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Detailed Information

Name_______________________________________          Date__________________


Current medications/drugs being taken (use separate sheet if needed): ____________________________________________________________________________________________________________________________________________

Nutritional supplements being taken (use separate sheet if needed):
____________________________________________________________________________________________________________________________________________

Are you currently under the care of a physician or other health care professional?
Name: ________________________ Date of last visit: __________________ 	[ ] N/A

Do you smoke, drink coffee or alcohol? (If yes, indicate how much)
Cigarettes __________________ Coffee ________________ Alcohol ______________

List any major illnesses (w/ approx. dates): ____________________________________ ______________________________________________________________________

List any surgery or operations (w/ approx. dates): ______________________________
______________________________________________________________________

Past accidents or injuries (w/ approx. dates). Include any head injuries – concussions, unconsciousness, whiplash, etc.: ___________________________________________
______________________________________________________________________
______________________________________________________________________

List any scars (including child birth): _________________________________________
______________________________________________________________________

Any family history or serious illnesses (circle): Cancer/Diabetes/Heart/Other: ____________________________________________________________________________________________________________________________________________
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Are you Pregnant?		[  ] Yes	 [  ] No		Are you Breastfeeding?	[  ] Yes	 [  ] No
Are you menstruating?	[  ] Yes	 [  ] No		Are you menopausal? 	[  ] Yes	 [  ] No
Do you have cancer?		[  ] Yes	 [  ] No		Are you in remission?		[  ] Yes	 [  ] No
Do you have epilepsy?	[  ] Yes	 [  ] No		Are you photosensitive?	[  ] Yes	 [  ] No

Do you have liver problems?			[  ] Yes		[  ] No (skip)
	Please specify:____________________________________________________________
Are you under the care of a physician?	[  ] Yes	 [  ] No
	Are you taking medication? 			[  ] Yes	 [  ] No
If so, please list:_____________________________________________________

Do you have diabetes?	[  ] Yes	   [  ] No (skip)
	Are you under the care of a physician?	[  ] Yes	 [  ] No
	Which type?	[  ] Type I     [  ] Type II     [  ] Insulin required (diabetes pills followed by insulin)
	Is your blood sugar monitored?		[  ] Yes	 [  ] No
		By whom?	[  ] Myself        [  ] Physician        [  ] Other:____________________
	Are you taking any medication? If so, please list:_________________________________

Do you have a pacemaker?	[  ] Yes	 [  ] No
Have you had a cardiovascular event?	[  ] Yes	 [  ] No (skip)
	Please specify:____________________________________________________________
	How long ago? ___________________________________________________________
	Are you under the care of a physician?	[  ] Yes		[  ] No
	Are you taking medication? (If so, please list): __________________________________
Do you have hypertension (high blood pressure)?		[  ] Yes	[  ] No (skip)
	Do you have your blood pressure checked?	[  ] Yes		[  ] No
	Are you under the care of a physician?	[  ] Yes		[  ] No
	Are you taking medication? (If so, please list): __________________________________

Do you have:  
[  ] Irritable colon  [  ] Colitis  [  ]  Diarrhea  [  ] Diverticulitis  [  ] Crohn’s Disease   [  ] Constipation
If so, are you under the care of a physician	[  ] Yes		[  ] No
Are you taking medication (If so, please list): _________________________________________

Do you have: [  ] Acid Reflux   [  ] Gastric Ulcer   [  ] Heartburn
If so, are you under the care of a physician	[  ] Yes		[  ] No
Are you taking medication (If so, please list)____________________________________

Do you have thyroid problems?  [  ] Yes (please specify):____________________     [  ] No (skip)
If so, are you under the care of a physician	[  ] Yes	[  ] No
Are you taking medication (If so, please list)____________________________________
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