08 O8 O2 Ol

Have periodic lab tests to assess your progress - OB O OB O 2 Ol
Comments

Rate on a scale of: 5 (very confident) to 1 (not confident at all)

How confident are you of your ability to organize and follow through on the above health related
activities? - OB ©8 OB O2 Ol

If you are not confident of your ability, what aspects of yourself or your life lead you to question your capacity to
fully engage in the above activities?

Rate on a scale of: 5 (very supportive) to 1 (very unsupportive)

At the present time, how supportive do you think the people in your household will be to your implementing the
above changes? - OB O OB 02 Ol

Comments

Rate on a scale of: 5 (very frequent contact) to 1 (very infrequent contact)

How much on-going support and contact (e.g., telephone consults, e-mail correspondence) from our pro-
fessional staff would be helpful to you as you implement your personal health program? - OB ©4 OB O2 Ol
Comments
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