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Introduction:

As you read through these initial pages you may be surprised at how much paperwork we are requiring you to fill out before
your visit. Many patients have commented on the fact that they never have been so thoroughly evaluated, as they have in
our office — when we hear this we know we are doing our job.

In order to provide you with the best possible service, we need to know what is going on. If you have been to other
practitioners prior to our office (and this is the case with 99% of our patients) and are still looking for help that has not been
received — realize that we have to do things differently than any of your previous practitioners. Please take time to fill out
completely the forms found in this document.

Frequently Asked Questions:

Do you think you can help me with my health problem?

Our clinic uses an innovative approach to assessing and treating your health care concerns. Perhaps you have experienced
being examined by your doctor, having blood tests done, x-rays or other diagnostic tests taken, only for your doctor to report
back that all your tests are normal yet both you and your doctor know that you are anything but normal! Unfortunately this
experience is all too common.

Most physicians are trained to look only in specific places for the answers, using the same familiar labs or diagnostic tests.
(This is what we refer to an “inside-the-box” approach to health care.) Yet, many causes of illness cannot be found in these
places. The usual tests do not look for food allergies, hidden infections, environmental toxins, mold exposures, functional
neurological disconnects, nutritional deficiencies and metabolic imbalances. New gene testing can uncover underlying
genetic predispositions that can be modified through diet, lifestyle, supplements or medications.

We use a variety of innovative testing techniques and procedures to help our patients prevent illness and recover from many
chronic and difficult to treat conditions. Our clinicians are highly skilled in evaluating, assessing and treating chronic problems
that underlie such conditions as fiboromyalgia, fatigue syndromes, autoimmune diseases, inflammatory disorders, mood and
behavior disorders, memory problems and other chronic, complex conditions. We also focus on the prevention and
management of heart disease, diabetes, dementia, hormonal imbalances and digestive disorders.

Do | need lab work and can all the tests | need be done at this clinic?

Lab work can provide vital pieces to help unlock your chronic health problem. That being said, not all tests are appropriate for
all people and all situations. During your consultation, we will determine which tests are needed and then our office
assistants can review the testing recommendations, the instructions (e.g. fasting or non-fasting, etc.) and costs. Some testing
can be performed at home with test kits to collect urine, saliva or stool. Others may require you to go to a local laboratory to
draw the blood. In all cases, we will assist you in coordinating initial and follow-up testing.

Occasionally, we may recommend certain tests that are not performed at our facility. In those instances, we can provide you
with an order that you can take to a facility near your home or we can schedule an appointment to have them done near our
office.

Do you take insurance?

As with most alternative care, there is usually limited insurance coverage. We will provide you with a receipt of the service
performed for you to submit to your insurance carriers. Some insurance carriers may partially cover treatment services and
laboratory tests performed by the doctors. Payment in full by check, cash or credit card is due at the time services are
provided.

In matters of health, it is best to be prepared to pay out-of-pocket, if insurance comes through for you, considerate a bonus.

What credit cards do you accept?

We accept the following credit cards: MasterCard and Visa. If you like we can maintain an active credit card on file at the
office so we can bill follow-up consultations, laboratory testing, and other services.

Do you have patient financing?

We do have patient financing and payment plans for several of the care programs that we have. We are not affiliated in any
other way with these companies except as being able to offer you other affordable alternatives for getting the care that you
need. If you are interested in other payment options, please mention this to a staff member.



Patient Checklist:
DID YOU REMEMBER TO?

O Read all of our documents?

O Obtain your previous lab results from previously seen physicians and have them sent (preferably BEFORE your
visit) to:

The Health and Wellness Center, 1660 S. Albion St. #223, Denver, CO 80222
OR Fax: (303) 758-0514

OR Email: info@myhawc.com

FILL OUT AND/OR SIGN THE FOLLOWING FORMS
Important Patient Information

Authorization for Release of Medical Information

General Information

Functional Diagnostic Medicine Questionnaire

Establishing Health Goals Form

Review of Systems

Neurological Functional Assessment

Suprasegmental Patient Inventory Form

Neurological Health History

Metabolic Assessment Form

00000000 00D

Patient Readiness Form

Thank you



Important Patient Information

Patient Acceptance Policy

In order to best serve you, the Patient Acceptance Policy should be carefully reviewed. It is Dr. Erickson’s opinion that you
should be well informed on our expectations and clinical procedures. To prevent any misunderstandings or confusion on
what to expect, Dr. Erickson would appreciate that you read the below steps and provide your signature. This would simply
imply that you have read the Patient Acceptance Policy and understand what is expected of you.

1.

Completion of the following forms in this document.

It is VERY important for you to carefully and thoroughly complete all of these forms and questionnaires and submit them
to the office 2 working days prior to your first consultation with Dr. Erickson.

Obtain as many (all) of your past medical exam records.

Request your past laboratory and diagnostic records from all physicians since you were first diagnosed with your health
condition. This would include blood, stool, urine, saliva test results, MRI reports, X-ray reports, etc. Make these available
to Dr. Erickson at least 2 working days prior to your consultation with him. Please DO NOT give us the originals — make

copies of all documents. The medical records can be submitted via fax, email (in the form of a pdf), mailed, or dropped
off at the office prior to the visit.

Complete your request for lab work prior to your consultation — if requested by Dr. Erickson.

a. Note: if lab tests are requested, they are an additional fee.

You must have your spouse/significant other present at the consultation.

It is very important that you have your spouse or a supportive family member attend the one-hour appointment as well
as the 30 minute Review of Findings appointment.

Be willing to change your life.

Your care recommendations will most like require you to change...meaning to start something new, to stop something
inappropriate or alter...your lifestyle. If you are unwilling to make changes — no one will be able to help you.

Take responsibility for your life.

You must be willing to take personal responsibility for your health. It is not the government’s job; it is not your

employer’s job; it is not your insurance company’s job to get you well... it is your job and you must be willing to take the
personal responsibility.

Recommendations for care are based on the metabolic testing, neurologic testing, paperwork and past
medical history. Dr. Erickson’s recommendations, for your specific situation, will be made at the conclusion
of the 1-hour “New Patient Startup” visit or at the 30 minute “Report of Findings” visit.

l, have read and fully understand the Patient Acceptance Policy

Patient Signature Dr. Erickson



AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS

Requesting Records of Doctor:
Name of Facility or Person:
Address:

Telephone number ( ) - Fax number( )__ -

THE PURPOSE FOR THIS RELEASE

You are hereby authorized to furnish and release to The Health and Wellness Center all information from my
medical, psychological, and other health records, with no limitation placed on history of illness or diagnostic or
therapeutic information, including the furnishing of photocopies of all written documents pertinent thereto.

In addition to the above general authorization to release my protected health information. | further authorize release
of the following information if it is contained in those records:

Alcohol or Drug Abuse: O Yes O No

Communicable disease related information, including AIDS or ARC diagnosis and/or HIT or HTLA-III test results or
treatment: O Yes O No

Genetic Testing: O Yes O No

Note: With respect to drug and alcohol abuse treatment information, or records regarding communicable disease information, the information is
from confidential records which are protected by State and Federal laws that prohibit disclosure with the specific written consent of the person to
who they pertain, or as otherwise permitted by law. A general authorization for the release of the protected health information is not sufficient for
this purpose.

This authorization can be revoked in writing at any time except to the extent that disclosure made in good faith has
already occurred in reliance on this authorization.

| hereby release ; its employees, agents managing members, and the attending
physician(s) from legal responsibility or liability for the release of the above information to the extent authorized. A
copy of this authorization shall be as valid as the original.

| understand that there may be a fee for this service depending on the number of pages photocopied. However; no
such fee will be charged if these records are requested for continuing medical care.

Patient’s Name: D.O.B.

Please Print
Signature: Date

*PLEASE INCLUDE A COPY OF YOUR DRIVERS LICENSE OR PASSPORT
ALONG WITH THE COMPLETED AND SIGNED FORM*

Records Requested by:
Dr. John Erickson, DC
The Health and Wellness Center
1660 S. Albion St., #223, Denver, CO 80222
O: 303-758-0380
F: 303-758-0514

E: info@myhawc.com

Signature:




The Health and Wellness Center

GENERAL INFORMATION:

Name

Preferred Name Date

Address City State  ZipCode

Home Phone Work Phone

Cell Phone Email

Place of Birth Gender:F __ M
Married Separated Divorced ___ Widowed _____ Single ____ Partnership

Number of Sisters: _ (# deceased: __ ) #of Brothers: _ (# deceased: ____ ) Birth Order:

Occupation Hours per week Retired

Nature of Business

How did you hear about our clinic? Book Website Media Friend/ family member

Other

Has any other family member already been a patient at the clinic?

Next of Kin or other to reach in an emergency

Relationship Phone

Address

Genetic Background: Please check appropriate box(es):
O African American U Hispanic U Mediterranean U Asian

O Native American O Caucasian U Northern European Q1 Other

Who is your primary medical physician?

Primary medical physician address & office phone #




VITAL FINDINGS

Age Date of Birth Height (ft/in) Current Weight

Usual weight range +/- 5 Ibs Desired Weight range +/- 5 Ibs

Highest adult weight Lowest adult weight

Weight fluctuations (>10Ibs) Yes No Body Fat % BMI

How often do you weigh yourself? Daily Weekly Monthly Rarely Never

Blood Pressure Do you get light-headed when standing? Yes  No
Right Handed: Left Handed: Mixed Dominance:

MEDICATION AND SUPPLEMENTATION:
MEDICATION LOG

Please indicate the type of medications you are taking now. Please include non-prescription drugs.

Medication Name Date started Dated Stopped Dosage # per day




SUPPLEMENT LOG

Supplements: List all vitamins, minerals and other nutritional supplements

Supplement

Name/Brand Dose Frequency Dated Started Reason for use

Have your medications or supplements ever caused you unusual side effects or problems?

Yes No If yes, please describe:

ALLERGIES:

Medication/Supplement/Food Reaction

ANTIBIOTIC USE

Antibiotics: How often have you taken antibiotics?

<5 times > 5 times

Infancy/Childhood

Teen

Adulthood




STEROID USE

Oral Steroids: How often have you taken oral steroids (e.g. Prednisone, Cortisone, etc.)?

<5 times

>5 times

Infancy/Childhood

Teen

Adulthood

Indicate any medications you’re currently taking or have taken in the last month:

o000 00000000

Acid Blocking Drugs

Anti-anxiety medications
Antibiotics

Anticonvulsants

Antidepressants

Anti-fungals

Aspirin/lbuprofen

Asthma inhalers

Beta blockers

Birth control pills/implant contraceptives
Chemotherapy

Cholesterol lowering medications
Cortisone/steroids

Diabetic medications/insulin

Office Notes:
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Diuretics

Estrogen or progesterone (pharmaceutical,
prescription)

Estrogen or progesterone (natural)
Heart medications

High blood pressure medications
Laxatives

Relaxants/Sleeping pills
Testosterone (natural or prescription)
Thyroid medication

Acetaminophen (Tylenol)

Ulcer medications

Sildenafil citrate (Viagra or similar)




PERSONAL DESCRIPTIVE INFORMATION:

Marital status:

O Single O Married O Divorced

0 Widow O Long Term Partnership
List Children:

Child’s Name Age Gender

Have you ever lived or travelled outside the United States? Yes No
If so, when and where?
Have you or your family recently experienced any major life changes? Yes No
If yes, please comment:
Have you experienced any major losses in life? Yes No
If so, please comment:
How much time have you lost from work or school in the past year?
a. 0-2 days b. 3 -14 days c. > 15 days
Previous jobs:
Please list your highest level of education:
O High School
0 College Major: Year:
U  Graduate School Field: Year:
U Professional School Field: Year:
O Did you have learning problems?

Office Notes:




Functional Diagnostic Medicine Questionnaire

Please complete the following Functional Medicine Questionnaire to the best of your ability. You may need family
members to help supply information. Your thoroughness and accuracy in answering all appropriate questions will
help the doctor evaluate the root cause of your health concerns and determine an effective treatment program.

Note that we are interested in so-called minor symptoms as well as major problems. We know that in many
doctor’s offices there is some tendency not to mention too many symptoms for fear that the doctor will take you
for a hypochondriac. The rules in our office are different. We are interested in any odd or unusual message you

are getting from your body, even though it may be considered irrelevant to “making a diagnosis” or it may seem
to you to be of no consequence to your health. Some such symptoms are useful clues in the kind of “medical
detective work” we do. Please include as much information as you can on this form.

Please print or write legibly.

COMPLAINTS/CONCERNS:

Please list your chief symptoms in order of decreasing severity, starting with the worst one. Please note how long
each symptoms has been present.

Problem Onset Frequency Severity

1. e.g. Headaches June 2007 4 times per week Mild / moderate / severe

S IR N

What diagnosis or explanation has been given to you?

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 all physicians you have seen for the above health conditions:

1. 4.
2. 5.
3. 6.

Please check all the Alternative Treatments you have tried for your condition(s)

[l None [l Massage [l Yoga [J  Environmental medicine
[J  Chiropractic ] Rolfing ] Hypnosis [J  Nutritional Therapy

[J  Acupuncture [ Reiki [0 Ayurveda [J Biological Dentistry

[J Iridology ] Homeopathy [J  Light therapy [J IV (chelation) therapy

[J Colonics (] Biofeedback [J Meditation [J  Naturopathic medicine

PAST MEDICAL & SURGICAL HISTORY:

ILLNESSES Date Date Date Comments
Chicken Pox X X
German Measles X X
Measles X X
Mononucleosis X X
Mumps X X
Whooping cough X X
Anemia
Arthritis
Asthma
Bronchitis
Cancer

Chronic Fatigue Syndrome

Crohn’s Disease or
Ulcerative Colitis

Diabetes

Emphysema

Epilepsy, convulsions

Gallstones

Gout

Heart attack/Angina

Heart failure

Hepatitis

High blood pressure

Irritable bowel

Kidney stones

Mononucleosis

Pneumonia

Rheumatic fever

Sinusitis

Sleep apnea

Stroke

Thyroid disease

Other (describe)




INJURIES

Date

Date

Date

Comments

Head Injury

Neck Injury

Back Injury

Fracture

Other (describe)

DIAGNOSTIC
STUDIES

Date

Date

Date

Comments

Chest X-ray

Mammogram

EKG

Sigmoidoscopy

Colonoscopy

Upper Gl Series

Barium Enema

CAT scan of Abdomen

CAT scan of brain

CAT scan of spine

Liver scan

Bone scan

Neck X-rays

Back X-rays

MRI

Bone Density Test

Carotid Artery Ultrasound

Blood Tests

Other (describe)

OPERATIONS

Date

Date

Date

Comments

Tonsillectomy

Tubes in Ears

Appendectomy

>

Gall Bladder

Hernia

Hysterectomy

Dental Surgery

Other (describe)

Other (describe)

HOSPITALIZATIONS:

Where Hospitalized

When

For What Reason




CHILHOOD HEALTH HISTORY:

As a child, were there any foods that you had to avoid because they gave you symptoms? Yes No

If yes, please name the food and symptom e.g. wheat — gas and bloating

Food Symptom Other comments

VACCINATIONS:
Did you receive all of your vaccinations as a child? Yes No

As a child do you know of any adverse reactions to vaccinations? (vomiting, fever, swelling, neurological changes, etc.):

AGE OF ONSET OF ILLNESSES

Please indicate which, if any, of the following problems/conditions developed when you were a child (ages birth to age12) by
indicating the approximate age of onset.

Frequent colds or flu ______Tonsillitis
Bronchitis _____EarInfections
Measles __ Mumps
___ Chicken Pox ____ Whooping Cough
Strep Infections ______Seasonal allergies
______Significant dental work ______Behavior problems
______ADD ______Hyperactivity
___ Difficulty learning __ Frequent headaches
_____High # of absences from school ______Upset stomach, indigestion
Jaundice __ Colic
Ear infections ______Congenital abnormalities
Premature at birth ______Pneumonia
______ Feverblisters ______ Parent (s) smoked
Abusive or alcoholic parent (s) ______ Skin disorders (eczema)

Major illness(s) that required hospitalization.

If yes, please explain your illness:

Office Notes:




FEMALE MEDICAL HISTORY (for women only):
OBSTETRICS HISTORY check box if yes and provide number of

O Pregnancies O Caesarean O Vaginal deliveries

U Miscarriage O Abortion O Living Children

U Post-partum depression O Toxemia U Gestational diabetes
U Baby over 8 pounds O Breast feeding For how long?

GYNECOLOGICAL HISTORY
Age at 1% period: Menses Frequency: Length: Pain:Yes____ No

Clotting: Yes No Has your period skipped? For how long?

Last Menstrual Period:

Do you currently use contraception? Yes ___ No ____ If yes, what type do you use?

4 Condom O Diaphragm a I1ub O Partner vasectomy
Have you ever used hormonal contraception? Yes __ No_____ If yes, when

Use of hormonal contraception: O Birth control pills 1 Patch O Nuva Ring How long?

Are you using the pillnow? Yes ___ No Did taking the pill agree withyou?Yes _ No__
In the 2" half of your cycle, do you have symptoms of breast tenderness, water d  VYes d No
retention, or irritability (PMS)?

Last Mammogram Breast Biopsy/Date

Last PAP Test: Normal Abnormal

Date of last Bone Density: Results: O  High 0 Low O Within normal range
Are you in menopause? Yes __ No___ Age at Menopause

Do you take: U Estrogen d Ogen O Estrace QO Premarin  Other

O Progesterone U Provera Other

How long have you been on hormone replacement?

FAMILY HISTORY

(Place mark any health problem(s) your family has suffered with either now or in the past)
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Other

Age (if still alive)

Age at death (if deceased)

Heart Attack

Stroke

Uterine Cancer

Colon Cancer

Breast Cancer

10




Check Family Members that
Apply

Father

Mother

Brother(s)

Sister(s)

Children

Maternal
Grandmother

Maternal
Grandfather

Paternal
Grandmother

Paternal
Grandfather

Aunts

Uncles

Other

Ovarian Cancer

Prostate Cancer

Skin Cancer

ADD/ADHD

ALS or other Motor Neuron Diseases

Alzheimer’s

Anemia

Anxiety

Arthritis

Asthma

Autism

Autoimmune Diseases (such as Lupus,
Rheumatoid Arthritis, Celiac, etc.)

Bipolar Disease

Bladder disease

Blood clotting problems

Celiac disease

Dementia

Depression

Diabetes

Eczema

Emphysema

Environmental Sensitivities

Epilepsy

Flu

Food Allergies, Sensitivities,
Intolerances

Genetic disorders

Glaucoma

Headache

Heart Disease

High Blood Pressure

High Cholesterol

Inflammatory Arthritis (Rheumatoid,
Psoriatic, Ankylosing spondylitis)

Inflammatory Bowel Disease

Insomnia

Irritable Bowel Syndrome

Kidney disease

Multiple Sclerosis

11




Check Family Members that
Apply

Father
Mother
Brother(s)
Sister(s)
Children
Maternal
Grandmother
Maternal
Grandfather
Paternal
Grandmother
Paternal
Grandfather
Aunts
Uncles
Other

Nervous breakdown

Obesity

Osteoporosis

Other

Parkinson’s

Pneumonia/Bronchitis

Psoriasis

Psychiatric disorders

Schizophrenia

Sleep Apnea

Smoking addiction

Stroke

Substance abuse (such as
alcoholism)

Ulcers

Any other family history we should know about? Yes No If yes, please comment:

What is the attitude of those close to you about your illness? O Supportive O Non-supportive

ESTABLISHING HEALTH GOALS:

Personal Message -

Before we begin our journey together, | would like to discuss something very important that will have a major impact on your
ability to recover and achieve maximum improvement. After many years in private practice, | have had the opportunity to
work with thousands of patients and have seen many patients achieve significant improvement while others have become
frustrated and failed in their attempt to get well. After careful review, | have discovered the reasons why some people succeed
and why others fail. This questionnaire is about much more than eliminating your symptoms — it’s about living a life of vibrant
health.

I've discovered that any discussion of the correct way to achieve health and stay healthy is, in actuality; a discussion of how
you have lived your life up to this point and how you will live it in the future.

Therefore, to help you make significant changes in your present health, | want to ask you a few very important questions. |
want you to be honest with yourself and really dig deep inside yourself for the answers.

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

12



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

Have you made the decision to change? To do what it takes to get well?

Yes No

Einstein sayd: “The definition of insanity is to keep doing the same thing and expecting different results”. If you keep
following the same course of treatment you have been following will your results really change? Have you ever wondered if
you are on the right path to achieving optimal health? Sometimes it requires taking a new and improved road to reach your
destination.

Most people | ask tell me thev’re made the decision to change. But how many people have truly decided to change? Very
few! Why? Because there is a big difference between deciding something and having “reasons” to actually do it.

When you have made a decision to make a change and you know your reasons, you create an internal power that can propel
you to achieving health and wellness. So now | ask:

List up to 5 things that you have been unable to do as a result of your present symptoms. Please be specific. (Use extra
pages if necessary)

List up to 5 things that you plan to do once you are feeling better. Please be specific. (Use extra pages if necessary)

13



Are there any other health goals you want to achieve?

Office Notes:

14



HAVE YOU COMPLETED THE LAST SECTION?

IF NOT, PLEASE GO BACK AND ANSWER ALL THE QUESTIONS!

PLEASE DO NOT SKIP THIS SECTION!!

GIVE CAREFUL THOUGHT TO WHY YOU WANT TO GET BETTER AND HOW
IT WOULD AFFECT YOUR LIFE!

15



REVIEW OF SYSTEMS:

Check only those items with which you identify, past or present. Ignore anything that does not apply to you.

GENERAL

Fever

Chills/Cold all over
Aches/Pains
General Weakness
Difficulty sweating
Excessive Sweating
Swollen Glands
Cold hands & Feet
Fatigue

Difficulty falling asleep
Night Walker
Nightmares

No dream recall
Early waking
Daytime sleepiness
Distorted Vision

SKIN:

Cuts Heal slowly
Bruise Easily

Rash

Pigmentation
Changing Moles
Calluses

Eczema

Psoriasis

Dryness

Oiliness

Itching

Acne

Boils

Hives

Fungus on Nails
Peeling Skin
Cracking skin
Shingles

Nails Split

White Spots/Lines on Nails
Crawling Sensation
Burning on Bottom of Feet
Athletes Foot
Cellulite

Bugs love to bite you

[y oy o

Skin Cancer

Strong body odor

Is your skin sensitive to the:
Sun

Fabrics

Fr7 3 U Sy ey

Have bumps on the back of arms and front of thighs

Detergents

00000

Other:

HEAD:

oy v

Poor Concentration
Confusion
Headaches:

After Meals

Severe

Migraine

Frontal

Afternoon

Occipital

Afternoon

Daytime

Relieved by:

Eating Sweets
Concussion/Whiplash
Mental Sluggishness
Forgetfulness
Indecisive

Face Twitch

Poor Memory

Hair Loss

EYES:

o oy

Sand in Eyes

Double Vision
Blurred Vision

Poor Night Vision
Bright Flashes

Halo around Lights
Eye Pains

Dark Circles under Eyes
Strong Light Irritates
Cataracts

Floaters in Eyes
Visual hallucinations

EARS:

oy I

Aches
Discharge/Conjunctivitis
Pains

Ringing
Deafness/Hearing loss
Itching

Pressure

Wear a hearing aid
Frequent infections
Tubes in ears

Sensitive to loud noises
Hearing Hallucinations

NOSE/SINUSES

a

Stuffy



Bleeding
Running
Discharge
Watery Nose
Congested
Infection
Polyps

Acute smell
Drainage
Sneezing spells
Post nasal drip
No sense of smell

oy

symptoms worse? Yes/No
If yes, is it worse in the:
a Spring
Q Summer
Q Fall
Q Winter

MOUTH:

Coated Tongue

Sore Tongue

Teeth Problems
Bleeding Gums
Canker Sores

™J

Cracked lips/ corners
Chapped lips

Fever blisters

Wear dentures
Grind teeth when sleeping
Bad breath

Dry mouth

THROAT:

Mucus

Difficulty Swallowing
Frequent Hoarseness
Tonsillitis

Enlarged Glands

Constant clearing of throat
Throat closes up

ECK:

Stiffness

Swelling

Lumps

Neck glands swell

[y oy oy
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CIRCULATION/RESPIRATION:

Swollen Ankles

Sensitive to Hot

Sensitive to Cold

Extremities Cold or Clammy
Hands/Feet go to sleep/numb
High Blood Pressure

oDoo0o00o

Do the change of seasons tend to make your

17
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Chest Pain

Pain between shoulders
Dizziness upon standing
Fainting Spells

High Cholesterol

High Triglycerides
Wheezing

Irregular Heartbeat
Palpitations

Low exercise tolerance
Frequent coughs
Breathing heavily
Frequently Sighing
Shortness of breath

Night Sweats

Varicose Veins

Mitral valve prolapse
Murmurs

Skipped heartbeat

Heart enlargement
Angina pain
Bronchitis/Pneumonia
Emphysema

Croup

Frequent colds
Heavy/tight chest

Past Heart Attack ?? When

Phlebitis
Spider Veins

GASTROINTESTINAL/DIGESTION

Sy

Peptic/Duodenal Ulcer
Poor Appetite
Excessive Appetite
Gallstones
Gallbladder pain
Nervous Stomach

Full Feeling after meal
Indigestion

Heartburn

Acid Reflux

Hiatal Hernia

Nausea

Vomiting

Vomiting Blood
Abdominal Pains/Cramps
Gas

Diarrhea

Constipation

Changes in Bowels
Rectal Bleeding

Tarry Stools

Rectal Itching

Use laxatives

Bloating

Belch frequently

Anal itching



O Analfissures
O Bloody stools
O Undigested food in stools

KIDNEY/URINARY TRACT:

Burning

Frequent Urination
Blood in Urine

Night time Urination
Problem Passing Urine
Kidney Pain

Kidney Stones
Painful Urination
Bladder infections
Kidney infections
Syphilis

Bedwetting

Have trichomonas

WOMEN'’S HISTORY (for women only)

Fibrocystic Breasts

Lumps in breast

Fibroid Tumors/Breast
Spotting

Heavy Periods

Fibroid Tumors/Uterus
Painful periods

Change in period

Breast soreness before period
Endometriosis

Non-period bleeding

Breast soreness during period
Vaginal Dryness

Vaginal discharge

Had partial/total hysterectomy
Hot Flashes

Mood Swings
Concentration/Memory Problems
Breast cancer

Ovarian cysts

Pregnant

Infertility

Decreased Libido

Heavy Bleeding

Joint Pains

Headaches

Weight Gain

Loss of Control of Urine
Palpitations

MEN’S HISTORY (for men only)

Have you had a PSA done? Yes No
PSA Level:
a 0-2
a 2-4
a 4-10
a >10

O
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Prostate enlargement
Prostate infection
Change in libido
Impotence

Diminished libido

Poor libido

Infertility

Lumps in testicles

Sore on penis

Genital pain

Hernia

Prostate cancer

Low sperm count
Difficulty Obtaining Erection
Difficulty Maintaining an Erection
Nocturia (urination at night)

How many times at night?

Urgency/Hesitancy/Change in Urinary Stream

Loss of Control of Urine

OINT/MUSCLES/TENDONS

Pain wakes me up
Weakness in Legs and arms
Balance problems

Muscle cramping

Head injury

Muscle Stiffness in Morning
Damp weather bothers you

EMOTIONAL:

[y oy o

Convulsions

Dizziness

Fainting Spells

Blackouts

Amnesia

Had shock therapy
Frequently keyed up and jittery
Shaky

Startled by sudden noises
Often feel suddenly scared
Go to pieces easily
Forgetful

Listless

Withdrawn feeling

Feel “lost” in time

Had nervous breakdown
Had “burnout”

Feel groggy

Unable to concentrate
Short attention span
Vision changes

Unable to reason
Considered a nervous person
Worried over little things
Anxiety

Unusual tension
Frustration
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Numbness

Often break out in cold sweats

Profuse sweating

Depressed

Been admitted for psychiatric care
Often awakened by frightening dreams
Family member had nervous breakdown
Use tranquilizers

Aggressive

Misunderstood by others

Irritable

Easily flare in anger

Feeling of hostility

Fatigue

Hyperactive

Restless leg syndrome

Office Notes:
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Considered clumsy

Unable to coordinate muscles
Have difficulty falling asleep

Have difficulty staying asleep
Daytime sleepiness

Am a workaholic Have had hallucinations
Have considered suicide

Have overused alcohol

Family history of overused alcohol
Cry often

Feel insecure

Have overused drugs

Been addicted to drugs

Extremely shy

19



NUTRITION AND LIFESTYLE HISTORY:

Have you made any changes in your eating habits because of your health? Yes____ No

Do you currently follow a special diet or nutritional program? Yes No
Check all that apply:

U Low fat O Gluten restricted O The Zone Diet
U Mixed food diet (animal and 0 Low sodium O Total calorie restriction

vegetable sources) O Fat restriction O Ovo-lacto diet
U High protein U Low starch/carbohydrate O Diabetic
U Vegetarian O The Blood type Diet O No dairy
0 Vegan 0 Metabolic Typing Diet O  No wheat
U Specific Program for Weight Loss/Maintenance Type:
Please check any specific food restrictions you have:
O Dairy O Wheat O Eggs
a Soy Q Corn O Allgluten
O Other
Is there anything special about your diet that | should know?
Are there any foods that you avoid because they give you symptoms? Yes No

If yes, please name the food and symptom e.g. wheat — gas and bloating
Food Symptom Other comments

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

Do you grocery Shop? Yes No If no, who does the shopping?

When you shop do you purchase the following?

O  Organic Foods O Hormone free and antibiotic free meat
Do you read food labels?Yes _ No__

Do you Cook?Yes __ No____ If no, who does the cooking?

How many meals do you eat out per week? 0-1 1-3 3-5 >5

What snacks do you eat or drink between:

Breakfast & Lunch:

Lunch & Dinner:

After Dinner:
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How much of the following do you consume each day/week?

ITEM Daily Weekly Favorite Type

Candy

Cheese

Chocolate

Cups of caffeine containing coffee

Cups of decaffeinated coffee or tea

Cups of hot chocolate

Cups of caffeine containing tea

Diet sodas (12-ounce can/bottle)

Sodas with caffeine (12-ounce can/bottle)

Sodas without caffeine (12-ounce can/bottle)

Energy Drinks (12-ounce can/bottle)

Ice cream

Salty foods

Slices of white bread (rolls/bagels)

U  Water: Glasses/day___ Type: Tap:___ Distilled:___ Spring:___ Well:___ Reverse Osmosis:__

Do you have symptoms immediately after eating, such as belching, bloating, sneezing, hives, etc.?

Yes No If yes, please explain:

If yes, are these symptoms associated with a particular food or supplement(s)? Yes No

If yes, please name the food and symptom e.g. wheat — gas and bloating

Food Symptom Other comments

Do you feel you have delayed symptoms after eating certain foods (symptoms may not be evident for 24 hours or more),
such as fatigue, muscle aches, sinus congestion, etc.? Yes No

Do you feel worse when you eat a lot of:

O High fat foods O Refined sugar (junk food)
O High protein foods U  Fried foods
O High carbohydrate foods (breads, pasta, O 1 or2alcoholic drinks
potatoes) Q Other
Do you feel better when you eat a lot of:
O High fat foods O Refined sugar (junk food)
O High protein foods O  Fried foods
O High carbohydrate foods (breads, pasta, O 1 or 2 alcoholic drinks
potatoes) U Other
Does skipping meals greatly affect your symptoms? Yes No

Has there ever been a food that you have craved or really “pigged out” on over a period of time?

Yes No If yes, what food(s)
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Do you have an aversion to certain foods? Yes No

If yes, what food(s)

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

TOBACCO HISTORY
Currently using tobacco? Yes No How many years?

If yes, what type? Cigarette Smokeless Cigar Pipe

Attempts to quit:

Previous smoking: How many years? Packs per day:

Are you exposed to 2nd hand smoke? If yes, please explain:

Packs per day:
Patch/Gum

ALCOHOL INTAKE

How many drinks currently per week? 1 drink = 5 ounces wine, 12 oz. beer, 1.5 ounces spirits

None 1-3 4-6 7-10 >10 If none skip to “Other Substances”
Previous alcohol intake? Yes __ (Mild ___ Moderate High

Have you ever been told to cut down your alcohol intake? Yes
Do you notice a tolerance to alcohol (can you “hold” more than others?) Yes
Have you ever been unable to remember what you did during a drinking episode? Yes
Was your mother an alcoholic? Father? __ Other family member?

OTHER SUBSTANCES

Are you currently using recreational drugs? Yes

If yes, what types?:

Have you ever used IV or inhaled recreational drugs? Yes

If yes, what types?:

No
No

No

No

No
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EXERCISE

Rate your level of motivation for including exercise in your life?

List the type of exercise you do and how often you do it:

Low Medium

High

Do you feel unusually fatigued after exercise? Yes

If yes, please describe:

No

Do you usually sweat when exercising? Yes No

SOCIAL HISTORY:

PSYCHO-SOCIAL

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

Are you happy?

Do you feel your life has meaning and purpose?

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

Do you like the work you do?

Have you experienced major losses in your life?

STRESS/COPING

Do you feel you have an excessive amount of stress in your life?

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

Daily stressors: Rate on a scale of 1 — 10 (1 not stressful - 10 very stressful)

Work Family Social

Finances

Do you practice meditation or relaxation techniques? Yes No

Hobbies and leisure activities:

Yes

Yes

Health

How often?

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

No
No

Other

How well have things been going for you?

Very well

Fine

Poorly

Very poorly

Does not apply

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
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How important is religion (or spirituality) for you and your family’s life?
a. not at all important b. somewhat important c. extremely important

Have you ever been abused, a victim of a crime, or experienced a significant trauma?
Yes No

Which of the following provide you emotional support? Check all that apply

0 Spouse O Family O Friends QO Religious/Spiritual O Pets O Other
Do you have chronic pain? a  VYes d No

Do you have chronic O Yes 0 No
inflammation?

TOXIC STRESS TRIGGERS

(These refer to on-going stress that has accumulated over months or years. Please mark any of the above that you
have experienced in your lifetime)

Q Childhood traumas

O Perfectionism

O Divorce or change in a relationship

O Care giving: taking care of a sick family member

a Job or career challenges

O lliness, either short-term or chronic

Q Dieting: constantly trying a new and improved diet program

O Menopause

DO YOU WORRY OVER? IS YOUR LIFE:

Q Home life Q Satisfactory

O Marriage a Boring

a Children aQ Demanding

a Job O Unsatisfactory

O Income O Money Problems
SLEEP/REST

Average number of hours you sleep g >10 U 8-10 U 6-8 0 <6
Do you have trouble falling asleep? Yes  No_

Do you feel rested upon awakening? Yes_ No__

Do you have problems with insomnia? Yes_ No__

Do you snore? Yes__  No__

Do you use sleeping aids? Yes__ No__ Explain:

Office Notes:
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NEUROLOGICAL FUNCTIONAL ASSESSMENT

Suprasegmental Patient inventory sheet
NTAF
MAF
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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: Take several nutritional supplements each day:
Keep a record of everything you eat each day: Modify your lifestyle (e.g. work demands, sleep habits):
Practice relaxation techniques: Engage in regular exercise:

Have periodic lab tests to assess progress:

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?
5 4 3 2 1

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 (not supportive at all).

At the present time, how supportive do you think the people in your household will be to your implementing the above
changes? 5 4 3 2 1

Comments

Rate on a scale of: 5 (very frequent contact) to 1 (very infrequent contact).
How much ongoing support and contact (e.g. telephone consults, e-mail correspondence) from your professional staff would
be helpful to you as you implement your personal health program?

5 4 3 2 1

Comments

PERMISSION TO TEST AND TREAT:

| hereby request and consent to the administration of diagnostic procedures including, but not limited, to blood work,
urinalysis, saliva testing, stool testing, etc., for the purpose of evaluating and monitoring my health status. In the event that |
am accepted as a patient, | hereby request and consent to the administration of chiropractic adjustments and other
procedures including, but not limited to, physical therapy, brain based therapy, diet and lifestyle counseling, etc. | have been
informed of the benefits and risks of the above treatments and procedures and understand that it is my responsibility to ask
questions.

| attest that the information completed by me on this form is correct and true to the best of my knowledge and agree to
notify this office in the event of any change. Payment is expected for all office visits, services, treatments, procedures, and
products purchased at the time of each visit unless other arrangements have been made with the business office personnel.

Signature: Printed Name: Date:

Thank you for taking the time to complete this health history medical questionnaire. | thank you once again and look forward
to helping you achieve a “return to health and well-being.” Sincerely, Dr. John Erickson, DC
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. Have you noticed your ability to concentrate is getting worse?
. Do you get lost often or have a hard time with directions?
. Do quick flashes of light on TV or loud noises bother you?
. Do you feel like you need to wear sunglasses outside?
. Has your handwriting changed in recent years?
. Do you have a hard time swallowing?
. Do you gag easily?

. Do you have any changes in smell or smell foul things that are not present?
. Do you have difficulty with taste or taste things differently than what you are eating?
. Noticed clumsiness in hand coordination? Which Hand?_Right / Left € (circle)

. Do you have difficulty with short-term memory?
. Have you been told or noticed any memory loss of past events?
. Noticed uneven sweating or temperature on one side of your body?

. Do you have any difficulty with falling asleep or staying asleep?
. Do you get motion sickness easily (car sick or sea sick)?
. Do you ever experience flashes of light in your visual field?

. Do you ever have slurred speech?
. Do you ever notice increased heart rate (tachycardia) or pulse during the day?
. Do you experience Déja vu?
. Does working on a computer cause you fatigue, headaches, or other symptoms?
. Have you lost your interest in hobbies and functions that you used to enjoy?
. Do you have a hard time motivating yourself to engage in activities?

. Do you ever have fluttering of the eye or noticed you are blinking frequently?
. Do you have difficulty distinguishing right and left?

FUNCTIONAL NEUROLOGICAL ASSESSMENT:

Are you left or right handed?

Right

Have you had a head injury?

YES

Do you currently experience or have a past history of vertigo or balance disorders?

YES

Do you have any ringing or pressure in the ears?

YES

Do you experience nausea?

YES

Do you find that your balance is getting worse?

YES

Do you have difficulties walking down stairs?

YES

Do you have difficulty with math problems, or remembering numbers?

YES

Do you find yourself searching for words frequently when you speak?

YES

YES

YES

YES

YES

YES

YES

YES

. Do you experience blurriness in your vision or double vision?_€ (circle)

YES

YES

YES

YES

YES

YES

YES

. Do you have any tightness, weakness, or instability in your back or neck?_€ (circle)

YES

. Do you have any tightness, or feelings of weakness in your hands or legs?_€ (circle)

YES

. Do you ever have any numbness or tingling in your hands, legs, or face?_€ (circle)

YES

YES

YES

YES

. Do you ever experience dry eyes or mouth?_€(circle)

YES

. Do you ever experience increase tearing or salivation?_€(circle)

YES

YES

. Noticed any drooping of your eyelids or facial muscles?_€(circle)

YES

YES

. Have you ever experienced or been diagnosed with arrhythmia (fluctuating heart rate)?

YES

YES

. Does driving cause you fatigue, headaches, or any other symptoms?_€(circle)

YES

YES

YES

YES

YES

YES
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Suprasegmental Patient Inventory Sheet

Please mark the following in each category by ranking each one 0-4.
0=Never, 1=Rarely, 2=0ccasionally, 3=Frequently, 4=Very Frequently

Feelings of Sadness

Decreased interests in Others

Moodiness Feelings of hopelessness about the future
Negativity Feelings of helplessness or powerlessness
Low Energy Feeling dissatisfied or bored

Irritability Excessive Guilt

Suicidal Feelings

Crying Easily

Low Self Esteem

Lowered Interest in things considered fun

Sleep changes

Appetite changes

Forgetfulness

Decreased interest in sex

Poor concentration

Negative sensitivity to smells and odors

Panic Attacks

Feelings of nervousness or anxiety

Poor handwriting

Tremors / Shakiness

Shyness or timidity

Heart pounding, rapid heart rate, chest
pain

Tics

Troubled breathing or feelings of being
smothered

Conflict Avoidance

Feeling dizzy, faint or unsteady on feet

Low motivation

Avoidance of public places from fear of
anxiety

Excessive motivation

Periods of nausea and stomach upset

Quick startle reaction

Tendency to predict the worst

Persistent phobias

Fear of being judged or scrutinized

Easily embarrassed

Excessive worrying about what others
think

Easily sweats

Tendency to freeze in anxiety provoking
situations

Hot or cold flashes / hot or cold hands

Trouble listening

Trouble sustaining attention in routine
situations

Distractibility

Inability to give close attention to detail or
avoid mistakes

Poor planning skills

Lack of clear goals or forward thinking

Boredom

Difficulty expressing feelings

Lethargy

Difficulty following through or finishing
things

Lack of motivation

Difficulty expressing empathy for others




Excessive daydreaming

Feelings of spaciness or being in a fog

Conflict seeking

Trouble learning from experience, makes
repetitive mistakes

Difficulty awaiting turn

Difficulty remaining seated when expected

Restlessness

Interruption of or intrusion on others

Impulsivity

Blurting out of answers before question is
completed

Talking to much or to little

Senseless worrying

Tendency to say no without first thinking
about the question

Dislike of change

Perception by others that you worry to
much

Hold grudges

Being upset unless things are done a
certain way

Compulsive behaviors

Upset when things do not go your way

Repetitive negativity

Upset when things get out of place

Trouble shifting behavior from task to task

Being argumentative or oppositional

Tendency to hold onto own opinions and
to listen to others

Trouble shifting attention from subject to
subject

Tendency to get locked into a course of
action, whether or not it is good

Difficulty seeing options in situations

Tendency to predict negative outcomes

Mild paranoia

History of family violence or explosiveness

Memory problems

History of head injury or trauma

Periods of forgetfulness

Short fuse or periods of extreme irritability

Spaciness or confusion

Periods of rage without provocation

Periods of déja vu

Dark thoughts or suicide, homicide

Periods of panic

Preoccupation with moral or religious
ideas

Frequent misinterpretation of comments
as negative when they are not

Reading comprehension problems

Auditory or visual hallucinations

Irritability that tends to build, then
explode

Headaches or abdominal pain of an

uncertain etiology

Ringing in the ears




Please indicate which of the following you are interested in or good at or what you are not interested in or
poor at with a (Y for yes or an N for no)

Recognizing faces Recognizing out of focus objects

Good memory for location Recognition of emotional tone of voices
Good memory for direction Good responses to new situations
Understand nonverbal communication grr]\rdaesrs;and s eI [PISEITE Gl el
Good abstract thought Recognition of rotated objects
Understand humor and metaphors Appropriate social behavior and responses
Ability to fight off compulsion Ability to focus

Ability to do math Music skills

Good self image Ability to rhyme

Ability to think clearly Ability to tune out irrelevant stimuli
Ability to have good imagination Ability to decode the emotions of others
Ability to read books Ability to understand symbolism

Ability to predict what others will do Ability control repetitive thought

Ability to control hyperactivity Ability to understand false perceptions
Ability to control what you say Ability to have good motor control
Ability to sleep Ability to have emotional tone in voice
Ability to have relationships Ability to have smooth, fluid movement
Ability to deal with feelings Ability to cry or be spontaneous

Ability to express fantasies Ability to avoid alcohol and drugs
Ability to control anxiety and fear Do you get motion sickness

Do you have autoimmune illness Do you have an irregular heart rate
Ability to comprehend reading Ability to understand when spoken to
Ability to remember facts and figures Ability to identify objects

Ability to speak clearly High level of intelligence

Ability to find words Ability to focus on smaller details
Ability to care for self (grooming) Ability to enjoy music

Ability to draw pictures Ability to have a positive, happy attitude
Do you have dyslexia Ability to control shyness

Are you athletic Ability to follow directions

Do you have any cysts or tumors Are you prone to chronic infections
Ability to understand math/science Do you have good language skills

Do you drink alcohol excessively Do you drink coffee or other stimulants
Do you take illegal party drugs Do you exercise regularly

Do you have a good diet Are you under significant stress right now




Health Questionnaire (NTAF)

Name:

Age:

Sex: Date:

* Please circle the appropriate number “0 - 3” on all questions below. 0 as the least/never to 3 as the most/always.

SECTION A
* Is your memory noticeably declining?

* Are you having a hard time remembering names
and phone numbers?

Is your ability to focus noticeably declining?

Has it become harder for you to learn things?

How often do you have a hard time remembering
your appointments?

Is your temperament getting worse in general?

Are you losing your attention span endurance?

How often do you find yourself down or sad?

* How often do you fatigue when driving compared

to the past?

* How often do you fatigue when reading compared
to the past?

How often do you walk into rooms and forget why?

How often do you pick up your cell phone and forget why?

SECTION B
* How high is your stress level?
* How often do you feel that you have something that
must be done?
* Do you feel you never have time for yourself?
* How often do you feel you are not getting enough
sleep or rest?
* Do you find it difficult to get regular exercise?
Do you feel uncared for by the people in your life?
Do you feel you are not accomplishing your
life’s purpose?
* Is sharing your problems with someone difficult for you?

SECTION C

SECTION C1
» How often do you get irritable, shaky, or have
lightheadedness between meals?
How often do you feel energized after eating?
How often do you have difficulty eating large
meals in the morning?
How often does your energy level drop in the afternoon?
How often do you crave sugar and sweets in the afternoon?
How often do you wake up in the middle of the night?
How often do you have difficulty concentrating
before eating?
How often do you depend on coffee to keep yourself going?
How often do you feel agitated, easily upset, and nervous
between meals?

SECTION C2

* Do you get fatigued after meals?

* Do you crave sugar and sweets after meals?

* Do you feel you need stimulants such as coffee after meals?

* Do you have difficulty losing weight?

* How much larger is your waist girth compared to
your hip girth?

* How often do you urinate?

Have your thirst and appetite been increased?

Do you have weight gain when under stress?

Do you have difficulty falling asleep?

SECTION1-S

 Are you losing your pleasure in hobbies and interests?

* How often do you feel overwhelmed with ideas to manage?
» How often do you have feelings of inner rage (anger)?

» How often do you have feelings of paranoia?

* How often do you feel sad or down for no reason?

* How often do you feel like you are not enjoying life?
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How often do you feel you lack artistic appreciation?
How often do you feel depressed in overcast weather?
How much are you losing your enthusiasm for your
favorite activities?
How much are you losing enjoyment for
your favorite foods?
How much are you losing your enjoyment of
friendships and relationships?
How often do you have difficulty falling into
deep restful sleep?
How often do you have feelings of dependency
on others?
How often do you feel more susceptible to pain?
How often do you have feelings of unprovoked anger?
How much are you losing interest in life?

SECTION2-D

* How often do you have feelings of hopelessness?

How often do you have self-destructive thoughts?

How often do you have an inability to handle stress?

How often do you have anger and aggression while
under stress?

How often do you feel you are not rested even after
long hours of sleep?

How often do you prefer to isolate yourself from others?

How often do you have unexplained lack of concern for
family and friends?

How easily are you distracted from your tasks?

How often do you have an inability to finish tasks?

How often do you feel the need to consume caffeine to
stay alert?

How often do you feel your libido has been decreased?

How often do you lose your temper for minor reasons?

How often do you have feelings of worthlessness?

SECTION3 -G

How often do you feel anxious or panic for no reason?

How often do you have feelings of dread or
impending doom?

How often do you feel knots in your stomach?

How often do you have feelings of being overwhelmed
for no reason?

How often do you have feelings of guilt about
everyday decisions?

How often does your mind feel restless?

How difficult is it to turn your mind off when you
want to relax?

How often do you have disorganized attention?

How often do you worry about things you were
not worried about before?

How often do you have feelings of inner tension and
inner excitability?

SECTION 4 -

ACH
Do you feel your visual memory (shapes & images)
is decreased?
Do you feel your verbal memory is decreased?
Do you have memory lapses?
Has your creativity been decreased?
Has your comprehension been diminished?
Do you have difficulty calculating numbers?
Do you have difficulty recognizing objects & faces?
Do you feel like your opinion about yourself
has changed?
Are you experiencing excessive urination?
Are you experiencing slower mental response?

Symptom groups listed in this flyer are not intended to be used as a diagnosis of any disease condition.
For nutritional purposes only.

(=] coo o

(=] [——}

oo

(=

[—I——)

— —

—

—

ok

—

NN NN

NN

(5]

NN

NN

NNDNDNNNDN

[ ]

W W W W

W W W

W W W

W W W W

W W W WWWWw

W W W



Medication History*

Please circle any of the following medication you have been or are currently taking.

Acetylcholine Receptor Antagonist — Antimuscarinic Agents
Atropine, Ipratopium, Scopolamine, Tiotropium

Acetylcholine Receptor Antagonist - Ganlionic Blockers
Mecamylamine, Hexamethonium, Nicotine (high doses), Trimethaphan

Acetylcholinesterase Reactivators
Pralidoxime

Acetylcholine Receptor Antagonist - Neuromuscular Blockers
Atracurium, Cisatracurium, Doxacurium, Metocurine, Mivacurium, Pancuronium, Rocuronium, Succinylcholine, Tubocurarine,

Vecuronium, Hemicholinium

Agonist Modulator of GABA Receptor (benzodiazpines)

Xanax, Lexotanil, Lexotan, Librium, Klonopin, Valium, ProSom, Rohypnol, Dalmane, Ativan, Loramet, Sedoxil, Dormicum,
Megadon, Serax, Restoril, Halcion

Agonist Modulator of GABA Receptors (nonbenzodiazpines)

Ambien, Sonata, Lunesta, Imovane

Cholinesterase Inhibitors (irreversible)

Echotiophate, Isoflurophate, Organophosphate Insecticides, Organophosphate-containing nerve agents

Cholinesterase Inhibitors (reversible)
Donepezil, Galatamine, Rivastigmine, Tacrine, THC, Edrophonium, Neostigmine, Physostigmine, Pyridostigmine,
Carbamate Insecticidses

Dopamine Reuptake Inhibitors
Wellbutrin (Bupropion)

Dopamine Receptor Agonists
Mirapex, Sifrol, Requip

D2 Dopamine Receptor Blockers (antipsychotics)

Thorazine, Prolixin, Trilafon, Compazine, Mellaril, Stelazine, Vesprin, Nozinan, Depixol, Navane, Fluanxol, Clopixol,
Acuphase, Haldol, Orap, Clozaril, Zyprexa, Zydis, Seroquel, Geodon, Solian, Invega, Abilify

GABA Antagonist Competitive binder
Flumazenil

Monoamine Oxidase Inhibitors (MAOI)
Marplan, Aurorix, Manerix, Moclodura, Nardil, Adlegiine, Elepryl, Azilect, Marsilid, Iprozid, Ipronid, Rivivol, Popilniazida, Zyvox, Zyvoxid

Noradrenergic and Specific Sertonergic Antidepressants (NaSSaa)

Remeron, Zispin, Avanza, Norset, Remergil, Axit

Selective Serotonin Reuptake Inhibitors
Paxil, Zoloft, Prozac, Celexa, Lexapro, Luvox, Cipramil, Emocal, Seropram, Cipralex, Esteria, Fontex, Seromex, Seronil,

Sarafem, Fluctin, Faverin, Seroxat, Aropax, Deroxat, Rexetin, Paroxat, Lustral, Serlain, Dapoxetine

Selective Serotonin Reuptake Enhancers
Stablon, Coaxil, Tatinol

Serotonin-Norepinephrine Reuptake Inhibitors (SNRIs)

Effexor, Pristiq, Meridia, Serzone, Dalcipran, Despiramin, Duloxetine

Tricylic Antidepressants (TCAs)
Elavil, Endep, Tryptanol, Trepiline, Asendin, Asendis, Defanyl, Demolox, Moxadil, Anafranil, Norpramin, Pertofrane, Prothiaden,

Adapin, Sinequan, Tofranil, Janamine, Gamanil, Aventyl, Pamelor, Opipramol, Vivactil, Rhotrimine, Surmontil

*Please refer to prescribing physician for nutritional interactions with any medications you may be taking.



Metabolic Assessment Form
Name: Age: Sex: Date:

Please list the 5 major health concerns in your order of importance:

NE W=

Please circle the appropriate number “0 - 3” on all questions below. 0 as the least/never to 3 as the most/always.

Category I Category V
Feeling that bowels do not empty completely . . . .. .01 2 3 Greasy or high-fat foods cause distress . .......... 0 1 2 3
Lower abdominal pain relief by passing stoolorgas. 0 1 2 3 Lower bowel gas and or bloating
Alternating constipation and diarthea . . ........... 0 1 2 3 several hours aftereating .................... 0 1 2 3
Diarthea.......... ... ... .. .. . . . . 0 1 2 3 Bitter metallic taste in mouth,
Constipation . . . ....vv it 0 1 2 3 especially inthe morning ................... 0 1 2 3
Hard, dry, or small stool . . ..................... 0 1 2 3 Unexplained itchy skin ....................... 0 2 3
Coated tongue of “fuzzy” debris on tongue . . ....... 0 1 2 3 Yellowish casttoeyes .. ............oounen.... 0 1 2 3
Pass large amount of foul smellinggas............ 0 1 2 3 Stool color alternates from clay colored
More than 3 bowel movements daily . ............. 0 1 2 3 tonormalbrown .......................... 0 1 2 3
Use laxatives frequently . . ...................... 0 1 2 3 Reddened skin, especially palms . . .............. 0 1 2 3
Dry or flaky skin and/orhair................... 0 1 2 3
Category 11 History of gallbladder attacks or stones .. ......... 0 1 2 3
Excessive belching, burping, or bloating . ... ....... 0 1 2 3 Have you had your gallbladder removed . . .......... Yes No
Gas immediately followingameal ............... 0 1 2 3
Offensive breath . . ......... ... .. ... .. ... ... ... 0 1 2 3 Category VI
Difficult bowel movements .................... 0 1 2 3 Crave sweets during theday .. .................. 0 1 2 3
Sense of fullness during and after meals . .......... 0 1 2 3 Irritable if meals aremissed . .. ................. 0 1 2 3
Difﬁcqlty digesting fruits qnd vegetables; Depend on coffee to keep yourself going or started . .0 1 2 3
undigested foods found in stools . .............. 0 1 2 3 Get lightheaded if meals are missed . . ............ 0 1 2 3
Eating relieves fatigue . . ...................... 0 1 2 3
Category I.H . . Feel shaky, jittery, or have tremors . .............. 0 1 2 3
Stomach pain, bummg, or aching 1-4 Agitated, easily upset, nervous . ................ 0 1 2 3
hours after eatlng .............................. 0 1 2 3 Poor memory/forgetfu] ________________________ 0 1 2 3
Useantacids ... 0 1 2 3| Blurredvision.............oovvveiiiiiiii.... 0 1 2 3
Feel hungry an hour or two after eating . .......... 0o 1 2 3
Heartburn whe?n lying down’or bending forward.... 0 1 2 3 Category VII
Temporary relief from antacids, food, Fatigue aftermeals . ............ ... ... ... ... 0 1 2 3
,mllk_’ carbonated bevevrages' """""""" R 01 2 3 Crave sweets during theday . ................... 0 1 2 3
Digestive problems .subs1de with rest and r.elaxatlon -0 2 3 Eating sweets does not relieve cravings forsugar... 0 1 2 3
Heartburn due to spicy foods, chocolate, citrus, Must have sweets aftermeals . .................. 0 1 2 3
peppers, alcohol, and caffeine ................. 01 2 3 Waist girth is equal or larger than hip girth . . ... ... 0 1 2 3
Frequenturination .. ......................... 0 1 2 3
Category IV L Increased thirst and appetite . . .................. 0 1 2 3
Roughage and fiber cause constipation ... .......... 0 1 2 3 || Difficulty losing Weight . . . ... ...oovvvrrenn... 01 2 3
Indigestion and fullness lasts 2-4
hours aftereating............ RERREERRRRRRRRY 0 1 2 3 Category VIII
Pain, tenderness, soreness on left side
. Cannotstayasleep .. ..., 0 1 2 3
underribeage .. ... 01 2 3
. Cravesalt....... ... ... .. ... . .. 0 1 2 3
Excessive passageofgas....................... 0 2 3 . .
" Slow starter in the morning . .. ................. 01 2 3
Nausea and/or vomiting . . ..................... 0 1 2 3 .
. . Afternoon fatigue . . ......... ... L oL 0 1 2 3
Stool undigested, foul smelling, . . .
. Dizziness when standing up quickly .............. 0 1 2 3
mucous-like, greasy, or poorly formed ......... 0 1 2 3
F . Afternoon headaches . .......... ... ... ... .. ... 01 2 3
requenturination .. .............. ... .. .. ..., 0 1 2 3 . .
. . Headaches with exertion or stress . ............... 0 1 2 3
Increased thirst and appetite . . .................. 0 1 2 3 Weak nail 0 1 2 3
Difficulty losing weight . . . .................... 01 2 3 eakmnails......... .. ... o il

Symptom groups listed in this flyer are not intended to be used as a diagnosis of any disease condition.
For nutritional purposes only.



Category IX Category XIV (Males only)
Cannot fall asleep .. ....... ... .. .. .. ... .... 0 1 2 3 Urination difficulty or dribbling . .. .............. 0 1 2 3
Perspireeasily . .......... ..o 0 1 2 3 Frequent urination ........................... 0 1 2 3
Under high amounts of stress . .. ................ 0 1 2 3 Pain inside of legsorheels . . .................. 0 1 2 3
Weight gain when under stress . .. ............... 0 1 2 3 Feeling of incomplete bowel evacuation .. ........ 0 1 2 3
Wake up tired even after 6 or more hours of sleep... 0 1 2 3 Leg nervousness atnight . ..................... 0 1 2 3
Excessive perspiration or perspiration with
littleornoactivity .. .......... ... ... 0 1 2 3 Category XV (Males only)
Decreaseinlibido........... ... ... ... ... ..... 0 1 2 3
Category X Decrease in spontaneous morning erections . . . . . . .. 0 1 2 3
Tired, sluggish . .......... ... .. ... ... iiii.. 0 2 3 Decrease in fullness of erections . . .. ............ 0 1 2 3
Feel cold — hands, feet,allover.................. 0 1 2 3 Difficulty in maintaining morning erections . . . ... .. 001 2 3
Require excessive amounts of sleep to Spells of mental fatigue . . ..................... 0 1 2 3
function properly .. ...... ... 0 1 2 3 Inability to concentrate . . . ..................... 0 1 2 3
Increase in weight gain even with low-caloriediet... 0 1 2 3 Episodes of depression . ....................... 0 1 2 3
Gain weighteasily . ........ ... ... .. ... ..., 0o 1 2 3 Muscle soreness . . ..o 0 1 2 3
Difficult, infrequent bowel movements . ........... 0 1 2 3 Decrease in physical stamina . .................. 0 1 2 3
Depression, lack of motivation .. ................ 0 1 2 3 Unexplained weightgain . ..................... 0 1 2 3
Morning headaches that wear off Increase in fat distribution around chestand hips... 0 1 2 3
as the day progresses . . ... 0 1 2 3 Sweating attacks . .. ......... . 0 1 2 3
Outer third of eyebrow thins . .. ................. 0 2 3 More emotional than inthepast................. 0 1 2 3
Thmmpg of h? fron .scalp » face, or genitals or Category XVI (Menstruating Females Only)
excessive fallinghair........................ 0 1 2 3 Are vou perimenonausal
Dryness of skinand/orscalp .. .................. 0 1 2 3 youp PAUSAL . - v Yes  No
Mental sluggishness . .......................... 0 1 2 3 Alternating menstrual cycle lengths ... ... Yes No
Extended menstrual cycle, greater than 32 days . . . . .. Yes No
Category XI Sh.onened menses, less. than every 24 days.......... Yes No
. Pain and cramping during periods . .. ............ 01 2 3
Heart palpitations . . ............ .. ..., 0 1 2 3 blood flow
Inward trembling . . ........ ... ... ... ... 0 1 2 3 Scanty blood flow . ... 0 1 2 3
Heavyblood flow . ........... ... .. ... ... ... 01 2 3
Increased pulse evenatrest..................... 0 1 2 3 Breast pain and swelling during menses 0 1 2 3
Nervous and emotional ... ..................... 0 1 2 3 Pelvic pain during menses . . . .................. 0 1 2 3
Insomnia.......... ... ... . 0 1 2 3 . oot
. Irritable and depressed during menses . . .......... 0 1 2 3
Nightsweats .. ... 0 1 2 3 Acne breakouts 0 1 2 3
Difficulty gaining weight. ...................... 0 1 2 3 Facial hair grow.tl.l '''''''''''''''''''''''''''''''''''''''''''''''''''''''' 0 1 2 3
Category XII Hair loss/thinning . . . ......................... 01 2 3
Diminished .sex drive............... EEERRRREEE 0 1 2 3 Category XVII (Menopausal Females Only)
Menstrual d1§9rders or lack of menstruatlon ........ 0 1 2 3 How many years have you been menopausal?
Increased ability to eat sugars without symptoms.... 0 1 2 3 Since menopause, do you ever have uterine bleeding? Yes No
Hotflashes............ ... ... . ... ... ........ 0 1 2 3
Category XIII . Mental fogginess .. ............. ... 0 1 2 3
Increased sex drive .. .......... ... ... ... .. ..... 0 1 2 3 Disinterest in Sex . . . . . oo 0 1 2 3
Iolerar}ce”to sugars reduced . ... 01 23 MoOod SWINGS . . oo voe et 0 1 2 3
Splitting” type headaches..................... 01 23 Depression . .. ... 0 1 2 3
Painful intercourse . .. ......... ... . ... .. ... ... 0 1 2 3
Shrinking breasts . .. ...... ... ... ... .. ... 0 1 2 3
Facial hairgrowth .. ........... ... .. ... ... ... 01 2 3
ACNC . o e 0 1 2 3
Increased vaginal pain, dryness or itching ........ 0 1 2 3
How many alcoholic beverages do you consume per week? How many caffeinated beverages do you consume per day?
How many times do you eat out per week? How many times a week do you eat raw nuts or seeds?
How many times a week do you eat fish? How many times a week do you workout?
List the three worst foods you eat during the average week: , ,
List the three healthiest foods you eat during the average week: , ,
Do you smoke? If yes, how many times a day:

Rate your stress levels on a scale of 1-10 during the average week:




Category IX Category XIV (Males only)
Cannot fall asleep .. ....... ... .. .. .. ... .... 0 1 2 3 Urination difficulty or dribbling . .. .............. 0 1 2 3
Perspireeasily . .......... ..o 0 1 2 3 Frequent urination ........................... 0 1 2 3
Under high amounts of stress . .. ................ 0 1 2 3 Pain inside of legsorheels . . .................. 0 1 2 3
Weight gain when under stress . .. ............... 0 1 2 3 Feeling of incomplete bowel evacuation .. ........ 0 1 2 3
Wake up tired even after 6 or more hours of sleep... 0 1 2 3 Leg nervousness atnight . ..................... 0 1 2 3
Excessive perspiration or perspiration with
littleornoactivity .. .......... ... ... 0 1 2 3 Category XV (Males only)
Decreaseinlibido........... ... ... ... ... ..... 0 1 2 3
Category X Decrease in spontaneous morning erections . . . . . . .. 0 1 2 3
Tired, sluggish . .......... ... .. ... ... iiii.. 0 2 3 Decrease in fullness of erections . . .. ............ 0 1 2 3
Feel cold — hands, feet,allover.................. 0 1 2 3 Difficulty in maintaining morning erections . . . ... .. 001 2 3
Require excessive amounts of sleep to Spells of mental fatigue . . ..................... 0 1 2 3
function properly .. ...... ... 0 1 2 3 Inability to concentrate . . . ..................... 0 1 2 3
Increase in weight gain even with low-caloriediet... 0 1 2 3 Episodes of depression . ....................... 0 1 2 3
Gain weighteasily . ........ ... ... .. ... ..., 0o 1 2 3 Muscle soreness . . ..o 0 1 2 3
Difficult, infrequent bowel movements . ........... 0 1 2 3 Decrease in physical stamina . .................. 0 1 2 3
Depression, lack of motivation .. ................ 0 1 2 3 Unexplained weightgain . ..................... 0 1 2 3
Morning headaches that wear off Increase in fat distribution around chestand hips... 0 1 2 3
as the day progresses . . ... 0 1 2 3 Sweating attacks . .. ......... . 0 1 2 3
Outer third of eyebrow thins . .. ................. 0 2 3 More emotional than inthepast................. 0 1 2 3
Thmmpg of h? fron .scalp » face, or genitals or Category XVI (Menstruating Females Only)
excessive fallinghair........................ 0 1 2 3 Are vou perimenonausal
Dryness of skinand/orscalp .. .................. 0 1 2 3 youp PAUSAL . - v Yes  No
Mental sluggishness . .......................... 0 1 2 3 Alternating menstrual cycle lengths ... ... Yes No
Extended menstrual cycle, greater than 32 days . . . . .. Yes No
Category XI Sh.onened menses, less. than every 24 days.......... Yes No
. Pain and cramping during periods . .. ............ 01 2 3
Heart palpitations . . ............ .. ..., 0 1 2 3 blood flow
Inward trembling . . ........ ... ... ... ... 0 1 2 3 Scanty blood flow . ... 0 1 2 3
Heavyblood flow . ........... ... .. ... ... ... 01 2 3
Increased pulse evenatrest..................... 0 1 2 3 Breast pain and swelling during menses 0 1 2 3
Nervous and emotional ... ..................... 0 1 2 3 Pelvic pain during menses . . . .................. 0 1 2 3
Insomnia.......... ... ... . 0 1 2 3 . oot
. Irritable and depressed during menses . . .......... 0 1 2 3
Nightsweats .. ... 0 1 2 3 Acne breakouts 0 1 2 3
Difficulty gaining weight. ...................... 0 1 2 3 Facial hair grow.tl.l '''''''''''''''''''''''''''''''''''''''''''''''''''''''' 0 1 2 3
Category XII Hair loss/thinning . . . ......................... 01 2 3
Diminished .sex drive............... EEERRRREEE 0 1 2 3 Category XVII (Menopausal Females Only)
Menstrual d1§9rders or lack of menstruatlon ........ 0 1 2 3 How many years have you been menopausal?
Increased ability to eat sugars without symptoms.... 0 1 2 3 Since menopause, do you ever have uterine bleeding? Yes No
Hotflashes............ ... ... . ... ... ........ 0 1 2 3
Category XIII . Mental fogginess .. ............. ... 0 1 2 3
Increased sex drive .. .......... ... ... ... .. ..... 0 1 2 3 Disinterest in Sex . . . . . oo 0 1 2 3
Iolerar}ce”to sugars reduced . ... 01 23 MoOod SWINGS . . oo voe et 0 1 2 3
Splitting” type headaches..................... 01 23 Depression . .. ... 0 1 2 3
Painful intercourse . .. ......... ... . ... .. ... ... 0 1 2 3
Shrinking breasts . .. ...... ... ... ... .. ... 0 1 2 3
Facial hairgrowth .. ........... ... .. ... ... ... 01 2 3
ACNC . o e 0 1 2 3
Increased vaginal pain, dryness or itching ........ 0 1 2 3
How many alcoholic beverages do you consume per week? How many caffeinated beverages do you consume per day?
How many times do you eat out per week? How many times a week do you eat raw nuts or seeds?
How many times a week do you eat fish? How many times a week do you workout?
List the three worst foods you eat during the average week: , ,
List the three healthiest foods you eat during the average week: , ,
Do you smoke? If yes, how many times a day:

Rate your stress levels on a scale of 1-10 during the average week:




Suprasegmental Patient Inventory Sheet

Please mark the following in each category by ranking each one 0-4.
0=Never, 1=Rarely, 2=0ccasionally, 3=Frequently, 4=Very Frequently

Feelings of Sadness

Decreased interests in Others

Moodiness Feelings of hopelessness about the future
Negativity Feelings of helplessness or powerlessness
Low Energy Feeling dissatisfied or bored

Irritability Excessive Guilt

Suicidal Feelings

Crying Easily

Low Self Esteem

Lowered Interest in things considered fun

Sleep changes

Appetite changes

Forgetfulness

Decreased interest in sex

Poor concentration

Negative sensitivity to smells and odors

Panic Attacks

Feelings of nervousness or anxiety

Poor handwriting

Tremors / Shakiness

Shyness or timidity

Heart pounding, rapid heart rate, chest
pain

Tics

Troubled breathing or feelings of being
smothered

Conflict Avoidance

Feeling dizzy, faint or unsteady on feet

Low motivation

Avoidance of public places from fear of
anxiety

Excessive motivation

Periods of nausea and stomach upset

Quick startle reaction

Tendency to predict the worst

Persistent phobias

Fear of being judged or scrutinized

Easily embarrassed

Excessive worrying about what others
think

Easily sweats

Tendency to freeze in anxiety provoking
situations

Hot or cold flashes / hot or cold hands

Trouble listening

Trouble sustaining attention in routine
situations

Distractibility

Inability to give close attention to detail or
avoid mistakes

Poor planning skills

Lack of clear goals or forward thinking

Boredom

Difficulty expressing feelings

Lethargy

Difficulty following through or finishing
things

Lack of motivation

Difficulty expressing empathy for others




Excessive daydreaming

Feelings of spaciness or being in a fog

Conflict seeking

Trouble learning from experience, makes
repetitive mistakes

Difficulty awaiting turn

Difficulty remaining seated when expected

Restlessness

Interruption of or intrusion on others

Impulsivity

Blurting out of answers before question is
completed

Talking to much or to little

Senseless worrying

Tendency to say no without first thinking
about the question

Dislike of change

Perception by others that you worry to
much

Hold grudges

Being upset unless things are done a
certain way

Compulsive behaviors

Upset when things do not go your way

Repetitive negativity

Upset when things get out of place

Trouble shifting behavior from task to task

Being argumentative or oppositional

Tendency to hold onto own opinions and
to listen to others

Trouble shifting attention from subject to
subject

Tendency to get locked into a course of
action, whether or not it is good

Difficulty seeing options in situations

Tendency to predict negative outcomes

Mild paranoia

History of family violence or explosiveness

Memory problems

History of head injury or trauma

Periods of forgetfulness

Short fuse or periods of extreme irritability

Spaciness or confusion

Periods of rage without provocation

Periods of déja vu

Dark thoughts or suicide, homicide

Periods of panic

Preoccupation with moral or religious
ideas

Frequent misinterpretation of comments
as negative when they are not

Reading comprehension problems

Auditory or visual hallucinations

Irritability that tends to build, then
explode

Headaches or abdominal pain of an

uncertain etiology

Ringing in the ears




Please indicate which of the following you are interested in or good at or what you are not interested in or
poor at with a (Y for yes or an N for no)

Recognizing faces Recognizing out of focus objects

Good memory for location Recognition of emotional tone of voices
Good memory for direction Good responses to new situations
Understand nonverbal communication grr]\rdaesrs;and s eI [PISEITE Gl el
Good abstract thought Recognition of rotated objects
Understand humor and metaphors Appropriate social behavior and responses
Ability to fight off compulsion Ability to focus

Ability to do math Music skills

Good self image Ability to rhyme

Ability to think clearly Ability to tune out irrelevant stimuli
Ability to have good imagination Ability to decode the emotions of others
Ability to read books Ability to understand symbolism

Ability to predict what others will do Ability control repetitive thought

Ability to control hyperactivity Ability to understand false perceptions
Ability to control what you say Ability to have good motor control
Ability to sleep Ability to have emotional tone in voice
Ability to have relationships Ability to have smooth, fluid movement
Ability to deal with feelings Ability to cry or be spontaneous

Ability to express fantasies Ability to avoid alcohol and drugs
Ability to control anxiety and fear Do you get motion sickness

Do you have autoimmune illness Do you have an irregular heart rate
Ability to comprehend reading Ability to understand when spoken to
Ability to remember facts and figures Ability to identify objects

Ability to speak clearly High level of intelligence

Ability to find words Ability to focus on smaller details
Ability to care for self (grooming) Ability to enjoy music

Ability to draw pictures Ability to have a positive, happy attitude
Do you have dyslexia Ability to control shyness

Are you athletic Ability to follow directions

Do you have any cysts or tumors Are you prone to chronic infections
Ability to understand math/science Do you have good language skills

Do you drink alcohol excessively Do you drink coffee or other stimulants
Do you take illegal party drugs Do you exercise regularly

Do you have a good diet Are you under significant stress right now




Health Questionnaire (NTAF)

Name:

Age:

Sex: Date:

* Please circle the appropriate number “0 - 3” on all questions below. 0 as the least/never to 3 as the most/always.

SECTION A
* Is your memory noticeably declining?

* Are you having a hard time remembering names
and phone numbers?

Is your ability to focus noticeably declining?

Has it become harder for you to learn things?

How often do you have a hard time remembering
your appointments?

Is your temperament getting worse in general?

Are you losing your attention span endurance?

How often do you find yourself down or sad?

* How often do you fatigue when driving compared

to the past?

* How often do you fatigue when reading compared
to the past?

How often do you walk into rooms and forget why?

How often do you pick up your cell phone and forget why?

SECTION B
* How high is your stress level?
* How often do you feel that you have something that
must be done?
* Do you feel you never have time for yourself?
* How often do you feel you are not getting enough
sleep or rest?
* Do you find it difficult to get regular exercise?
Do you feel uncared for by the people in your life?
Do you feel you are not accomplishing your
life’s purpose?
* Is sharing your problems with someone difficult for you?

SECTION C

SECTION C1
» How often do you get irritable, shaky, or have
lightheadedness between meals?
How often do you feel energized after eating?
How often do you have difficulty eating large
meals in the morning?
How often does your energy level drop in the afternoon?
How often do you crave sugar and sweets in the afternoon?
How often do you wake up in the middle of the night?
How often do you have difficulty concentrating
before eating?
How often do you depend on coffee to keep yourself going?
How often do you feel agitated, easily upset, and nervous
between meals?

SECTION C2

* Do you get fatigued after meals?

* Do you crave sugar and sweets after meals?

* Do you feel you need stimulants such as coffee after meals?

* Do you have difficulty losing weight?

* How much larger is your waist girth compared to
your hip girth?

* How often do you urinate?

Have your thirst and appetite been increased?

Do you have weight gain when under stress?

Do you have difficulty falling asleep?

SECTION1-S

 Are you losing your pleasure in hobbies and interests?

* How often do you feel overwhelmed with ideas to manage?
» How often do you have feelings of inner rage (anger)?

» How often do you have feelings of paranoia?

* How often do you feel sad or down for no reason?

* How often do you feel like you are not enjoying life?

oo

coo o

oo o

oo o =}

=]

=]

cooo o

coocoo o

1 2 3 .
1 2 3 .
1 2 3
1 2 3 .
1 2 3 .
1 2 3
1 2 3 .
1 2 3
1 2 3
1 2 3 .
1 2 3 .
1 2 3
1 2 3 .
1 2 3 .
1 2 3
1 2 3
1 2 3 .
1 2 3 .
1 2 3 .
1 2 3 .
1 2 3
1 2 3
1 2 3 .
1 2 3
1 2 3 .
1 2 3 .
1 2 3 .
1 2 3
1 2 3 .
1 2 3 .
1 2 3
1 2 3 .
1 2 3
1 2 3
1 2 3 .
1 2 3
1 2 3 .
1 2 3 .
1 2 3 .
1 2 3 .
1 2 3 .
1 2 3
1 2 3 .
1 2 3 .

How often do you feel you lack artistic appreciation?
How often do you feel depressed in overcast weather?
How much are you losing your enthusiasm for your
favorite activities?
How much are you losing enjoyment for
your favorite foods?
How much are you losing your enjoyment of
friendships and relationships?
How often do you have difficulty falling into
deep restful sleep?
How often do you have feelings of dependency
on others?
How often do you feel more susceptible to pain?
How often do you have feelings of unprovoked anger?
How much are you losing interest in life?

SECTION2-D

* How often do you have feelings of hopelessness?

How often do you have self-destructive thoughts?

How often do you have an inability to handle stress?

How often do you have anger and aggression while
under stress?

How often do you feel you are not rested even after
long hours of sleep?

How often do you prefer to isolate yourself from others?

How often do you have unexplained lack of concern for
family and friends?

How easily are you distracted from your tasks?

How often do you have an inability to finish tasks?

How often do you feel the need to consume caffeine to
stay alert?

How often do you feel your libido has been decreased?

How often do you lose your temper for minor reasons?

How often do you have feelings of worthlessness?

SECTION3 -G

How often do you feel anxious or panic for no reason?

How often do you have feelings of dread or
impending doom?

How often do you feel knots in your stomach?

How often do you have feelings of being overwhelmed
for no reason?

How often do you have feelings of guilt about
everyday decisions?

How often does your mind feel restless?

How difficult is it to turn your mind off when you
want to relax?

How often do you have disorganized attention?

How often do you worry about things you were
not worried about before?

How often do you have feelings of inner tension and
inner excitability?

SECTION 4 -

ACH
Do you feel your visual memory (shapes & images)
is decreased?
Do you feel your verbal memory is decreased?
Do you have memory lapses?
Has your creativity been decreased?
Has your comprehension been diminished?
Do you have difficulty calculating numbers?
Do you have difficulty recognizing objects & faces?
Do you feel like your opinion about yourself
has changed?
Are you experiencing excessive urination?
Are you experiencing slower mental response?

Symptom groups listed in this flyer are not intended to be used as a diagnosis of any disease condition.
For nutritional purposes only.
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Medication History*

Please circle any of the following medication you have been or are currently taking.

Acetylcholine Receptor Antagonist — Antimuscarinic Agents
Atropine, Ipratopium, Scopolamine, Tiotropium

Acetylcholine Receptor Antagonist - Ganlionic Blockers
Mecamylamine, Hexamethonium, Nicotine (high doses), Trimethaphan

Acetylcholinesterase Reactivators
Pralidoxime

Acetylcholine Receptor Antagonist - Neuromuscular Blockers
Atracurium, Cisatracurium, Doxacurium, Metocurine, Mivacurium, Pancuronium, Rocuronium, Succinylcholine, Tubocurarine,
Vecuronium, Hemicholinium

Agonist Modulator of GABA Receptor (benzodiazpines)
Xanax, Lexotanil, Lexotan, Librium, Klonopin, Valium, ProSom, Rohypnol, Dalmane, Ativan, Loramet, Sedoxil, Dormicum,
Megadon, Serax, Restoril, Halcion

Agonist Modulator of GABA Receptors (nonbenzodiazpines)

Ambien, Sonata, Lunesta, Imovane

Cholinesterase Inhibitors (irreversible)

Echotiophate, Id8urophate, Organophosphate Insecticides, Organophosphate-containing nerve agents

Cholinesterase Inhibitors (reversible)
Donepezil, Galatamine, Rivastigmine, Tacrine, THC, Edrophonium, Neostigmine, Physostigmine, Pyridostigmine,
Carbamate Insecticidses

Dopamine Reuptake Inhibitors
Wellbutrin (Bupropion)

Dopamine Receptor Agonists
Mirapex, Sifrol, Requip

D2 Dopamine Receptor Blockers (antipsychotics)

Thorazine, Prolixin, Trilafon, Compazine, Mellaril, Stelazine, Vesprin, Nozinan, Depixol, Navane, Fluanxol, Clopixol,
Acuphase, Haldol, Orap, Clozaril, Zyprexa, Zydis, Seroquel, Geodon, Solian, Invega, Abilify

GABA Antagonist Competitive binder
Flumazenil

Monoamine Oxidase Inhibitors (MAOQI)
Marplan, Aurorix, Manerix, Moclodura, Nardil, Adlegiine, Elepryl, Azilect, Marsilid, Iprozid, Ipronid, Rivivol, PopilniazigagxZ Zyvoxid

Noradrenergic and Spedic Sertonergic Antidepressants (NaSSaa)

Remeron, Zispin, Avanza, Norset, Remergil, Axit

Selective Serotonin Reuptake Inhibitors
Paxil, Zoloft, Prozac, Celexa, Lexapro, Luvox, Cipramil, Emocal, Seropram, Cipralex, Esteria, Fontex, Seromex, Seronil,

Sarafem, Fluctin, Faverin, Seroxat, Aropax, Deroxat, Rexetin, Paroxat, Lustral, Serlain, Dapoxetine

Selective Serotonin Reuptake Enhancers
Stablon, Coaxil, Tatinol

Serotonin-Norepinephrine Reuptake Inhibitors (SNRIs)

Effexor, Pristiq, Meridia, Serzone, Dalcipran, Despiramin, Duloxetine

Tricylic Antidepressants (TCAS)

Elavil, Endep, Tryptanol, Trepiline, Asendin, Asendis, Defanyl, Demolox, Moxadil, Anafranil, Norpramin, Pertofrane, Prothiaden,
Adapin, Sinequan, Tofranil, Janamine, Gamanil, Aventyl, Pamelor, Opipramol, Vivactil, Rhotrimine, Surmontil

*Please refer to prescribing physician for nutritional interactions with any medications you may be taking.
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