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GENERAL INFORMATION

Name: Referred by:
Address: Home Phone:
Work Phone:
City State Zip
PERSONAL
Sex: Age: Date of Birth: Place of Birth: Race/Ethnicity:
Ht: Wit: Desired Wt: Frame Size: [ Small [J Medium [J Large
Blood pressure reading (when last taken): Date: Blood Type:
Marital Status (check): [] Single [] Married [] Divorced [] Separated
Number of children: Age of Youngest:
LIFESTYLE
Occupation: Employer:

Is your occupation/lifestyle: [] Strenuous [] Moderate [] Light [] Sedentary

Do you smoke: How much/often? How many years?

If you've quit, when did you quit?

How many years did you smoke? How much/often?

PRESCRIPTION DRUGS, NON-PRESCRIPTION DRUGS, & SUPPLEMENTS

Please list any prescription drugs, non-prescription drugs, and supplements that you take regularly.

Name What are you taking this for? | If you've quit, when did you quit? How long did you take them?

MEDICAL HISTORY

Please list any major surgeries:

What have you been diagnosed as having?

Have you had arecent blood test, urinalysis, or other diagnostic test?* If no, most recent date:
*Please bring a copy of the results of any recent (within the last year) tests on your first visit. If you have nothad any
recent tests, you may be asked to get one.

Please list any diagnosed allergies:

Major illnesses:

CONCERNS/SYMPTOMS

What is the primary reason you came to us for analysis?

Date of When does it
Main Complaint Onset occur? How often does it occur? | What do you think is causing symptom?




GENERAL INFORMATION

RESIDENTIAL VISITATION EXPOSURE

List other states or other countries you have visited or lived in:

How long were you

Did you experience any problems/symptoms while

County/State What year? there? there or after leaving? If so, please list.
FAMILY HISTORY
Check any health conditions listed per family member:
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Maternal grandmother

Maternal grandfather

Paternal grandmother

Paternal grandfather

Mother

Father

Brothers/Sisters:

Children:

WORK HISTORY

This section is to determine your exposure risks to chemicals, pesticides, insecticides, cosmetics, heavy metals,
electromagnetic fields, etc., at your current and previous jobs.

Company/Employer

Job Title

Length of Employment
(include end date)

Work duties (were you exposed to chemicals, inks,
dyes, glues, computers, cleaning supplies, etc.?)




Additional Questions for
LAB TEST INTERPRETATION

Instructions: Please complete for each patient doing a lab test

Pharmacist’s Name:
Patient’s Name: Date:

Height: Weight: Age: sex:
List ANY and ALL medications/drugs presently taking:

Do you use any of the following? (circle all that apply)
DHEA Pregnenolone Cortisol/Corticosteroids Progesterone

Androstenedione Anabolic steroids NSAIDS Other:

Are your menstrual cycles normal? Explain:

Do you have? (circle all that apply)

PMS Hot Flashes Night Sweats Endometriosis
Ovarian Cysts Uterine Fibroids Fibrocystic Breast Syndrome Yeast Infections
Irregular Periods Prostate Problems Other:

Have you been diagnosed with any of the following chronic illnesses? (circle all that apply)

Chronic Fatigue Fibromyalgia Rheumatoid Arthritis Crohn’s Disease
Irritable Bowel Lupus Psoriasis/Eczema Cancer
Allergies Other:

List any nutritional products you are presently taking:

Have you been diagnosed with high blood pressure? Reading: /

Do you have chronic pain? (describe)

Do you have blood sugar imbalances or diabetes?

Describe your normal diet, i.e., # of meals/day

When do you nhormally eat?

What do you normally eat?

How are your sleep patterns? (describe)

Are you under any stress? (physical, emotional, job, home, other)

Do you have any diagnosed illnesses? (describe)

Can you provide any recent lab tests?

What are your MAIN COMPLAINTS?




Part 1

Instructions: Place a check mark by each of the following items that apply.

Medications You Take:

[ Iy I Iy U I N I Iy I Wy

Acetaminophen
AIDS

Antacids
Antibiotic/Antifungal
Antidepressant
Antidiabetic/Insulin
Aspirin
Chemotherapy

Cortisone/Anti-
inflammatories/NSAIDS

Heart Medications
High Blood Pressure
Hormones

Laxatives

Lithium

Oral Contraceptives
Prostate

Radiation
Recreational Drugs
Specify:
Relaxants/Sleeping Pills
Thyroid

Ulcer Medications
Other (list):

Vitamins and/or Minerals
(list):

You Eat, Drink, or Use:

0 0 OO0 00000 UOU0O0 OOOO0OO0D

Alcohol

Carbonated Beverages
Coffee

Tea, non-herbal

Water, distilled

Water, tap

Aspartame

Candy

Fast Food Restaurants
Regqularly

Fried Foods

Luncheon Meats
Margarine

Refined Sugars
Saccharin

Chew Tobacco
Smoke Cigarettes
Smoke Pipe

Antiperspirants
w/aluminum

Hair dyes containing
lead

<
o
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Diet Often

Do not Exercise Regularly
Salt food without tasting
Are under excessive
stress

Are exposed to
chemicals at work

Are exposed to cigarette
smoke

Live within 10 miles of an
industrial plant

Live in an area high in
EMFs (within %2 mile of an

electrical transformer or
distribution center)




Part 2

Instructions: Circle yes or no to the following questions. If you do not know the answer to

a question, leave it blank.

Where requested, circle the number which best describes the intensity of your symptoms:

1= Mild 2=Moderate 3=Severe

1. Have you ever taken tetracyclines (or other antibiotics) for acne for a period of 2
months or longer?

2. Have you ever taken "broad spectrum" antibiotics (including Keflex?, ampicillin,
amoxicillin, Celcor?, Bactrim? and Septra?) for respiratory, urinary, or other
infections for a period of 2 months or longer, or in shorter courses 4 or more times
in a single year?

3. Have you, at any time in your life, been troubled by persistent vaginal problems
or had 3 or more episodes of vaginitis in a year?

4. Have you ever been pregnant?

If yes, how many times?
5. Have you ever taken birth control pills for longer than a year at a time?

6. Have you taken prednisone, Decadron?, or other cortisone-type drugs?

If yes, have you taken them for more than 2 weeks?

7. Have you been exposed to antibiotics because of your job? (For example,
nurses or pharmacists)

8. Have you ever had mononucleosis?
9. Have you been diagnosed with ADD/LD or Autism?

10. Does exposure to perfumes, insecticides, fabric store odors and other chemicals
bother you?

If yes, rate the symptoms from mild to severe:

11. Do damp, muggy days or moldy places provoke symptoms?

If yes, rate the symptoms:

No

No

No

No

No

No

No

No

No

No

No

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes




12.

13.

14.

15.

16.

17.

Have you had persistent athlete's foot, "jock itch" or other chronic infections of

the skin or nails?

If yes, rate the infections:

Do you crave sugar?

If yes, rate the cravings:

Do you crave bread?

If yes, rate the cravings:

Do you crave alcoholic beverages?

If yes, rate the cravings:

Does tobacco smoke really bother you?

If yes, rate the irritation:

Do you have allergies?

If yes, rate the symptoms:

No

No

No

No

No

Yes

Yes

Yes

Yes

Yes

Yes




Part 3

Instructions: Circle the number which best describes the intensity of your symptoms. If
you do not know the answer to the question, leave it blank.

0= Symptom is not Present 1=Mild 2=Moderate 3=Severe

Section A

T = 1¥ 11 o1 [ PP PT T PPTPPTPPN 0 1 2 3
2. Fullness for extended time after meals............ccoooviiiiiiiiii 0 1 2 3
G T = 1T 7= 11 o T 0 1 2 3
4. StOMACh UPSETS CASIHY ....civiiiiiiiii e 0 1 2 3
LT o o 1 gr= ¥ o] o 1] €1 (P 0 1 2 3
6. KNOWN fOOd Allergies......c.uiieiiiiiii e 0 1 2 3
28 O o ] ¢ 1] 4 o T= 1 4 e o P 0 1 2 3
Section B

1. ADAOMINAI CIraMPS....ui ettt 0 1 2 3
2. Painin left side under rib Cage..........coooiviiiiiiii 0 1 2 3
3. Indigestion 1-3 hours after eating ........c.ccoeviiiiiiiini e, 0 1 2 3
4, Fatigue after @atiNg ........cocviiiiiiiii e 0 1 2 3
5. Roughage and fiber causes indigestion ............c.ccoooiviiiiiiiincineieeeeen, 0 1 2 3
6. LOWEI DOWEl GaS....iiiiiii i 0 1 2 3
7. Alternating constipation and diarrhea..............coocoviiiiiiii, 0 1 2 3
8. DHAITNEA ... it 0 1 2 3
9. MUCOUS IN STOOL. .. e 0 1 2 3
10. Undigested food iN StOOL.........c.c.oiiiiiiii e 0 1 2 3
11. Stool POOTY FOrMEd ... 0 1 2 3
12, SHINY SOOI ...ttt 0 1 2 3
13. Foul sSMelliNg StOOL. ... cuie i 0 1 2 3
14. 3 or more large bowel movements daily ...........cc.cooeiviiiiiiii i, 0 1 2 3
15. Dry, flaky skin and/or brittle hair............cooiiiiiiiii e 0 1 2 3
LB, A I e 0 1 2 3
I o Yo Yo I 11T o =T P 0 1 2 3
18. Difficulty gaining Weight.........cooiiiiii e 0 1 2 3




Section C

1. ChroniC stOMaCh PaiNS.......ocuiiiiiiii e 0 1 2 3
2. Stomach pains just before and/or aftermeals..............cccoeeviiiiiinnnnn, 0 1 2 3
3. Stomach pain when emotionally UpSet .........cccoovviiiiiiiiiiiiine e, 0 1 2 3
4. Wake up at night with stomach pain...............ccoocoiii e, 0 1 2 3
5. Sudden or acute iNdigestioN ...........ooeiiiiiiiii e 0 1 2 3
6. Butterfly sensations in sStOmMacCh............coooiiii i 0 1 2 3
7. Relief of stomach pain by drinking carbonated beverages.................... 0 1 2 3
8. Relief of stomach pain by drinking cream or milk ................coooieiiin. 0 1 2 3
9. Relief of stomach pain temporarily by eating...........c..ccovviiiiiiiiineennn, 0 1 2 3
10. Difficulty DeIChING ........ooei 0 1 2 3
11. Black stool when not taking iron supplements............cccooeviiiiiiineinennns No Yes

12. History of UlCer Or gastritiS........c.uevuiiiieiie e No Yes

13, CUIMTENT UICET .ttt et e eaa e No Yes

14. DependencCy ON A@NTACIAS .......c.uiii i No Yes

15. History of chronic aspirin O NSAID USE........ciuuiiiiiiieiiieiiie e No Yes
Section D

1. Frequent and recurrent infections (COIdS) .........cooeviiiiiiiiiiii 0 1 2 3
2. Bladder and kidney infeCHIONS..........cccuuiiiiiiii e 0 1 2 3
3. Vaginal yeast iINfECHION.........c..iiiii e 0 1 2 3
4. Toenail or fingernail fUNQUS.........ooiiii 0 1 2 3
5. ADbdOMINAl CramIPS. ... 0 1 2 3
6. Seasonal diarnhea ..o 0 1 2 3
7. Alternating constipation and diarrhea.................ccooiii i, 0 1 2 3
8. CONSHPALION ... i 0 1 2 3
9. IMUCOUS 1N SEOOIS. ...ttt et e eens 0 1 2 3
10. Hard or difficult bowel movements.............cooiiiiiiiici e, 0 1 2 3
11. Fullness in the lower abdomen ..., 0 1 2 3
12. FIAtUIENCE (QAS) +uivniieeiiieit e ettt e e e e e e eaaeens 0 1 2 3
13. History of @antibiotiC USE...........couuiiiiiiiii e 0 1 2 3
T4, MEAL CALEN ... 0 1 2 3
15. Rapidly failling VISION .......iiiii e 0 1 2 3




Part 4

Instructions: Circle the number which best describes the intensity of your symptoms. If
you do not know the answer to the question, leave it blank.

0= Symptom is not Present 1=Mild 2=Moderate 3=Severe

Section A

Intolerance to greasy fOOdS .........oviiiiiiiii 0 1 2 3

Onions, cabbage, radishes or cucumbers cause bloating, gas,

L0 1S 1 (ST 0 1 2 3
3. Headaches after eating...........cooouiiiiiiiii e 0 1 2 3
4. Fatigue and sleepiness after @ating ..........ccoovvvvieiiiiiiiinii e, 0 1 2 3
5. Paininright side underrib Cage.........ccooouiiiiiiiiiii e 0 1 2 3
6. Light COIOred StOOI .. .. coeiie e 0 1 2 3
7. Foul SMelliNg STOON. .. ... 0 1 2 3
8. Lessthan one bowel movementdaily.............ccoooiiiiiiiiiiicin i, 0 1 2 3
0. CONSHPALION ... e 0 1 2 3
0T = o I (o Yo 0 1 2 3
11. Stool is yellow or clay colored, foul 0dor..........cccovviiiiiiii 0 1 2 3
12. Painful tO Pass StOOI........iiiiii e 0 1 2 3
13. Grey COIOrEA SKIN.....iuiiiiei e e e e e e ees 0 1 2 3
14. Skin oily on nose and forehead ............ccoooiiiiiiiiiii 0 1 2 3
15. Yellow in WhIteS Of @YES ....vvniiiiii e 0 1 2 3
16. Yellow cast tO the tONQUE..........iii i 0 1 2 3
17. Sour taste in MOUtN.............o 0 1 2 3
18. Bad Breath ... 0 1 2 3
LS TR = T Yo Y T [ (O 0 1 2 3
20. Dry SKIN OF NAIT.....ccuiiiii e 0 1 2 3
21, Big tO€ PAINTUI ... 0 1 2 3
22. Pain radiates along outside of Ieg ........ccovviiiiicii i 0 1 2 3
A T ==Y = Y1 Y.V L (] N 0 1 2 3
24. Red BloOd iN STOOL.. ... No Yes
25. Have had jaundice or hepatitis...........covviiiiiiiiii e No Yes
26. High blood cholesterol AND low HDL cholesterol? ..............ccoocoveviiinnn. No Yes
27. Is your cholesterol level above 2007 ........oveiiiiiiei e No Yes
28. Is your triglyceride level above 1157 ........ccooviiiiiiiiiii No Yes
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Section B
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Tachycardia, abnormally rapid heartbeat ..................coooviiiii,

Nervousness, increased activity, hyperactivity..............c.ccooeiviiiiiniennn,

Irritability.......ove e
INSOMNIA .....iieiiiiic e
Easily flushed............ccoooiiiiiin
Intolerant to high temperatures ..........
Strong drive followed by exhaustion ...
Erratic, "flighty" behavior......................

Fine features, thin skin, thin hair...........

. Warm, fine, moistskin..........................

. Protruding eyeballs........................oell

. Menstrual problems............cc.ccooeeveennns

. Good appetite but fail to gain weight

. Protruding tongue quivers, hands shake or tremor................ccocoveeviiennnn.

. Difficulty with weight gain (overweight) .........c.ccooiiiiiiiiiii e

P R R R R R R R R R R R R R R
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W W W W W W W W w w w wwwow

Section C

© 0 N o g s~ DR

T e~ e i =
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Trouble waking up in the morning.......
Start slow in the morning, gain speed i

n afternoon.........coovevviiiiinenenne,

Headache on waking which wears off with the day.............ccco.ocieeennnn.

Dizzy or nauseated in morning.............

Muscles stiff in morning, feel need to limberup..........c.ccooieiiiiien,

Feel "creaky" after sitting for period of

M e

Heart sometimes seems to miss beats or turn "flip flops™............c.ccoeveennne.

Dry sKiN....coooeiieiic e

Yellowish tint to skin, particularly on hands or feet ..............c.ccooviieiinennn,

. Hair scanty, dry, brittle, lusterless .........

. Large lower lip.....ccccoovviiiiiiiiin
. Tend to have cold hands or feet.........

. Failing memory, forgetfulness..............

. Thinning or loss of outside portion of eyebrow ..............coccoveviiiiininennn,

. Sensitivity to cold, prefer warm to cool climate...............cc.ccoveiiiiiiiinnnnnn.

. Difficulty concentrating, easily distracted ................ccooiiiiiciiineiece,

P R R R R R R R R R R R R R R R

N NN NN N DN DNDNDDNDNDNDNDMDNDDNDNMDNNMNDNDDN

W W W W W wWw W W w w wwwwwow
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Section C (continued)

17. "Go to pieces" easily, cry easily, dislike working under pressure, dislike

being watChed ... ... 0 1 2 3
18. Sugar intake causes irritability and mood SWiNgS..........ccovvvevviieiineiineennnnn. 0 1 2 3
19. SIOW FEFIEXES . eeeiei e 0 1 2 3
P 0 1V A o 10 < N = 1 PP 0 1 2 3
21. Gain weigh eaisily, fail to lose weight on diets...........c.ccovviiviiiiiicineeenn, 0 1 2 3
22. DIMINISN@A SEX AV .. .ieieiiiieiii et 0 1 2 3
23. Dizzy when changing up and down POSItioNS.............ccooevviviiiieiiniieneeenn, 0 1 2 3
P B 1= o] £ =13 T T ISP 0 1 2 3
25. Sleeplessness OF FESHESSNESS. .. ..uiu e ee et e e anas 0 1 2 3
26. Menstrual ProbIEMS ... ... 0 1 2 3
A G =V PP 0 1 2 3
28, It .o et e 0 1 2 3
29. RINGING INTN@ CAIS ..vuiiiiiiiii e 0 1 2 3
30. HEAAACKNES. ... e 0 1 2 3
31. These symptoms worsen at night: Coughing, hoarseness, muscle

Lol =11 01 o 1IN PTRPPTSPRTRPN 0 1 2 3
32. Motion sickness when traveling.........ccoooovviiiiin 0 1 2 3
33. ClOGGEA SINUSES ....cevniirieeii ettt et et e e enas 0 1 2 3
34. ReCUIMeNt INTECTIONS. .. ... e 0 1 2 3
35. Bowel movements usually less than one daily...............coooiviiiininnn, 0 1 2 3

36. Basal Temperature Test: Record morning temperature by placing thermometer under armpit for 10
minutes while still in bed. Read and record for 4 days. Women: don't do during ovulation.

Day 1 Day 2 Day 3 Day 4

Section D
1. Sex drive reduced Or abSent ...........ocouuiiiiiiiiiii 0 1 2 3
2. Abnormal thirst ... 0 1 2 3
3. Weight gain around hips OF WaST..........c.viiriiiiiiiiiiece e 0 1 2 3
4, Tendency to UlICErs OF COlItIS .....ouuuiiiii e 0 1 2 3
5. Increased ability to eat sugar without symptoms.............cccoeeeeieiniennnnnnn. 0 1 2 3
6. Menstrual disorders (WOMEN) .......uiiiiiiiiiieie e 0 1 2 3
Lack of menstruation (young girls) ......co.oeiiiiiiiiiiiii e 0 1 2 3
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Part 5

Instructions: Circle the number which best describes the intensity of your symptoms. If
you do not know the answer to the question, leave it blank.

0= Symptom is not Present 1=Mild 2=Moderate 3=Severe

Section A

N | 1= o 1= 0 1 2 3
2. Eyessensitive to bright light ..., 0 1 2 3
3. Sensitive to exhaust fumes, smoke, smog, petrochemicals...................... 0 1 2 3
4, Oversensitive to sugar, causes energy boost thendrop.......................l. 0 1 2 3
5. Easily shaken or startled, heart pounds from unexpected noise.............. 0 1 2 3
6. Emotional upsets cause complete exhaustion ...............cccoeeveiiiiinicen, 0 1 2 3
7. Tightness or lump in throat, hurts when emotionally disturbed.................. 0 1 2 3
8. Get goose BUMPS €aSIlY........couuiiiiiii e 0 1 2 3
9. Feelweek and shaky..........cocouiiiiiiiii 0 1 2 3
10. Depression or rapid MOOA SWINGS. . ..cuiuiiiiiiieiiiieieee e eae e naaaeaaas 0 1 2 3
11. Dizzin€ss UPON StANAING......cuuiiiiiieieei e e e 0 1 2 3
12. Lack of mental alertness. ........oouuiiiiiiii e 0 1 2 3
13. Perfectionist who sets high standards...............ccooveiiiiiiniiiiie 0 1 2 3
14. Cannot tolerate MUCh EXErCISE ...........iiiiuiiiiiiiiii e 0 1 2 3
15. Catch colds easily when weather changes...........c.ccoovcivviiiiiii e, 0 1 2 3
16. HEAadACRES. . ... e 0 1 2 3
17. Difficulty breathing ... 0 1 2 3
18. WaALer reTENTION .ceuiie et 0 1 2 3
19. PeriodiC CONSHPATION........iiiiiiiieie et 0 1 2 3
20. Dark CirCles UNAEI @YES .......ciiiiiiiiiiii ettt 0 1 2 3
Section B

O N\ [0 1T I U T i o ] | T o PP 0 1 2 3
2. NOSE DIEEAS. ... e 0 1 2 3
3. LSS OF SM@II ..o 0 1 2 3
4. Throat infections or chronic sore throat..............c.ccooiiiiiiiiicinci 0 1 2 3
B LOSS Of TASTE .. 0 1 2 3
6. Cold sores or fever DIIStErS .........ooeu i 0 1 2 3
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Section B (continued)

10.
11.
12.
13.
14.
15.
16.

Chronic/swollen lymph glands........
Inflamed or bleeding gums.............
Ear infections .........coccooveiiiiiiniins
Hair falls out ...........oocoveiiiiiiiinns
Hair grows slowly...........c.cccoeviiiiinennns
Slow to recover from cold or flu......
Catch colds or flu easily ..................
Poor wound healing........................
Get boils or styes..........ccceveeviiiinnnen.
Bumpy skin on back of arms............

S N

N N N NN DN DNMNMNDNDDNDN

W W W W w w w w ww

Section C

© N o g >R
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Itching of nose or eyes ....................
Discharge from eyes...........ccc..ces
Watery eyes....cocovvviiiiiiiiiiiiiiean
Puffiness or dark circles under eyes.
Itching of roof of mouth or throat....
Mucous in throat..............cccceeeeneen.
Postnasal drip.......c.ccooeveiiiiiieinnnnnnns
Nasal congestion.............c.ccoeevvveennns
NoOse runs of dripsS........cocvevvvienieennns
. SNEEZING i
. Breathing through mouth................
. Swollen tongue.........cccocoiiiiiiiiiinnns
. Difficulty swallowing ........................
. Ear discharge or ears stuffed up......
. Migraine headaches.......................
. Chronic lung congestion.................
. Wheezing........ccoovvviiiiiiie
. Food sensitivity or allergy.................
. Painful stomach and/or intestine.....

. Entire body aches, painful to touch

. Alternating constipation and diarrhea..............ccocooiiiiiiiiciici

. Certain foods make you sick, depressed, jittery...........cooevviiiieiineiniinnnnnn.

14
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Section C (continued)

P22 T,V 1= o T o 11 | 0 1 2 3
24, SKIN TASNES ... e 0 1 2 3
S T @4 a1 (o] o [ o 1= 11 o FO 0 1 2 3
PG o AV o 1= = Lo (V1 Y/ 0 1 2 3
27, BEOAWETLING oottt 0 1 2 3
28. Use aspirin or TernoIél FEQUIANY .o 0 1 2 3
Section D

1. Very susceptible tO iNfECHIONS..........ociviiiii e 0 1 2 3
2. Flu-like symptoms OfteN OCCUI ..........ociviiiiiii e, 0 1 2 3
3. Swollen glands in arm pit, groin, tONSIlS............cccireiiiiiii e 0 1 2 3
4. Feeling of puffiness in throat..............ooooiiiiii 0 1 2 3
5. Soreness on both sides of neck at shoulder level .............ccoooiiiiiinnn. 0 1 2 3
6. lrregular heartbeat...........cooiiiiii 0 1 2 3
7. More than usual number of cavities...........ccooeii i 0 1 2 3
8. Look older than chronological age ..........cccoviiiiiiiiiiiiie e, 0 1 2 3
9. Have you had your spleen removed? ...........cocoviiiiiiiiiiiieeeeee e, No Yes
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Part 6

Instructions: Circle the number which best describes the intensity of your symptoms. If
you do not know the answer to the question, leave it blank.

0= Symptom is not Present 1=Mild 2=Moderate 3=Severe

Section A

1. Heart POUNAS €aSilY....ci.iiiiiiiii e 0 1 2 3
2. Heart misses beats or has extra beats............cccooviiiiiiiiii e, 0 1 2 3
3. Chest pain while WalkKing...........coouiiiiii e 0 1 2 3
A, Pain iN1eft @M ... 0 1 2 3
5. Heartburn after @ating .........ccociiiiiiiiii 0 1 2 3
6. Calf muscles cramp while walking..........c.ccooviiiiiniie e, 0 1 2 3
7. HEAVINESS IN @0S. . ittt et 0 1 2 3
8. Swelling of feet and ankKIEs............ccveiiiiiiiiii 0 1 2 3
9. Difficultybreathing at night............coooiiiiii e, 0 1 2 3
10, FEEIJIEEIY.c.eeiee et 0 1 2 3
11. Exhaust With MinOr @XertioN ........ ..o 0 1 2 3
12, SEVEIE COUGN ..o e e e e 0 1 2 3
13. DO QErODIC EXEICISE ....iiieii e No Yes

14. Have never exercised reguIary..........coooeiiiiiiiinii e No Yes

15. Do you drink 5 or more cups of coffee daily..........cc.ccoveiiiiiiiin i, No Yes

16. Has a doctor ever told you that you have heart trouble?....................... No Yes
Section B

1. Feeling of heavy or aching l€gS ........ooviiiiiiii e 0 1 2 3
2. Restless legs or feet, especially in the evening..........ccoooeiviiiinnecen, 0 1 2 3
3. Calf muscles cramp while walking...........cooiiiiiiii 0 1 2 3
4. Cold hands and fEet ..........ooiiuiiiiii e 0 1 2 3
5. Tingling and/or burning in hands or feet ..............ccoiviiiii e, 0 1 2 3
6. NUMDBNESS iN EXIIEMIULIES .....ieiie e 0 1 2 3
7. HEAAACKES.. ... 0 1 2 3
8. SIUMEd SPEECK ... 0 1 2 3
1 =lo To ol oXe] g o =T o) = L1 [ ] o [FU PP 0 1 2 3
O {1 g e [T aTo I T I Y= LT PP 0 1 2 3
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Section B (continued)

11, Ear canal NAr ..o 0 2 3
12. Spider veins on Nose and/or facCe ........ccocovvi i 0

G TV = Vg o o 1T I 1 0

Section C

1. Painin back of head or neck when getting up in morning..................... 0 1 2 3
2. DIZZINESS ..t 0 1 2 3
G TV Y1 1o T T 0 1 2 3
4, Blushing with NO apparent CaUSE ............oeviiiiiiiii e 0 1 2 3
5. Isyour blood pressure high? ... No Yes

6. Is your LDL cholesterol above 1307 .........cooiuiiiiiiiiiie e No Yes

7. Is your total cholesterol above 2007 .........ccooviiiiiiiiiiiii No Yes

8. Isyour triglyceride level above 1157 .......ccooiiiiiiiiiii e No Yes
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Part 7

Instructions: Circle the number which best describes the intensity of your symptoms. If
you do not know the answer to the question, leave it blank.

0= Symptom is not Present 1=Mild 2=Moderate 3=Severe

Section A

1. Dizziness when standing suddenly..........cooooiiiiiiiiiii 0 1 2 3
2. Loss of vision when standing suddenly...........ccccoviiiiiiiiiiii e, 0 1 2 3
3. Feel shaky OF JIEEIY ... 0 1 2 3
4. Irritable if a meal is MISSEd ........ooeuiiii 0 1 2 3
5. Feeltired or weak if a mealis missed .........c..ocoiiiiiiiiiiiiiiii e, 0 1 2 3
6. Impatient, MOOAY, NEIVOUS .......ccuiiiei e ettt e e eanes 0 1 2 3
7. Feeltired 1-3 hours after @ating............ccuveiuiiiiiiiiiii e 0 1 2 3
8. Crave sweets or carbohydrates excessively............ccovviviiiiiiiciiineeenn, 0 1 2 3
9. Calmer after @atiNg.......c.c.iviiiii i 0 1 2 3
10. Headaches relieved by eating sweets or drinking alcohol...................... 0 1 2 3
11. Heart palpitations after eating SWeets..........oooviiiiiiiiiiiinee s 0 1 2 3
12. Need to drink coffee to getstarted ............ccoooiiiii i, 0 1 2 3
13. Wake up in middle of night craving sWeets............c.cocoiiiiiiiiiiiiiiiineeiees 0 1 2 3
T4, FEEITAINT ... e 0 1 2 3
ST o Yo gl o 1= 01 1o ] o2 PP 0 1 2 3
16. POOr CONCENTIATION ...ttt 0 1 2 3
Section B

R N[ T 1 ) oY1V U 0 1 2 3
2. InCreased thirst ... ..o 0 1 2 3
3. Lowered resistance to iINfECTION ........c..oiiiiiiiii e 0 1 2 3
O = 1 1 o 11 1P 0 1 2 3
5. BOIlS @NA/Or [€QF SOMES...cuuiiiiieiiiee et 0 1 2 3
6. Wounds or cuts take along timeto heal..............co.ocoiiiiiiii e, 0 1 2 3
7. POOK CIFCUIATION ...t 0 1 2 3
8. Failing @YesigNt ..o 0 1 2 3
9. Chronic yeast infections or toenail fuNgQuUS ............ccooveiiiiiiniiiiee, 0 1 2 3
10. Feel PICK UP frOM EXEICISE......iu it 0 1 2 3
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Section B (continued)

11.
12.
13.
14.

Overweight................oeon..

Crave sweets, but eating sweets does not relieve symptoms.................

Sugarin urine...................

Family history of diabetes

I

N N NN

W w w w
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Part 8

Instructions: Circle the number which best describes the intensity of your symptoms. If
you do not know the answer to the question, leave it blank.

0= Symptom is not Present 1=Mild 2=Moderate 3=Severe

Section A

1. Difficulty breathing ... 0 1 2 3
2. Chest pain with deep breath............ccoooiiiiiii e, 0 1 2 3
3. Shortness of breath...........coooiiiii e 0 1 2 3
4. PeriodiC WHEEZING ....uiiii i 0 1 2 3
5. Rattling mucous when you breathe...............cocoviiiiiiiii e, 0 1 2 3
6. ChroNIiC COUQN ..o e e e anas 0 1 2 3
7. Coughing UP DIOOd........oiiiii e 0 1 2 3
8. Coughing Up Phlegm ... 0 1 2 3
9. Infections settle iN IUNQS. ..o e 0 1 2 3
10. Pain a@around riDsS..... ..o 0 1 2 3
11. Live or work around people Who SMOKE..........cccovviiiiiiiiiiicce e 0 1 2 3
12, SENSITIVE 1O SIMOQ .. uu it e e e e e eas 0 1 2 3
13. Exposed to chemicals and radiation ...............ccooveeiiiiiiiii e 0 1 2 3
14. EXPOSEd 10 @SDESTOS. .. .ceuiiiiiiiii e 0 1 2 3
15. Do you have chronic bronchitis? ..........ccoooiiiiiiiii e, No Yes

MG T B To TN Y/ 0 10 ] [0 (= No Yes
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Part 9 - Males Only

Instructions: Circle the number which best describes the intensity of your symptoms. If
you do not know the answer to the question, leave it blank.

0= Symptom is not Present 1=Mild 2=Moderate 3=Severe

Section A

1. Afeeling of bladder fullNess ..........covuiiiiiii i 0 1 2 3
2. DIffiCUItY UMNALING .....niiiieii e 0 1 2 3
3. Increased straining with smaller and smaller amount of urine................. 0 1 2 3
4, Pain or burning while urinating...........ccoooiiiii i 0 1 2 3
5. Wake up at night tO UNNAte.........coeviiiie e e 0 1 2 3
6. Dripping after UNNAtION ............oiiiuiiii e 0 1 2 3
7. Rose colored (bloody) UMNNe ... 0 1 2 3
8. Pain or fatigue inthe legs or back ..........ccocoeiiiiiiiiici e 0 1 2 3
9. LacCK Of SEX AIVE ... 0 1 2 3
10. Ejaculation CAUSES PAIN ....c.iiiiiiiiiiie e 0 1 2 3
11. Past or present rash ON PENIS.........ccouviiiiiiie e 0 1 2 3
2 @3 1o T8 T | 11 = 0 1 2 3
13. Strong SMeElliNG UMNE.....couuiiiiiii e 0 1 2 3
14. Back paininthe Kidney area ..........cccccoveiiiiii i, 0 1 2 3
15. History of kidney or bladder infections ............ccccooviiiiiiiici e, No Yes

16. Have used antibiotics to control urinary tract infections.......................... No Yes

Date last used Treatment duration

Section B

1. Difficulty attaining and/or maintaining an erection..............ccco.ccceveevnees 0 1 2 3
2. LOW SEX AIIVE .. ittt 0 1 2 3
3. Premature €acCuUulation.............oiiiuiiiiiiiii e 0 1 2 3
4. Pain or coldness in genital @ar@a ..........cccooeveiiiiiiiiiii 0 1 2 3
5. Cant hold UMNNe......ou e 0 1 2 3
6. General Water reteNTION. .. ...co.uiii e 0 1 2 3
7. VariCose VEINS ON SCIOTUIM . ... iuuiieiieitie ettt e e e eanes No Yes

8. LOW SPEIM COUNT ...t et eaa e No Yes

9. INFEITIE ... e No Yes
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Section C

© 0 N o M~ wDdPR

Discharge from PENIS.........iiii i
YAV e ] 11 e = 11 =
SWEIIING 1N GrOIN ...eueic e
[ (=To [UT=T o) 0[] ¢ F= 1T 0] o H PR
Rarely need tO UNNAte..........oooviiiiii e
Difficulty PasSing UMNE .......ooiiiiiiie e
Dripping after UriNatioN ..........coouiiiiiii e
Have venereal disease (gonorrhea, syphilis, herpes or other) now .........
Have had venereal disease (gonorrhea, syphilis, herpes or other) in
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Part 10 - Females Only

Instructions: Circle the number which best describes the intensity of your symptoms. If
you do not know the answer to the question, leave it blank.

0= Symptom is not Present 1=Mild 2=Moderate 3=Severe

Section A: Circle if you experience any of these symptoms at any time.

1. Frequent UnNatioN ... 0 1 2 3
2. Urination when you cough or sneeze.............cccoovviiiiiiiiiiii e, 0 1 2 3
3. Pain or burning while urinating...........coooiiiiii 0 1 2 3
4, DIffiCulty PasSiNG UNNE .......coiiiiiei e e e e 0 1 2 3
5. Cant hold UMNe. ... 0 1 2 3
6. Rose colored (BIoody) UMNE ..o 0 1 2 3
7. ClOUAY UMNNE .o e s 0 1 2 3
8. Strong sSMElliNG UNNE.......couiiiiiii e e s 0 1 2 3
9. Back or leg pains associated with dripping after urination...................... 0 1 2 3
10. Back pain in the KidNEY @r€a .........cccoviuiiiiiiiiiiiiiec e 0 1 2 3
11. History of kidney or bladder infections ............cccooeiiiiiiiinie e, No Yes

12. Have used antibiotics to control urinary tract infections.......................... No Yes

Date last used Treatment duration

Section B: Circle if you experience any of these symptoms within approximately 2 weeks (ovulation)
prior to menstruation.

1. Monthly Weight gain.........cooiiiiiii e 0 1 2 3
2. Bloating and SWelliNg..........c.iiiiiiii e 0 1 2 3
3. Nausea and/or VOMILING .......ccuiiiiiiieiie e e e 0 1 2 3
R B [T o] {1 o] o [P PPTPPPT 0 1 2 3
5. Moodiness orirmitability .........coooiiiiii 0 1 2 3
6. E@SIly @NQEred ........coiiiii i 0 1 2 3
8 (K = Y2 0 1 2 3
8. TeNAEr BIEASES ... 0 1 2 3
9. HEAAACKES ... e 0 1 2 3
10. Leg cramps and tENAEINESS........c.uiiiieiiee e e e e e eaaeees 0 1 2 3
11. LOW DAcCKaACRE ... 0 1 2 3
12, AStRM@ @TEACKS ... ceuieii e 0 1 2 3
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Section B (continued)

13. Tendency to yeast iNfECHIONS ............ccooiiiiiiiiiiii e 0 2 3
14. General water reteNtioN.........couuiiiiiei e 0

15. Other: 0

16. SuIiCidal FEEINGS ... vuieiiie e No Yes
Section C: Circle if you experience any of these symptoms at any time.

1. Vaginal itChING .....oee i 0 1 2 3
2. Vaginal diSCharge .........cooouiiiiiii e 0 1 2 3
3. LOW OF NO dESIre fOI SEX .ueuniiiiiiiiii e 0 1 2 3
4. Dislike Of INTEICOUISE .......iiuiiiiieii e 0 1 2 3
5. MiSSEA PEIOUS .....uieiiiiii et 0 1 2 3
6. Tendency to yeast infeCtiONS ..........ccooviiiiiiiiiiii e 0 1 2 3
7. Owver 15 years of age and have not begun menstruation.............. 0 1 2 3
8. Unable to get pregnant ...........ccooiiiiiiiiiiii e 0 1 2 3
9. Miscarriages If yes, how many? No Yes

10. Children If yes, how many? No Yes
Section D: Circle if you experience any of these symptoms during menstruation

1. Low abdominal pain 0 1 2 3
2. Pelvic soreness 0 1 2 3
3. Dull ache radiating to low back or legs 0 1 2 3
4, Abdominal bloating 0 1 2 3
5. Nausea and/or vomiting 0 1 2 3
6. Headaches 0 1 2 3
7. Diarrhea 0 1 2 3
8. Increased urinary frequency 0 1 2 3
9. Have to lie down on first day or two of period 0 1 2 3
10. Insomnia 0 1 2 3
11. Cravings for sweets 0 1 2 3
12. Pain and cramps without blood flow 0 1 2 3
13. Menstrual pain 0 1 2 3
14. Light, scanty blood flow 0 1 2 3
15. Heavy menstrual bleeding 0 1 2 3
16. Anxiety about menstrual cycle 0 1 2 3
17. Pain during period is progressively getting worse with time 0 1 2 3
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Section E: Circle if you experience any of these symptoms at any time.

1. Vaginal bumps @nd SOMES.......ciuiiiiiiiiiiii e 0 1 2 3
2. PUDIC @rEa SOMES ... oottt 0 1 2 3
T e L T I @ )= TP 0 1 2 3
4. Breasts are sore tO tOUCK ... ... 0 1 2 3
5. Breasts PainfUul.........ccoooiiiii 0 1 2 3
6. WaAter reteNUiON ... 0 1 2 3
7. SWOIEN TEEIING. ...t 0 1 2 3
8. Premenstrual breast pain or discomfort .............c.ccooiiiiiii 0 1 2 3
S I O )Y 7= Y= g o] £ No Yes

L0, ULEINE CYSES. . itniitiieiii ettt ettt ettt e e e e e e e No Yes

IO =T T= T 11 0 T o 1P No Yes

12. Mother used D.E.S. (hormones) while pregnant ................ccooceevieiineennnen, No Yes

13. Recent pap SMeEAr POSITIVE ........oiiriiiiii et No Yes

14. History Of Dreast CaANCEN .........couuiiiiiiiiii e 0 1 2 3
15. Form of birth control: _~ None ___ Pill IUD Sponge

______ Diaphragm _ Foam Other

Section F: Circle if you experience any of these symptoms at any time.

L. HOL FIASNES ..o e 0 1 2 3
2. NGt SWEATS ... e 0 1 2 3
3. Sweating throughout day ..........ccooiiiiiiiiiiii e 0 1 2 3
4. Depression OF MOOA SWINGS . ..c.uiuieeieieeiae e ae e ae e e aaae e 0 1 2 3
I [ 10T 0 ] o 1= NPT PPT 0 1 2 3
6. Craving fOr SWEETS. ... .iiii i 0 1 2 3
7. Heavy bleeding two weeksin a month.............c.oooiiiiiiiini e, 0 1 2 3
8. VagiNal PaiN....c..iiiiiiii 0 1 2 3
9. Vaginal BlIEeAINg .......ccouiiiii e 0 1 2 3
10. Dryness of skin, hair, VagiNa...........oooiiiiiiiii e 0 1 2 3
11, PaiNful INTEICOUISE ....cueiiii e 0 1 2 3
12. OsteopPOrosis (BONE 10SS) ....uivuiiie i 0 1 2 3
13, HYSEEIECTOMY ... e No Yes
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Part 11

Instructions: Circle the number which best describes the intensity of your symptoms. If

you do not know the answer to the question, leave it blank.

0= Symptom is not Present 1=Mild 2=Moderate 3=Severe

Section A

L BBl MNEAL. e 0 1 2 3
P O - \Y | (1= TP TP PP PP 0 1 2 3
G T 7 010 1 151> 1T 0 1 2 3
O e UL T I 1 1o T PP 0 1 2 3
5. BONes sore of PaiNfUl........coooiiiiii i 0 1 2 3
B, ATTNIITIS L.t e 0 1 2 3
7. BONE defOrmili@S. ... o 0 1 2 3
ST o] 1< [0 1 PSPPI 0 1 2 3
1S B OF - 11 o31 U] a g e 1= o Yo 1] 70 0 1 2 3
FO. DENTUIES ..ot e et et e et et et e e e annas No Yes

11. Recent bone fraCture. ... e No Yes

12. Drink carbonated beverages or soda.............ccoooiiiiiiiiiiiiii i, No Yes

If yes, how many cans or glasses per week?
13. USE @NTACIHAS ...eu ettt No Yes
If yes, how many per week?

14. Told you have osteoporosis or osteomalacia..........c.ccoeeevieiiiiiiiineiineennnen. No Yes

15. Are you POStMENOPAUSAI? .....c.uiiiiiiiii e No Yes
Section B

L. MUSCIE SP@SIMS. ..ttt ettt ettt e e 0 1 2 3
2 V[ o3[~ o - Y ] o 1 0 1 2 3
3. Legcramps at NIght ... 0 1 2 3
4. Tightness in shoulder MUSCIES .........cooiiiiiiii e 0 1 2 3
5. Painin arms Or Rands ..........ooiiiiiiiii e 0 1 2 3
6. Pain in NeCK Or ShOUIAEIS .......c.uuiiiiiii e 0 1 2 3
7o BACK PAIN ..ot 0 1 2 3
8. Unable to Sit Straight .. ... 0 1 2 3
9. StIff IN MOMING ...ei e 0 1 2 3
10. SHf @Il OVEL ..t 0 1 2 3
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Section C

1. Over flexible joints (double jointed) ........coooiiiiiiiii 0 1 2
P = 10 | 11 (TP PP PP 0 1 2
G T =T o [ o V1 £ P 0 1 2
4. SWOIllen KNees OF @ID0OWS....... oo 0 1 2
B JOINT PAUN .t 0 1 2
B, BACK PAUN ..ot 0 1 2
7. LOSSIN NEIGNT ..o 0 1 2
8. INJUIE EaASIIY . ..uiie i 0 1 2
LS B AN i 11 (T o o U Y2 0 1 2
10. SHPPEA AiISC . .eveiiiiieiii e No Yes
11, HernIAted diSC ......ceuiiiiiiei e No Yes
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Part 12

Instructions: Circle the number which best describes the intensity of your symptoms. If
you do not know the answer to the question, leave it blank.

0= Symptom is not Present 1=Mild 2=Moderate 3=Severe

Section A

1. Head fEEIS NEAVY ... 0 1 2 3
2. Light headedness or fainting........c.ccoveiiiiiiiii e 0 1 2 3
G 5 27 137 0 1 2 3
4. RiNGING OF DUZZING IN @S ..viiiiiiiiie e e e 0 1 2 3
5. TiNgliNg Pain SENSAtION ......iuuiiiii e 0 1 2 3
6. Loss of feeling in hands and/or feet (t0€S) .......ccoceviiiiiiiiiiiii e, 0 1 2 3
7. Trembling Nands ... 0 1 2 3
8. Limbsfeeltoo heavytohold up........ccoooiiiiiii e, 0 1 2 3
9. LOSS Of grip StreNQth... ... 0 1 2 3
10. Burning sensation in iMDsS............ciii e 0 1 2 3
11. Restlesslegs or arms at NGt ..o 0 1 2 3
12, LOSS OF DAIANCE ..ot 0 1 2 3
G TN =To Yo T g o o Yo o [T F= 11T T o T 0 1 2 3
14, ACCIAENT PrONE . ...ttt e e 0 1 2 3
15. Exhaustion on slightest effort ...........ccooiiiiii i, 0 1 2 3
T AN =T a0 T £ =T PP 0 1 2 3
17. LOSS Of MUSCIE TONE ..ceiiiiiie e 0 1 2 3
18. Need 10 t0 12 hours Of SIEEP ...cviviiiiii e 0 1 2 3
19. Have had shiNgIes .......cooiiiiii e 0 1 2 3
20 I O o 1 AV | ][ o T3 0 1 2 3
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Part 13

Instructions: Circle the number which best describes the intensity of your symptoms. If
you do not know the answer to the question, leave it blank.

0= Symptom is not Present 1=Mild 2=Moderate 3=Severe

Section A

1 Cantfall A@SlEeP ..o 0 1 2 3
2. Replay events from day over and over in mind preventing sleep........... 0 1 2 3
3. INTENSE AIEAIMIS. ...t 0 1 2 3
S N[ | ) 1 ¢ F= =P 0 1 2 3
5. Awake frequently throughout night..............coooii i, 0 1 2 3
6. Wake up in the middle of night, can't fall back to sleep ......................... 0 1 2 3
7. ReStESS, UNEASY SIEEPEI ... 0 1 2 3
8. Leg cramps orrestlessleg at night ..........c.cooviiiiiiiii e, 0 1 2 3
9. SIEEPWAIK ...t 0 1 2 3
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Part 14

Instructions: Circle the number which best describes the intensity of your symptoms. If
you do not know the answer to the question, leave it blank.

0= Symptom is not Present 1=Mild 2=Moderate 3=Severe

Section A

Lo ROUGN SKIN. e 0 1 2 3
2. EXCESSIVE PeISPINAtION. ... it 0 1 2 3
3. Loss of former taste or craving for meat............c.ccceieviiiiiiiiei i, 0 1 2 3
4. Nausea or inCliNAation tO VOMIT.........oiuiiiii e 0 1 2 3
5. POtatoes iSAGIEE ...c.uiie it 0 1 2 3
6. Belching accompanied by head colds............cccocoviiiiiiiiiiin e, 0 1 2 3
7. Constipation accompanied by throbbing headaches ........................... 0 1 2 3
8. Numbness, stiffness, or loss of sensation in arms or legs............cc.c.oeeevneen. 0 1 2 3
9. Stitching or burning pain in head with dizziness, relieved by eating........ 0 1 2 3
10. Poor or failing MEMOIY ... 0 1 2 3
11. High DlOOd PreSSUIe. ... e e e e e e eas 0 1 2 3
12, ADD/LD OF @ULISIM ...ttt ettt e e e e e e e No Yes

13. KidN@Y AiSOMUEIS ... . iiieeei ettt No Yes

14. Do you use aluminum COOKWAIE? .........ccuiiuriiiiiieiiieiiiie e eeie e No Yes

15. Do you consume aluminum-based baking powder regularly? .............. No Yes

16. Do you use deodorant containing aluminum®?...........c.ccovviviiiiinenneenn. No Yes
Section B

1. High or low blood Pressure .........ccc.eiiiiiii e 0 1 2 3
2. Iron defiCIENCY @NEMIAL.......iiuiiiiii e 0 1 2 3
3. Do you eatrefined fOOdS? ......ooviiiiiiii 0 1 2 3
4, Do you eatshell fish? ... 0 1 2 3
B EMIPNYSEIMAL ..ttt No Yes

6. KidNEY AISEASE......ciiiiiiiiiei e No Yes

7. Does your home have galvanized Pipes .......cccoveviiiiiiiiiiieie e, No Yes

8. Do you live in an area high in air pollution? ............ccooviiiiiiiii i, No Yes

9. DO YOU SIMOKE? ..ottt ettt e eeas No Yes

10. Do you drink more than 3 cups of coffee or tea daily? ....................oeeeis No Yes
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Section C

I NP U FT Y=o ] V0T o 111 o [ 0 1 2 3
2. ABAOMINGAI PAIN ...t 0 1 2 3
3. lrritation of gastrointestinal traCt..............ocooiiiiiiii 0 1 2 3
A, DIAITNEE@ ... i 0 1 2 3
5. EXCESSIVE NAU IOSS .uieeeiieiie e 0 1 2 3
6. HYPEIACTIVITY ...t 0 1 2 3
A B 1= o] 1= (o T o ISP 0 1 2 3
8. AULISIM Lo 0 1 2 3
Section D

R @0 1) ] o Y= X 10 o 0 1 2 3
2. Cramps or vague abdominal aches or discomfort..................cooeeieennn. 0 1 2 3
eV OMIING e 0 1 2 3
4. HEAAACKES. ... it 0 1 2 3
ST 27 1373 0 1 2 3
6. CONVUISIONS OF SEIZUIMES. ... ettt ettt e et e et ean e anns 0 1 2 3
A o= V- 1)V PP 0 1 2 3
8. HANA TrEIMOIS ...ttt e 0 1 2 3
1 =lo To 1o oX e Yoo |10 F= 10 o FPS P 0 1 2 3
10. Irritability OF NEIVOUSNIESS ....iviiiiiie i e e e e e aaas 0 1 2 3
11. Lack of apathy, depression, lack of ambition.................c.ccooiieviiinen, 0 1 2 3
12. Hyperactivity (in Children) ... 0 1 2 3
13. Sallow complexion (grayish, greenish-yellow color) .........ccccccoeviiiiniinnneins 0 1 2 3
14. Frequent colds Or iNfECLIONS .......ccviiiiii e 0 1 2 3
15. Mild psychoneurosis or personality change ............c.ccooviviiiiii i, 0 1 2 3
16. Signs of bone thiNNING ......coouiii e 0 1 2 3
17. Prostate Problems. ... 0 1 2 3
18. Drink UNnfiltered WALEN ........c..iiiiiii e 0 1 2 3
19. Do you eat canned food daily? ...........ooouiiiiiiiiii No Yes

20. DO YOU SINOKE ? ettt e e e e e e e e en No Yes

21. ADD/LD or Autism (in Child)........cooiiiiii e No Yes
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Section E

O 1 =10 o o] £ ST PP PP 0 1 2 3
2. POOI COOMAINATION. .....iiiieii et 0 1 2 3
3. Loss of ability tO SPEaK.........oiiiiiii 0 1 2 3
v o Yo g 0 2 1= 012 T ]V PP 0 1 2 3
5. Inflamed QUMIS.....oo i 0 1 2 3
6. Metallic taste iNn MOULth............coooi i 0 1 2 3
7. HEAAACKNES. ... . 0 1 2 3
8. Depression or uncontrollable Crying........c.cooiiiiiiici 0 1 2 3
9. LosS Of Self-CONfIdENCE ........ociiiiii e 0 1 2 3
10. Mental disturbances or personality changes .........c...cccovvveiiiiiiiiiineiinees 0 1 2 3
11. Prone to high DloOd PreSSUIe .....c.veiiiii i 0 1 2 3
12. DiabetiC tENAENCIES ... ...t 0 1 2 3
13. Decreased AP PELILE. ....... it 0 1 2 3
/N e T Lo I o r= LY/ o [ |- J PP PPTTPPTRPPTPPN 0 1 2 3
15. Facial and back pain...........ccoooiiii i 0 1 2 3
16. AllErgiC tENAENCIES. . ...t e e e ees 0 1 2 3
17. Eat unwashed produce at hNOMeE...........ooiiiiiiiiii e 0 1 2 3
18. EAt lake fiSh.. ... 0 1 2 3
19. DO YOU USE MAKEUP? .eviiiiiii ittt et e e e e e e e e et e et e e et e e e e e enaeens No Yes
20. Do you live in an industrialized area? ............ccoovvviiiiiiiiiiii No Yes
21. Do you use fabric softener? ... No Yes
22. Do you have more than 6 fillings in your mouth or presence of crowns

that may cap amalgam fillings? .......cccooiiiiiiii e, No Yes
23. Do you eat more than 1 canof tunaaweek?.........c..ccovveiviiiiiiiineinnnnnn, No Yes
Section F
1. High DIOOd PreSSUI. ... .cuiiii it e e ees 0 1 2 3
2. Irregular heartb@at .............oviiiiiiii i 0 1 2 3
B T 111 7= o 11 1 /2P 0 1 2 3
7/ N - YU =T o T e Yo 01 4] o o PP 0 1 2 3
ST O o 1 0 V1 | T o T 0 1 2 3
LS 1 (=0 [0 ] £ T PP PP PP TP 0 1 2 3
7. RINGING SOUNA IN BATS......iiuiiiiiiii e e e 0 1 2 3
8. FrequeNnt UNNatiON ... e 0 1 2 3
9. Underweight or difficulty gaining weight .............ccoooviiiiiiniiieeen, 0 1 2 3
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Section G

1. High DIOOd PreSSUI. ... .cuiiii i e e e

2. SHINGIES OF HIVES. ...t

e AN BIMIA et

Section H

1. Discoloration of teeth (whitish, yellowish, or brownish mottling) .............. 1 2 3
2. Pitting Of teeth. ... 1 2 3
3. Pain and aching of bones and spine.........c....cccoiviiiiiiiiiiine e, 1 2 3
4. NAUSEA OF VOMITING .. cituiiiiiiiieei ettt enas 1 2 3
Section |

O o 1 (=Y o 1= o | 1 2 3
2 ©o] o1 { U] [o] o E PSPPI 1 2 3
G T B T =Y o =13 o T I 1 2 3
4, MUSCIE tWILCRING .. 1 2 3
5. SpasmodiC MUSCIe CONrACHIONS ........c.vvuiiiiiiiee e 1 2 3
6. ADbdOMINAl CramIPS.....ccv i 1 2 3
T PaAlPIALIONS ...t 1 2 3
8. Rapid breathing .........ccoviiiii 1 2 3
Section J

1. High DIOOd PreSSUIE. ... .ccuiiiiiieiie et 1 2 3
2. Migraine headacChes...........ooouiiiiii 1 2 3
3. StoOIs dry OF SHIUNKEN .....ooeiiii e e 1 2 3
4. Excess fluid retention or @dema ..........oooiiiiiiiiiiiii 1 2 3
B, STOMACK UICEIS ... e 1 2 3
6.  CONVUISIONS OF SEIZUMES. ... cuuiiiie ettt et e e e eeens 1 2 3
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Section K

1. Muscle soreness after moderate eXerCise.........coveeueiiiiiiiiiiiiiiiiieiineeiees 1 2 3
2. Loss of muscle tone or "heaviness" in arms or l€gsS.........ccvvevvvveiieiiieennnnn. 1 2 3
3. Enlarged heart and/or heart failure ...........ccccocoiiiiiiiiic e, 1 2 3
4. Pulse slow (below 65) or irregular pulSe ..........cccoviiiiiiiiiiii 1 2 3
5. Susceptibility to insect bites (especially fleas and mosquitoes) .............. 1 2 3
6. Worrier, feel insecure and/or highly emotional..............cccoocoiiiiininnn, 1 2 3
Section L

1. Excess fluid retention (edema) in extremities..........c.ccovevivviiiiiivnevineene, 1 2 3
2. Frequent NAuSEa OF QIZZINESS..........vvuuuiiiiiieiiiei et 1 2 3
R OF 1 =1 - T o £ PP PTPT 1 2 3
4, CULICIES tEAr CASIIY ... .uiii it 1 2 3
5. Lowered resistance to iINfeCtiON ............ooviiiiiiii e 1 2 3
LS L a1 o [ PP PP TP 1 2 3
7. POOr COOMAINATION. ... 1 2 3
8. OVErAll WEAKNESS ...eeiiieiei ettt 1 2 3
9. MUSCIE WASHING. ... ittt et 1 2 3
10. Impaired groWth. ... ..o 1 2 3
11. LOW hOIMONE [EVEIS.... et 1 2 3
12, Premature @QING ... cceeueei ettt 1 2 3



