HEALTH HISTORY

Maome Diate of Birth Tadoy's Date

Occupotion Age Haight Sex Murmber of Children
Marital Status: O Single [ Partmer U Married U Seporated U Divorced 0 Widowler)

Are you recovering from a celd or flu? Are you pregnant?

Reason for office visit: Date began:

Dette of kast physical exam Practifioner nome and phane number

Laboratary procedures pedermed [e.g., stool analysis, blood and urine chemistries, hair analysis):

Cuicome

What types of therapy have you tried for this problem|s):
O diet modification U fasting [ vitamins/minerals [ herbs [ homeopothy U chiropracic U ocupunciure U conventional drugs
(1 ather

List current health preblems for which you are being frecled:

Current medications [prescription or overdhecounter):

Major Hospitalizations, Surgeries, Injuries; Please list all procedures, complications (if any] and dates:

Year Surgery, lllness, Injury Clutcome

Circle the level of stress you are experiancing on a scale of 110 10 |1 being the lowest): 1 2 3 4 5 & 7 8 9 10

Idantify the major causes of siress |e.g., changes in job, work, residence or finances, legal problems):

Do you consider yoursalf: 1 underweight U overweight [ just right Your weight taday

Have you had an unintentional weight lass or gain of 10 pounds ar more in the last three months?

Is your job assccioted with patentially harmful chemicals |e.g., pesticides, radionctivity, solvents) or helih and/or life threatening activities (e.g., fireman, farmer, miner)?

[ Corrective lanses [ Dentures [ Hearing aid [ Medical devices,/prasthetics fimplants, describe:

Recent changes in your ability fo: O see O hear [ toste U smell [ feel hot/eold sensations
U move around [sit upright, stand, walk, ren, pick up things, swing your arms freely, furn your head, wiggle fingers)

Strang like for any of the fallowing flavers: [ sour a bitrer U sweet O rich/Tatty O spicy/pungent [ sally

Sirang dislike for any one of the following fovers: [ sour [ bitter O sweet 3 rich/fatry U spicy/pungent [ salyy

Do you: [ Prefer warmth fi.e., food, drinks, weather, etc] [ Prefer cold (i.e., food, drinks, weather, eic] [ Mo preference

Is your sleep disturbed at the same time sach night? If yes, what fime?

Time of day you feel the most energy or the least symptoms: Time of day you feel the warst or your symptoms are aggravated:
d7am-%om O%am-11am D11 am-1pm, O7am-%am d%am=-11am D11 am-1pm
Qipm-3pm O3pm-5pm Q5pm -7pm Qipm-3pm Qipm-5pm O5pm -7 pm.
Q7pm-%pm O%pm-11pm J11pm-1am Q7pm-%pm D%pm-1pm D11 pm-1aom.
Qiam-3am O3am-5am d5am-7am Otam-3am Qiam-5am O5am-7am

Do you experience any of these general symptoms EVERY DAY?

[ Debilitating fatigue [ Shortness of breath I Insomnia O Constipation [ Chrenic poin/inflammation
[ Deprassion 3 Panic attacks O Mausea 1 Facal incontinence U Bleeding
[ Disinterast in sex 0 Headaches 1 Vomiting O Urinary incantinence U Discharge

[ Disinterest in eating O Dizziness [ Diarrhea 1 Low grode fever [ itching/rash




Medical History

[ Asthritis

1 Allergies hoy fever

1 Agthma

O Aleoholism

O Alzheimer's disease

O Avtoimmune disease

[ Blood pressure problems
[ Bronchitis

O Cancer

I Chrenic fatigue syndrome
[ Carpal wnnel syndrome
[ Cholesteral, slevated

[ Circulatory problems

1 Colitis

O Dental problams

[ Depressian

[ Digbetes

[ Diverticular disease

1 Drug addiction

[ Eating disarder

2 Epilepsy

[ Emphysama

1 Eyes, ears, nose, throot problems
[ Environmental sensifivities
2 Fibremyalgia

3 Food intclerance
 Gastroesophageal reflux disease
 Genefic disarder

O Glavcama

U Gout

O Heart diseose

[ Infection, chronic

3 Inflammatery bowel disease
O Irritable bowel syndrome
L Kidney or blodder dissose
O Learning disabilities

3 Liver ar gollbladder diseass
[shanes)

[ Mental illness

[ Mental retardation

O Migraine heodaches

1 Meurglogical problams
{Parkinsan's, paralysis|

O Sinus problems

O Stroke

O Thyroid trouble

O Obesity

0 Osteoporosis

[ Preumania

[ Sexvally fransmitted dizseose

[ Seasanal affective disorder

[ Skin preblems

[ Tuberculosis

) Ulcer

[ Urinary tract infection

[ Vaoricose veins

Ciher

Medical (Men)
(1 Benign prostatic hyperplasia (BPH|
(3 Prostate cancer

[ Decreased sex drive

[ Infertility

] Sexually fransmitted disease
Other

Medical (Women)

I Menstrual irregularities

1 Endomefriosis

I Infertility

O Fibrocystic breasts

[ Fibroids/ovarion cysts

[ Fremenstrual syndrome [PAS]
[ Breast cancer

[ Falvic inflammatory disease
[ Vaginal infactions

[ Decreased sex drive

[ Sexuclly transmitted disease
Crher

Age of first periad

Diate of last gynecological exom

Mommogram [ + a-
Pap [+ a-

Form af birth contral

# of children

# of pregnancies
[ Csection

3 Surgical mencpause

2 Menopause

Date of last mensirecl cycle
Length of eycle ____ doys

Interval of fime betwaen cycles

drys
Any recent changes in normal men-
strual flow [e.g., heavier, large clols,

seanby

Family Health History
(Parents and Siblings)
3 Arthritis

3 Asthmo

3 Aleahalism

[ Alzheimer's disease

3 Cancer

[ Depression

[ Digketes

O Drug addiction

O Eating disordes

[ Genetic discrdar

1 Gloucoma

[ Heart disese

[ Infertility

O Learning disabilities

3 Mental illness

[ Mental retardation

1 Migraine heodaches

1 Meurslegicol disorders
[Farkinson's, paralysis)

[ Obesiy

O Ostecporosis
[ Stroke

1 Suicide

O

her

Health Habits
U Tobaceo:

Cigaraties: #,/day
Cigars: #/day

O Abeohol:

Wine: #glosses/d or wk
Liquor: #ounces/d or wk
Beer: #glosses/d ar wk
1 Coffeine:

Coffee: #6 oz cups/d
Tea: #6 oz cups/d

Soda w/cateine: #cons/d
Other sources

] ‘Water: #glasses,/d

Exercise

[ 57 days per week
(3 3-4 days per week
[ 1-2 days per week

[ 45 minutes or more duration per
wiorkout

[ 3045 minutes durafion per workout
[ Less than 30 minubes

[ Walk

[ Run, jog, jump rope

0 Weight i

3 Swim

2 Bew

O Yaga

Mutrition & Diet

O Mixed food diet fanimal and
vegetable sources)

O Vegetarian

O Vegan

0 Salt restriction

1 Fat restriction

1 Starch/carbohydrate reskricion
[ The Zone Diet

O Total calorie restiction

Specific food restrictions:

O doiry [ wheat [ eggs

Wsoy eomn O all gluten
Other
Food Frequency

Servings per day:
Fruits [citrus, melans, eic.)

Dark grean or desp yellow/oronge

vegelables

Graing [unprocessed|
Beans, peas, legumes
Dairy, eggs

Meat, pouliy, fish

Eating Habits

[ Skip breakfast

O Two meals/doy

[ One meal/day

[ Graze [small frequent meals|
[ Food rotofion

[ Eat constantly whether hungry
or not

[ Generally ot an the run
[ Add salt to faad

Current Supplements
[ Multivitamingmineral

[ Vitamin C

[ Vitamin E

[ EPA/DHA

[J Evening Primrosa/GLA
[ Calcium, source

O Mognesium

O Zinc

[ Minerals, describe

[ Friendly flora (acidophilus|
[ Digestive enzymes

3 Amino acids

O com1o

O Antioxidants [e.g., utein,
resveratrol, efe.)

[ Herbs - teas

[ Herbs - extracts
O Chinese herbs
[ Ayurvedic herbs
O Homeopathvy
O Bach fowers
0 Protein shokes

O Superfoads [2.g., bee pollen,
pﬁ%ﬁﬁi;ngeb?endsle peten

O Liguid meals
Other

Would you like to:
[ Hove more energy

L1 Be sironger

[ Hove meore enderance
O Increase your sex drive
[ Be thinrer

1 Be more muscular

[ Improve your complexion
O Have stronger nails

[ Have healthier hair

1 Be less moody

[ Be less deprassed

[ Be less indecisive

[ Feel mare motivated
[ Be more organized

[ Think more clearly and be more
used

O Improve memary

[ Do beter on tests in schoel

[ Mot be dependant on averdhe-
counter medications like clslpirin,
ibuprafen, antihistamines, sleeping
aids, sic,

[ Stop using laxafives or stool

ners

[ Be free of pain

[ Sleep batar

[ Hove agreeable breath

[ Hove agreeabls body ador

) Heve sironger feeth

[ Get less colds ond flus

[ Get rid of your allergies

[ Reduce your risk of inherited dis-
ense fendencies |e.g., cancer,
heart dizense, sk

@ 2000 Lyra Heller, Michael Katke. Reproduction, photocopying, storage or fransmission by magnefic or electranic means without permissicn is stricily prohibited by low.




HEALTH APPRAISAL QUESTIONNAIRE

Name

Date

DIRECTIONS

This questionnaire asks you to assess how you have been feeling during the last four menths. This information will help you keep track of
how your physical, mental and emofional states respond to changes you make in your eating habits, pricrities, supplement pragram, social and

family life, level of physical activity and time spent on personal growth. All infermation is

complete this questionnaire.

held

in strict confidenca. Take all the fime you need to

For each question, circle the number that best describes your symptoms:
O = No or Rarely—'ou have never experienced the symptom or the symptom is familiar to yeu but you perceive it as insignificant [monthly or less|
1 = Occasionally—Symptom comes and goes and is linked in your mind 1o stress, diet, fotigue or some identifiable trigger
4 = Often—Symptam oceurs 2-3 times per week and/or with o frequency that bothers you encugh that you would like to do something obout it
8 = Frequently—Symptom occurs 4 or more fimes per week and/or you are awars of the symptom every day, or it occurs with regularity on o

maonthly or cyclical basis

Some questions require a YES or NO response: 0=NO 8=YES
= T
= m L | =
5 5 % e %
$iit csiis
285 & 286 =
SECTION A SECTION C jeont.}
1. Indigestion, focd repeats on you after you eat ¢ 1 4 8 . Swool odor is embarrassing G 1 4 8
2. Excessive burping, belching and/or bloafing 7. Undigested food in your stool o1 4 8
following maals ) ; : 2 AR E. Three or more lorge bowel movements daily 01 4 8
j' Stomach spa;ms{n::cmmpmg sluring or uﬁ:r ecfing 0 1 .4 8 9. Diarrheo (frequent loose, watery stool] 01 4 8
. A sensafion that food just sits in your stomogc : o
creating uncomfortable fullness, pressure and 10. Bowel movement shortly affer eafing (within 1 hour] O 1 4 8
bloating during or after o mea a1 48
5. Bad faste in your mu::ul'l'll N 01 48 SECTION D
6. Small amounts of food fill you up Immediatety L 1. Discomfort, pain or cramps in your colon
F Ekip meals or et erratically because you {lower abdeminal areq) o1 4 8
e o dppclie ey == B 2. Emoficnal stress ond/or ecringbrmv fruits and
m:l vegetables causes abdominal blaating, pain, 5 4
cramps or gas 4 8B
G b 3. Generally constipated [or straining during
1. Strong emetions, or the thought or smell of food bowel movements) 01 48
ugg:r:mres }.-'nurh:c:-m{:ch or r:r:kes it hurt 01 48 4. Stool is small, hard and dry 01 4 8
2. Feal hungry an hour or two atfer eoting o :
goodxsizedymeul 01 48 5. Pass mucus in your stool ke
_ _ . &, Alternate between constipation and diarrhea 01 4 8
3, Stomach pain burnlngennd,-"'m aching over a e }
pariod of 1-4 hours after eafing 01 48 7. Ractal pain, itching or cramping 01 48
4. Stomach pain, burning and/or aching relieved by 8. Mo urge to have a bowel movement [O)re (B
E:‘t‘;‘i Focidmé;l::;?f;ﬁéﬁunurﬁ beverages, cream 01 48 2. An almost continual need to have a bowel movement  [OlMe [B)ves
5. Burning sensation in the lower part of your chast,
especially when lying down or bending forward D1 48
&. Digestive problems that subside with rest and relaxation [O)de [Bjres
7. Eating spicy and fatty [fried) foods, chocelate,
coffes, aleshel, citrus or hot peppers couses your 1. When massaging under your rib cage on your
stomach to burn or ache 01 48 right side, there is pain, tendemess or soreness 01 4 8
8. Feel a sense of nousea when you eat 01 4 8 2. Abdominal pain worsens with deep braathing 01 4 8
. Difficulty or pain when swallowing food or bevernge 0 1 4 8 3. Pain at night that may move io your back or
g : right shou?der ’ 01 4 8
I
4. Bitter fluid repeats affer eating 01 4 8
SRFTIONC 5. Feel abdeminal discomfart or nausea when eating
1. "."_l.l"h&r\ massaging wnder your rib cage on your left rich, fatty or fried foods 01 48
sicle, there is pain, tenderness ar soreness 01 48 6. Throbbing temples and/er dull pein in forehead
2. Indigestion, fullness or tension in your abdomen is associated with overeating 01 48
delayed, occurring 2-4 hours ofter eating a meal 01 4 B 7. Unexplained itchy skin thal's worse at night o1 4 8
3. Lower obdominal discomfort is relieved with the
passage of gas or with a bowel movement 01 48 8, Stool color alternates from clay colored to
4, Specific foods/beverages aggravate indigestion g1 4 8 normal brown @18
5. The consistency or form of your stool changes 9. General feeling of poor health 01 438
le.g., from narrow to loose| within he course ef aday O 1 4 B




= 2
= = = -
1 3 $§ 1
e = - ] 2% s
‘a B 3- T g é (=2
288 = 2866 &
10. Aching muscles not due to exercise 0 1 4 B | SECTION A
11. Refain f'Uid and feel swollen around the When you miss meals or go without food for extended periods of time,
abdominal area 01 48 | 4 you experience any of the following symptoms?
12. Reddened skin, especially palms 01 48 1. A sense of weakness o1 4
13. Very strang body odor 01 48 2. A sudden sense of anxisty when you get hungry D1 4
14, Are you embarrassed by your breath? 0148 3. Tingling sensation in your hands 01 4 8
15. Bruise easily [Cre (8)es 4. A sensafion of your heart beating too quickly
16. Yellowish cast fo eyes [ (B]ves or forcefully 01 48
5, Shaky, jittery, hands trembling 01 48
el || 6 Sudden profuse sweating and/er your skin
feels clammy 01 4 8
PART Ill 7. Mightmares possibly associated with geing to bed
on an emply stomach 01 48
SECTION A B. Wake up of night fesling restless 01 48
1. Feel cold or chilled—hands, feet or all over—for no 9. Agitation, easily upset, nervous e 1 2ol
apparent reason o1 4 8 10. Poor memory, forgetful o1 4 8
pa ¥ torg
2. Your upper eyelids look swollen o1 4 8 11. Confused or disorientad a1 4 8
3. Muscles are weak, cramp and/for tremble 0 1 4 8 12. Dizzy, faint 1 4 8
4, Are you forgetful2 0 1 4 8 | 13 Cold or numb 01 48
5. Do you feel like your heart beats slowly o1 48 14. Mild headaches or head poundin 01 48
¥ ¥ p g9
&. Reaction fime seems slowed down 0 1 4 8 | 15. Blurred vision or double vision 01 4 8
7. In general, are you disinterested in sex becausa 16. Feel elumsy and uncoordinated 01 48
your desire is lowE 01 4 8
B. Feal slow-maving, sluggish 01 48 | s
9. Constipation 0. 1 xdin |EETENE -, _
10. Dryness, discoloration of skin and//or hair Oo  (Bves 1. Frequent urination during the day and night 0 1 48
: . _ | thirst—fealing like you can't drink
11, Have you noticed recently that your voice 2. Unusug B lRey
is dEEp&I‘IiI‘Ig? Y 1o [Bvs EI'IOUQI'I woter o1 4 B
12. Thick, beittle nails I:{}]Nu (B 3. Unusual hunger—euhng all the time 01 4 8
13. Weight gain for no apparent reason (e [Bftes 4. Vision blurs QT 48
14. Quter third of your eyebrow is thinning 5. Feel itchy all over 0 &k
or disappearing Clde [Bres &. Tingling or numbness in your feet 01 48
15. Swelling of the neck (Olee [Bfves 7. Sense of drowsiness, lethargy during the daoy
m: not ossocioted with missing meals or not sleeping 01 48
|
8. Eating starchy foods, even if they are healthy and
SECTION B unprocessed [like rice, corn, beans, whole wheat
1. Lingering mild fatigue ofter exerfion or siress 01 4 B Ercﬁulf;::i:;f:?g I” o gnliswalght of prevants, ou O (B
2. ED;I}-'-;; find that you get tired and exhaust b 7 b 9. Sores heal slowly O (Bl
3. Craving for saliy foods o 1 4 8 10. Loss of hair on your legs [Ofrde (B
4. Sensifive fo minor chongas in waather and surroundings 0 1 4 8 Total points
5. Dizzy when rising or standing up from o
kneeling position 01 4 8
&. Dark bluish or block circles under your eyes 01 4 8
7. Have bouts of nausea with or without vomifing 0 1 4 g |SECTIONA
8. Catch colds or infections easily e (B]s 1. Feel jittery a1 48
2, First affort of the day couses pain, pressure,
% an:lzheal tiely F ‘i e (Bim tightness or heaviness around the cﬁesf 01 4 8
10, Your body or parts of your body feel tender, sore, g i . f
sensitive fo the tauch, hot and/or painful 0O 1 4 8 3. Exhaustion wllrh nar er:e_rhon 0: 1.4.8
U1 el i il ol il i o ity 0 1 4 8 4, Heavy sweating |no exarfion, no hot floshes) 1 4 8
fo Bh i REae i L 5. Difficulty catching breath, especially during exercise 0 1 4 8
. Skin is grodually tanning without exposur ; _ ;
to sun or the ingestion of high levels of & HE‘F‘L’ Pﬂﬂﬂdlpg,ls&nsqhon |;|rf |'||er beating too :
carotenerich foods [e.g., daily carrot juica intake) quickly, oo slowly or imegularly 0 4 8
or supplements [Mre (8] s 7. Swelling in feet, ankles ond/or legs comes and
goes for no oppaorent reason 01 4 8




PARTV (cont.) g e
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5% ¢ 3
e
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SECTION B
1. Muzcle pain of rest 1 48
2. Cramp-like pains in your ankles, calves or legs 01 48
3. Mumbness, tingling and prickling sensation in
hands and feel ? D1 4 8
4. Cold Feet and/or toes appear blue 01 4 8
5. Brief moments of hearing loss 01 4 8
&. Mousea comes and goes quickly {unreloted to eating) O 1 4 B
7. Feel worse standing: legs get heavy and laligued 01 48
8. leg discomfort or fatigue relieved by slevatinglegs 0 1 4 8
9. Fingers and toes get numb in celd weather aven
when protected 1 4 8
10. Matice changes in your ability to feel pain or
differentiote between sansations of hot or cold [z [8)es
11. Bady hair [on arms, hands, fingers, legs and toes)
is thinning or has disappeared [Mre (8]
12. Do you nofice a decline in your ability to make
dacisions, concenfrate, focus attention or
follow directions® ([Mre {B]es

PART VI

SECTION A

¥:

Family, friends, work, hobbies or acfivities you hold

dear are no longer of interest

2. Do you cry®

3. Does life lock entfirely hopeless?

4, Would

. Do

and sad, unhappy or blue?

you find it hard to make the best of
difficult situations?

. Sleep problems—ino much er too litle slesp

7. Changes in your appefite and weight

. Lately you've noticed an inakility to think clearly

or concentrabe

. Difficulty making decisions and/or clarifying and

achieving your goals

SECTION B

Does worrying get you down?

. Does every litle thing get on your nerves and wear

you out?

. Would you consider yourself o nervous person?
. Do you feel easily agitated?

. Do you shake and tremble?

. Are you keyed up and jittery®

. Do you tremble or feel weak when ssmeone

shouts at you?

. Do you become scared at sudden movements or

noises at night?

. Do you find yourself sighing a lat
. Ara you awakened out of your sleep by

frightening dreoms?

u daseribe yourself as feeling misarable

points

01
g1
o1
g 1
a1
o1
(O)e
(O
|:'D]Nn

[ T R o o T

0

0

. Do Frightening thoughts keep coming back in your mind? O

— o m m d

18]‘[1::

13"{&:

4

B oEk AR ko

Total points [

]

| ¢ o @ @

13.

o
= o
T8 3
e =1
2 8EF
= 0 0O o
SECTION B jcont,)
12. Do you become suddenly scared for no reasen? 01 4
Do you break out in a cold sweat? 01 48
14. “Butterflies in your stoamach,” nouvsea and/for diarthea 0 1 4 8

SECTION €

I

O b B WOk

PA

[ T (R o S R R AL R

o I U I i |
O 0@ N O b oW R — O O

21.
22.
23,

24
25
26
27
28

Do you feel pent up and ready to explode?

. Are you prone fo noisy and emofional outbursts?

. Do you do things on impulse?

. Are you sasily upset or irritated?

. Do you go to pisces if you don't control yourself?

. Do lifle anncyances get on your nerves and make
you angry?

. Does it make you angry fo have anyone tell you
what to do?

. Do you flare up in anger if you can't have what
you want right cway?

RT VI

. Eyes water or tear

. Mucus discharge from the eyes

. Ears ache, itch, feel congested or sore

. Discharge from ears

. |s your nose confinually congested?

. Are you prone fo loud snoring®

. Does your nose rund

. Mosableads

. Hoarse voice

. Do you hove ta clear your throat?

. Do you feel a choking lump in your throat?
. Do you suffer from severe colds?

. Do frequent colds keep you miserable oll winter?
. Flu symptoms last longer than 5 days

. Do infections setile in your lungs?

. Chest discomfart ar pain

. Do you experience sudden breathing difficulties?
. Do you struggle with shoriness of breath®

. Difficulty exhaling [breathing out]

. Breathlessness followed by coughing during exertion,

no matter how slight
Inaibility to breathe comfartably while lying down
Do you cough up lots of phlegm#

in and outd
. Are you troubled with eoughing?
. Do vou wheeze?
. Do you have severe soaking sweats at night?
. Do your lips and/or noils have a bluish hue?
. Are you sleepy during the doy?

Can you hear noisy rattling sounds when breathing

g i
01
01
01
o1
o 1
o 1
o

Total points -

01
o 1
LR
0 1
0 1
(0]ra
=]
{Clrse
01
g1
0
(Dt
[Hrae
(C)rde
(O]
0 1
01
0 1
0 1
0 1
ool
I |
o1
a1
o1
o1
o 1

Total points -
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= =
PART VIl (cont.) == - = T &
5 5 E A B
sii: B E3
z 6 i E g E £
2%, Do you have difficulty concentrating? 0 1 4 B | SECTION B feant)
30, Eyas, ears, nose, throot ond lung symploms seem 8. Intermittent pain or ache on one side of heod spreading
associated with specific foods |iEE dairy or to chesk, fEIPmp|E|, lower jow, eor, neck and shoulder O 1 4 8
wheat products (e (8)es e : .
¢ Difficulty chewing food or opening mauth 01 4 8
31. Eyas, eors, nose, throat and lung symploms are S : i i
associated with seasonal changes [OMe  [8)ve | 10. Difficulty standing up from a sitting position C 1 48
11. Shooting, aching, tingling pain down the back of leg 0 1 4 8
12. Is it difficult to reach up and get o S-pound object
PART Vil like a bag of Haur from just obove your heod? {Olrio  [Bfres
13. Injure, strain or sprain easily (Ora [B)Yes
1. Inveluntary loss of urine when you cough, lift At o
something or strain during an activity 4 SECTION C
2. Mild lower bock ache or pain 01 4 8 )
: : i 1. Muscles stiff, sore, tense and/for achy 01 48
3. Abdominal achiness or pain 01 48 % st thirobl bk e | G o
4. Pain or burning when urinafing 01 48 3' h:rmll-lgr .y oolm_g orl - b o ml:s.: TR
' I
5. Rarely feel the urge fo urinate 01 48 i e s Gl + 0 B
6. Feal the need to urinate less than every twe hours 4. Is muscle pain or stiffness greater in the mornin
during the day or night 01 48 than other timas of the day? € G 1 4 8
7. Strong smelling urine g 5. Specific points on body feel sare when pressed 01 4 8
8. Back or leg pains are associated with dripping &. Feel unrefreshed upon awakening 0 1 4 8
after urination 01 48
: ; 7. Heodaches 01 48
2. Sore or painful ganitals 01 48
N B. Pain at the sides of your head or in your face
10. Urine is a rose color 01 48 especially whan awdkening 01 48
11. Sudden urge to void couses involuntary loss of urine O 1 4 8 9. Your jaw clicks or pops 01 4 8
12. Generalized sense of water retention throughout 10. Muscle twitch or remor—eyelids, thumb, calf muscle O 1 4 8
your body g1 48 R
. 11, Irresistible urge to move legs 01 48
Jotas po-nts 12. legs move during sleep 01 48
PART IX 13. Unpleasant craowling sensation inside calves when
lying down 01 4 8
14. Hand and wrist numbness or pain [e.g., interferes with
SECTION A writing or with buttoning or unbuttening your clothes) O 1 4 B
1. Bones throughout your entire body ache, feel tendar 15. Feeling of “pins and needles” in your thumb and
or sore 01 48 first three fingers o1 4
2. Lecalized bone pain 0 1 4 8 | 14 Pain in foreorm and sometimes in shoulder 01 4
3. Hands, feet or throat get fight, spasm or feel numb 0 1 4 8
4. Dilficulty sitfing stroight 01 48
5. Upper back pain 01 48
&. Lower back pain 01 48
7. Pain when sitfing down or walking 0 1 4 8 |SECTIONA
8. Find yourselt limping or favaring one leg 01 4 8 1. Head feels heavy 01 48
@, Shins hurt during or ofter exercise 01 4 8 2, Dizzinass 01 48
3. Difficulty bending over, standing up from siffing,
£ o rolling Ever in bed and/er turning your head Eﬂm
SECTION B side to side o 1 48
1. Are you stiff in the moming when you woke up? 01 48 4, Your hands remble, aver so slighly, for no
2. Difficulty bending down and picking up clathing or Sppavell Teclson G & B
anything from the floor 01 48 5. You feel like you're wearing heavy weights on your
; } : , . : feet whan walking 0O 1 4 8
3. Joint swelling, pain or stifiness lnvuhln?.anna of more
areas (fingers, hands, wrists, elbows, shoulders, &. Bump into things, frip, stumble and feel clumsy 01 4 8
toes, arches, feet, ankles, knees or ankles) 01 4 8 7 Dif ;
: _ ) ) . Difficulty breathing 01 4 8
4. laints hurt when moving or u-flhkendmnl'rymg":umghr g 1 4 8 8. Difficully swallowing 01 48
5. A roufine exercise program, like daily walking,
causes your knees Fuc;gm" i g i 9. People tell you to speak up because they have
b o . trouble hearing you 01 48
o glﬁ_:;:l? Spaning jare ot yiare piicily ol 0 1 4 8 | 10 Specking and forming words does not feel automatic 0 1 4 8
11. Meed 10-12 hours of sleep to feel rasted 01 48

7. Discomfort, numbness, prickling or tingling sensation,
or pain in neck, shoulder or arm 01 4 8
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SECTION A jzont) SECTION A fcont.)
12. Lack strength (your grip is weﬂkf holding your head [B]
or picking your arms up tokes efforl) Bl =% 8 5. Abdominal bloating, fesling swollan |e.g., feet) L S
13. Hands get tired whean you write and your handwriting : A
is lass logible and smaller than it used to be [Ojtde [B)es 6. Temparary weight gain Qe (B]ves
14, Muscles in arms and legs seem softer and smaller  {Ojra (B 7. Breost fenderness, swelling {QiNe (] tes
15.1s wi_lc:-ur evesight, sense of smell and faste or ability 8. Appearance of breast lumps (Ol (B]ves
to hear not as sharp as it used to bet Orsa [Bfves 9. Discharge from nipples Oz (8] e
16. Do you find yourself maving slower than you used 108 {Ofra (Bjres | 10, MNausea and/or vomiting [Ojne (B
11. Diarrhea or constipation Ofrde (8] e
SECTION B 12. Aches and pains |back, joints, et Qe [B]Yes
1. Difficulty absorbing new information o1 4 8 |[]
2. Tend 1o forget things 01 4 8 13. Craving for sweets (Ot [B]¥e
3. Trouble thinking or concentrating 6 1 4 g | 14 Increased appefite or binge eating (Olrde [B]Yes
4. ECISil}" distracted 01 4 B 15. Headochas |:C||Nau [B:l‘l'u
5. Do you have o tendency to become 16, Being easily overwhelmed, shaky or clumsy (Ola  [B)ves
frustrated quickly® 0 1 4 8 | 17. Heart pounding (Olrda [B)ves
&. Inability to sit still for any length of fime, even 18. Dizziness or fainting (Ot [B)ves
al maaltime 01 48 o]
s mehmi hosks is ansuarl::aud 1|h::m dmzl S o 19. Confused and forgetful to the point that work suffers O [Blves
g E’;:;ginﬁiﬂﬁ;;:rmeuﬁggg ek o 1 4 8 | 20 Cverwhelmed with feelings of sadness and worthlessness (e [Bjves
% Low tolerance Tor sress and otherwiss 21. Difficulty sleeping or falling asleep [Ce  [Bfres
| ordinary problams 0 1 4 8 | 22 Engaging in self-destructive behavior [CMe (B es
PART XI SECTION B
Do you experience any of these symptoms during your period?
Men D"’y 1. Cramping in lower abdomen or pelvic area [CMe [ B)ves
18 ) ‘ ) biadd Lk 0 1% 8 2. Lower abdominal pain is sharp and/or dull & intermittent [ClMa [8)Yes
, ti t ted
eheala ok ok SMPhING JOAT MBUTRK Somp DY 3. Blooting and sense of abdominal fullness (OMe [B)es
2. Meed to urinate less than 2 hours after yvou have . iy
Hriihed urtnaling 01 4 8 4. Diarrhea or constipation (Ofre (B
3. Find yourself needing to stop and start again 5. Mausea and/er vamifing [CMe  [B)Yes
several fimes while urinating G 1 48 &. Low back and/for legs ache [Ce [B)es
4. Find it difficult to postpane urination 01 48 7. Headaches (OMe (8]
5. Have a weak urinary siream L 8. Unusual fafigue [take nops] resulting in missed work  [OJMe  (8)ves
&, Meed to push o strain o begin urinating o 1 4 8 %_ Painful and/or swollen breasts [Olde (8]t
7. Dripping after urinatien 0 1 4 8 | 10, Scanty blood flow (o (8l
8. Urge to urinate several fimes a night o 1 4 8
Total points SECTION C
PART Xl 1. Painful er difficult sexual infercourse 01 4 8
2. Low abdominal, back and vaginal pain
throughout the manth 01 4 8
Women Dnly 3. Pelvic pressure or pndin wlhi_la siéling down or
(Menopausal women should skip to Sections E and F) sranldmg e I'IB|I&'VB by lying .c:-wn ; £ 1 sl
4, Vaginal bleeding other than during your period o1 4 8
SECTION A 5. Painful bowel movements 01 4 8
Do you persistently experience any of these symptoms within three &. Difficult (siraining] urination 01 48
days to two weeks prior to menstruation? : ;
7. Abnormal veginal discharge 01 4 8
[A] o B. Offensive vaginal discharge 01 4 8
1. Anxious, irritable or restlass (O [B)res 9. Vaginal itching or burning with or without intercourse 0 1 4 8
2. Mumbness, fingling in hands and feet (O [Blves | 10, Poin during periods is geffing progressively worse  [O)ne (8] ves
3. Easy to anger, resentful Oz [Blves | 11. Profuse or prolonged menstrual bleeding Ot {B]res
4. hggressive or hostile toward fomily,/friends (Ol [Bves | 12. Unable to get pregnant O [8]ves

| Total points R




PART X1l (cont.)

No/Rarely
Occasionally
Often

Frequently

Mo/Rarely
Occasionally

Often

Frequently

SECTION D

1

. Absence of periads for six months or langer

2. Periods occur irregularly (e.g., 3 to & times o year]
3. Profuse heavy bleeding during periods
4. Menstrual blood contains clots and fissue
5. Bleeding betwaen periods can occur anytime
&. Periods occur greater than every 35 doys
7. Intense upper stomach pain, lasting several hours
at the time you ovulate |opproximately day 14 of
your cycle)
8. Bleeding occurs at ovulation [approximately
day 14 of your cycle]
2. Monithly abdominal pain without bleeding
10. Abundant carvical mucus
11. Acne and/for aily skin
12. Overwhelming urges for sexual intercourse
13. Aggressive feelings
14, Increased growth of dark facial and/or body hair
15, Poaor sense of smell
14. Voice is becoming deeper
17. Breasts seem 1o be gefting smaller
18, Receding hairline
SECTION E
1. Vaginal discharge
2. Vaginal secrefions are watery and thin
3. Vaginal dryness
4. Sexual intercourse is uncomforiable
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01
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o1
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1
1
1
1
1
1

0
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(O)re
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(o
[0)Mo

o T s s Y s |

(B]tes
(8=
4 B
4 8
4 8
(B ves

oA B R ok K
co oo o0 00 oo

&

(8] ves
(B8]t
(8]
(B8] vias
(8] ren

Total points -
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SECTION E feont.)

5.
&,
. Breast tendernass, soreness

. Difficulty with argasm

. Voginol bleeding after sexual infarcourse

— O 0 @

Interest in hoving sex is low
Engorged breasts

. Da you skip periods?
. The length {number of days] of your period varies

month ta month, with the number of days of
bleeding getfing fewer

SECTION F

1.

@~ O th B W R

Sense of wellbaing fluctuates throughout the day
for no apparent reason

. Sudden het Hashes

. Spontanecus sweating

. Chills

. Cold hands and feet

. Heart baats rapidly or feels like it is fluttering
. Mumbness, tingling or prickling sensations

. Dizziness

. Mantal fagginess, forgetful or distracted

10.
11.
12.
13.
14,
15.

Inability to concentrate

Depression, anxiety, nervousnass and for irrirabihl}-'
Difficulty sleeping

Conscious of new feelings of anger and frustration
Skin, hair, vagina and/er eyes fesl dry

Stopped menstruating around six months ago, yel
still experience some vaginal bleeding

o0 0 o
PRI —

(Ol

[0l
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1
1
1
1
1
1
1
1
1
1
1
1
1
1

(Ofrsa

ES - N - S S N
o 0 0> 00 oo

[S)es

(B]ves

Total points -
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F

Total points -

Please mark an “X" to indicate areas where you feel pain, swelling or discomfort, or areas of your skin that have changed color or
texture (e.g., moles, rashes, etc.). Describe what you feel or observe in your own words. Write anywhere in this area.
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TORONTO NATURQPATHIC CLINIC
DIET JOURNAL FOR: DATE :

The purpose of this diary is to provide you & your doctor with an unbiased record of
your normal eating habits.Simply eat your typical diet for seven days in succession
and record it. under Breakfast, Lunch & Dinner columes, list food & drink, ingredients
and amounts. Under BM, list bowel movements. Under Notes, list times of symptoms such
as mood swings, indigestion, headaches, fatigue, etc. Don't forget to ineclude snacks.

SUPPLEMENTS (Brand Names, Ingredient, Potency)

BREAKFAST LUNCH DINNER NOTES
Day

Day 2

Day 3
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