Carl J. Donaldson, Jr., N.D.
Registered Naturopath
100 Valley Road, Montclair, NJ
(908) 612-4931/Fax (973) 509-3310
drcarlnaturopath@gmail.com

HEALTH APPRAISAL QUESTIONNAIRE

Name: Date / /

Telephone #: E-mail Adress

Part | — Circle any of the following medications yo  u are presently taking

Antacids Antidiabetic/insulin Cortisone High Blood Pressure
Antibiotics/antifungals Aspirin/Tylenol Anti-inflammatory Hormones Laxatives
Antidepressants Chemotherapy Heart Meds Sleeping Pills
Lithium Oral Contraceptive Radiation Other

Recreation Drugs Thyroid Meds Ulcer Meds

Circle if you eat, drink, or use

Alcohol Coffee Lunch Meat Refined Sugar Candy Distilled Water
Margarine Equal Sweet/Low Soda Cigarettes Fast Food
Cigars Chew Tobacco Fried Foods Table Salt

Circle if you

Diet often Salt food without tasting Are exposed to chemicals at work

Do not exercise regularly Are under excess stress Are exposed to cigarette smoke

Use commercial household cleaners

INSTRUCTIONS: You will be asked to respond to symptoms you may experience. Circle the number which best
describes the intensity of your symptoms. You will experience repeated questions in different sections of this form,
please do not skip the question, answer all questions throughout the form. If you do not know the answer to a
question leave it blank. The possible answers are as follows:

O0=NoSymptoms 1=Mild 2=0Often 3=Severely No=0 Ye s=3

Part Il 13. Dr, flaky skin, dry brittle hair.............. 0O 1 2 3
Section A 14. Pain in left side under rib cage.......... 0o 1 2 3
IO =101 11 o SRS 0 1 2 3| 15 ACNE.cciiiiiiiee e e 0o 1 2 3
2. Fullness after meals.........ccccccoeeevvrrnnee 0 1 2 3| 16.Foodallergies.......ccccooveuveeinneniennnnn. o 1 2 3
3. Bloating.....c.veeeeireieee e 0 1 2 3| 17. Difficulty gaining weight.................... o 1 2 3
4. POOr appetite.......ccceeeveeiieieeeseee e o 1 2 3
5. Stomach upsets easily.............cccceernenn. 0 1 2 3| SectionC
6. History of constipation..............cccceeevuneen. 0 1 2 3| 1.Stomachpain.......ccccocoviiiiiiiiiiininnanns 0o 1 2 3
7. Known food allergies................c........ 0 1 2 3| 2.Stomach pain before or after meals...... 0o 1 2 3
3. Dependence on antacids.................... 0o 1 2 3
Section B 4. Chronic abdominal pain...................... 0o 1 2 3
1. Abdominal cramps..........ccceveveieenennnn. 0 1 2 3| 5. Butterfly sensation in stomach............. 0o 1 2 3
2. Indigestion 1-3 hours after meals......... 0 1 2 3| 6. Difficulty belching.............c.cocovieiieniis 0o 1 2 3
3. Fatigue after eating.............ccccoeeeenns 0 1 2 3| 7.Sudden acute indigestion................... 0o 1 2 3
4. Lower bowel gas........ccccceeviveiiininennnn 0 1 2 3| 8.Stomach pain when emotionally upset.. No Yes
5. Alternating constipation and diarrhea....0 1 2 3 | 9. Relief of symptoms by sodas.............. No Yes
6. Diarrhea........cocovoveiiieiiic e 0 1 2 3| 10. Relief of stomach pain (drink milk)...... No Yes
7. Roughage and fiber cause constipation.0 1 2 3 | 11. History of ulcers/gastritis................... No Yes
8. Mucous in your Stools..................eneee. 0 1 2 3 |12.CurrentulCer.....cccevvvuiiiiiiiiiiininnaneen No Yes
9. Shiney StooIS......ccovvvieiiiiiieie e, 0 1 2 3| 13. Black stools when taking iron
10. Stools poorly formed........................ 0o 1 2 3 Supplements.........coceiiii i No Yes
11. 3 or more bowel movements aday.....0 1 2 3
12. Foul smelling stools...............c......... 0 1 2 3
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Part Il (continued) 6. Toe and fingernail fungus................... 0o 1 2 3
Section D 7. Alternating diarrhea/constipation......... 0o 1 2 3
1. Seasonal diarrhea.................ccccoueene. 0 1 2 3 | 8. Constipation.........cevvvuieiiieniiiiiinainanns 0o 1 2 3
2. Frequent, recurring infections (colds)...0 1 2 3 | 9. History of antibiotics use...................... No Yes
3. Bladder and kidney infection............... 0 1 2 3 |10.Meateater.....c.cooveuiriiiieeeinanenniieannen No Yes
4. Vaginal yeast infection...................... 0 1 2 3 | 11.Rapidfailingvision.............ccccceeuunnenne. No Yes
5. Abdominal cramps.........cc.coceeevenann. 0 1 2 3
Part Il 24. Triglycerides above 115............. No Unknown Yes
Section A
1. Intolerance to greasy foods................ 0 1 2 3 | SectionB
2. Headaches after eating..................... 0 1 2 3 | 1. Swolleneyes (bulging).........cc.cceevnennen 0o 1 2 3
3. Light colored stools.............ccccvveeene. 0 1 2 3| 2 Strongsmellingurine.............c..ccoee.. 0o 1 2 3
4. Foul smelling stools..............cccceuene. 0 1 2 3 | 3.Thickskin and finger nails................... 0o 1 2 3
5. Less than 1 bowel movementaday.....0 1 2 3 | 4.Dryskin......coooiiiiiiiiiiiiiii e, 0o 1 2 3
6. Constipation............coeevevvneiiiieeniann. 0 1 2 3 | 5. Sensitivetothecold...............cceeenenn. 0o 1 2 3
7. Hard StoolS.........cevvviiiiiiiiiiciiee 0 1 2 3 |6.Coldhandsandfeet..........c.c.ceeeenneenns 0 1 2 3
8. Sour taste in mouth.......................... 0 1 2 3 | 7.Excessive menstrual bleeding............. 0o 1 2 3
9. Grey colored skin..............ccoeeeeennnen 0 1 2 3 | 8. Chronicfatigue.........ccovvveiiriiiieennnnsn. 0o 1 2 3
10. Yellow in white of eyes.................... 0 1 2 3 |9 Troublewaking up inthe morning.......... 0o 1 2 3
11.Bad breath..........coociiviiii i, 0 1 2 3 | 10. Depressed, apathetic....................... 0o 1 2 3
12. Body OdOr.......viee e e, 0 1 2 3 |11 LoWSEXANVe. .ieuiiienevieiiiiiiiiaaneann, 0o 1 2 3
13. Fatigue and sleepiness after eating...0 1 2 3 | 12. Puffy, wrinkled skin......................... 0o 1 2 3
14. Pain in right side under rib cage........ 0 1 2 3| 13. Sugar causes irritability and mood
15. Pain to pass StoolS.............cceeeueennnns 0o 1 2 3 SWINGS e ten et eeteen e e veeeeiiineeeenees 0o 1 2 3
16. Retain Water...........coevvvviiniiieinannes 0 1 2 3| 14. Premenstrualtension..............c....... 0 1 2 3
17. Bigtoe pain.......cccoveeeieiiiiiiiiieeann, 0 1 2 3 | 15 Constipation........cccovvvvieieiiiannnnnn. 0o 1 2 3
18. Pain radiates along side of leg.......... 0 1 2 3| 16. Thinning or loss of outside portion of
19. Dry skin/hair..........cccooveiiiiiiiiinnnn. 0 1 2 3 | eyebroWS..ioov i e No Yes
20. Red blood in stool.............c.cceeennane. 0 1 2 3 |17.Gainweighteasily............c.ccceeveennnn. No Yes
21. Have had jaundice or hepatitis........... No Yes (5 | 18. Anemia unaffected by iron................... No Yes
22. High blood cholesterol/HDL......... No Unknown Yes | 19. Armpit temperature below 97.6............ No Yes
23. Cholesterol level above 200........ No Unknown Yes | 20. Slow reflexes...........cocoveiiiiiiiniinnennnn. No Yes
21, Infertility......ccoooe v No Yes
Part IV 15. Catch colds/flu easily........................ 0o 1 2 3
Section A 16. Bumpy skin on back of arms............. 0o 1 2 3
1. Sensation to exhaust fumes, smoke,
smog, petrochemicals........................ 0 1 2 3 | SectionC
2. Periodic constipation...............ccc..e.... 0 1 2 3 | 1. ltchingnose Or eyes..........cccvevnne. 0 1 2 3¢
3. Cannot tolerate exercise..................... 0 1 2 3 | 2. ltching of roof of mouth or throat...... 0 1 2 3
4. Depression or rapid mood swings......... 0 1 2 3 | 3. Migraine headache........................ No Yes (10)
5. Dark circles under eyes...................... 0 1 2 3 | 4. Entre body aches, painful to touch...... 0o 1 2 3
6. Dizziness upon standing..................... 0 1 2 3 |5 Swollenjoints........ccovvveiiiinieininans o 1 2 3
7. Lack of mental alertness..................... 0 1 2 3 | 6.Foodsensitivity or allergy................... 0o 1 2 3
8. Catch colds easily............cccoeeieennnn. 0 1 2 3 | 7.Certainfood make you sick................. 0o 1 2 3
9. Headaches..........ccocoeviviiiiiiiie, 0 1 2 3 | 8. ChroniCpain....cc.ccoevvieiniiiiiiiee e 0o 1 2 3
10. Difficulty breathing........................... 0 1 2 3 | 9. Painful stomach or intestines............... o 1 2 3
11. Water retention............c..ccoeveviieenanne. 0 1 2 3 | 10. Alternating constipation/diarrhea....... 0o 1 2 3
12. Eyes sensitive to bright light............... 0 1 2 3| 11. Mucousinthroat.............ocoevieiinanne 0o 1 2 3
13. Feel weak and shaky........................ 0 1 2 3| 12.Postnasaldrip....cccc.coeviviiiiinennnnnnn. 0o 1 2 3
13. Discharge from eyes..............cceuveneen. 0o 1 2 3
Section B 14, Watery YeS......oovvneeieiinieeeaenaanenns 0o 1 2 3
1. Inflamed or bleeding gums.................. 0 1 2 3 | 15. Puffiness/dark circles under eyes........ o 1 2 3
2. RUNNING NOSE....ccvivie i e, 0 1 2 3| 16. Eardischarge or ear stuffed up........... o 1 2 3
3. Get boils or sties..........covvveviiinen 0 1 2 3 | 17.Nasalcongestion..........c.cocevveenvennnnn o 1 2 3
4. Nose bleeds.......ccooevveiiiiiiiiii, 0 1 2 3 |18 RUNNINGNOSE.....ccuvneiieiiiinininanannnn 0o 1 2 3
5.Lossof smell.........cccoooiiiiiiiiiiinnnnn 0 1 2 3 | 19. Breathe through mouth..................... 0o 1 2 3
6. Throat infections...............ccoeevenannn. 0 1 2 3 | 20.Swollentongue.......cccocvevirieninannannns o 1 2 3
7. Cold sores, fever blisters..................... 0 1 2 3 | 21. Difficulty swallowing......................... 0o 1 2 3
8. Lossoftaste.......ccoovvieeiiiiiiiiiiie i, 0 1 2 3|22 Bedwetting......cevvieunevieiiiiiinaannns No Yes (5)
9. Poor wound healing..............cccceunenne 0 1 2 3 | 23. Hyperactivity.......ccocoveuiiiinienienans 0o 1 2 3
10. Hair falls out..........c.ccooiiiiiiiie i, 0 1 2 3 | 24.Chroniclung congestion................... 0o 1 2 3
11. Swollen lymph glands....................... 0 1 2 3| 25.Use aspirin/Tylenol regularly............ No Yes
12. Earinfection...........ccccoviiiiiiii i, 0 1 2 3 | 26.WhEezZiNg......ovvevveiiieiaiieiiiieiaeaans o 1 2 3
13. Hair grows slowly...............ccoeenenee. 0 1 2 3 |27.Skinrashes.......cccvevviviiiiiiiiinennnnne, o 1 2 3
14. Slow recovery from a cold................. 0 1 2 3 | 28.SNEEZING......cuvueenaeiiiiiiae e, 0 1 2 3

N




Part V Section B
Section A 1. Cold hands and feet.............c..cccevnee. 0o 1 2 3
1. Difficulty breathing at night................... 0 1 2 3| 2. Slurredspeech.......cccccvviiiiiiiiennnnnn. 0o 1 2 3
2. Chest pain while walking..................... 0 1 2 3| 3. Calfmusclecramps.......c.ccccevvvvvennnnnn. 0o 1 2 3
3. Heavinessinlegs........c.ccovvveiiiinennnn 0 1 2 3 |4 Headaches.........cooveviviiiiiiiininiannnnnn, o 1 2 3
4. Calf muscle cramps while walking........ 0 1 2 3| 5. Numbnessinextremities..................... o 1 2 3
5. Heart pounds easily..............cc.ccuene 0 1 2 3 | 6.Poorconcentration.............cceeuveunannns o 1 2 3
6. Feel jittery....cooovvvii i, 0 1 2 3|7.RiNgiNgiN€ars......c.ccccvuvveniiiinnennnnnn. 0o 1 2 3
7. Heart skipsabeat.............ccoceeieeiennnn. 0 1 2 3|8 Earcanalhair...........cocoiviiiiiiineenenn. No Yes
8. Swelling of feet and ankles.................. 0 1 2 3| 9. Tingling/burning in hand/feet................. No Yes
9. Rapid beating heart.................ccceeenee. 0 1 2 3| 10. Spider veins on nose or face............... No Yes
10. Heartburn after eating....................... 0o 1 2 3
11. Paininleftarm.........ccoooiiiiiiiennnn, 0 1 2 3| SectionC
12. Exhausted after minor activity............. 0 1 2 3| 1. Painwhen getting up in the morning
13. Do you do aerobic exercise................. No Yes in back of head and neck.................... o 1 2 3
14. Have you ever exercised regularly.,,,,... No YES | 2. DiZZINESS.. ..o, 0O 1 2 3
15. Severe cough.......c.evveiiieiiiiiiieee s No Yes | 3. VErigo ..o e 0o 1 2 3
16. Drink 5 or more cups of coffee a day..... No Yes | 4. Blushing for noreason........................ o 1 2 3
17. Has a doctor told you that you have 5. Is you blood pressure high................... No Yes
Heart problems..........cccccviiiiiiiiinnannn. No Yes
Part VI 16. Forgetful.......coooviiiiiii 0o 1 2 3
Section A 17. Calm after eating..........cocovevveevennnnnn. No Yes
1. Dizziness when standing suddenly........ o 1 2 3
2. Loss of vision when standing suddenly...0 1 2 3 | Section B
3. Crave SWEELS.......cvvieieeiieiiiiiiee e 0 1 2 3| 1. NightsweatS.......c.ocovvvviviiiiiinaannns 0o 1 2 3
4. Headaches relieved by eating sweets 2. Increased thirst..........ccoeveiiiiiniieenanne, o 1 2 3
Or drinking alcohol........................... 0 1 2 3| 3.Lowered resistance to infection............ o 1 2 3
5. Feel shaky orjittery...........c...ccoeeiannne 0 1 2 3 |4 Faligue..ccoiiiiieiiiiiiie e 0o 1 2 3
6. Irritable if you missameal................... 0 1 2 3|5 . Boilsandlegsores..........cccoveeeeenannen. o 1 2 3
7. Wake up at night craving sweet............ 0 1 2 3| 6.Lesions, cuts healing slow................... o 1 2 3
8. Feel tired or weak ifyoumissameal.....0 1 2 3 | 7.0verweight.........c.coevveiiieiiiviiinnn, 0o 1 2 3
9. Heart palpitation after eating sweets......0 1 2 3 | 8. Feeling pick up from exercise............... 0o 1 2 3
10. Need to drink coffee to get started...... 0 1 2 3 |9 Fallingeyesight...........oovviiiiiinnnn 0o 1 2 3
11. Impatient, moody, nervous................ 0 1 2 3 | 10. Crave sweets, but eating them
12. Feeling tired 1-3 hrs. after eating........ o 1 2 3 does not end the craving................... o 1 2 3
13. POOr MEMOIY....vveniieeeveeeeeiieie e 0 1 2 3 | 11. Family history of diabetes.................. o 1 2 3
14. Faint feeling.......cccooovvveiiiie e, 0 1 2 3 |12.SuUgarinuring.......cccceeuvevieeeninnenennnnnen No Yes
15. Poor concentration...........cccoeveienennne. 0 1 2 3
Part VI 8. Rattling mucous when you breath......... o 1 2 3
1. Chestpain....c..ccoeeuiieiie e 0 1 2 3|9 Sensitiveto SMOg.......ccvveuverireenanannanns o 1 2 3
2. Chronic cough..........cccovvviiiiiiiine e, 0 1 2 3| 10.Infections settle inlungs.................... o 1 2 3
3. Difficulty breathing...............c.coceeie . 0 1 2 3| 11.Live or work around people
4. Coughing up blood.................coceanee. 0o 1 2 3 WhO SMOKE......ccviie i o 1 2 3
5. Coughing up phlegm................co.oeeeee. 0 1 2 3| 12.Bronchitis.......ccoevviiiiiiiiiiiiiiiieiean, No Yes
6. Painaround ribs..............ccocooiiiieianee, 0 1 2 3 | 13.Exposed to chemicals/radiation............ No Yes
7. Shortness of breath........................... 0 1 2 3 |14.SMOKe....ciiviiiiiiiiiiii No Yes
Part VIl 12. Back of leg pain associated with dripping
1. Frequent urination...............cccevevvennn. o 1 2 3 after urination..............ccooeiiieien e 0 1 3
2. Frequent bladder infections................. 0 1 2 3 | 13.History kidney/bladder infection............ No Yes
3. Rarely need to urinate........................ 0 1 2 3 | 14. Have used antibiotics to control urinary
4. Urination when you cough or sneeze....0 1 2 3 Tract infections...........coocovvieveevinnnnn, No Yes
5. Painful/burning urination..................... 0o 1 2 3 If Yes, when did you last use them?
6. Difficulty passing urine....................... 0o 1 2 3 For how long? days
7. Dripping after urination....................... 0 1 2 3 | 15.Backpaininkidney area................... o 1 2 3
8. Can'thold urine.............coovveiiiennnn. 0 1 2 3 |16.Waterretention..........cccoevevnveeinnennn. 0 1 2 3
9. Rose colored urine (blood) ................. o 1 2 3
10. Cloudy Urine.......cccoeveevieiiiiine e o 1 2 3
11. Strong smelling urine........................ 0 1 2 3




Part IX (FOR MALES ONLY) 2. Low sex driVe.......c.eveieieeiiiiee e 0o 1 2 3
Section A 3. Premature ejaculation........................ o 1 2 3
1. Difficulty urinating............cc.coveevennnn. 0 1 2 3| 4. pain/coldnessin genital area............... o 1 2 3
2. A sense of bladder fullness,,,,,,,........... 0 1 2 3|5 Infertile ..o, No Yes
3. Increase straining with smaller and 6. Varicose veins in scrotum.................... No Yes
Smaller amounts of urine.................... 0 1 2 3| 7.LOWSPEM COUNt...uvuinieneiieeieiniaeieenaans No Yes
4. Rose colored urine (blood).................. 0o 1 2 3
5. Pain or burning while urinating............. 0 1 2 3| SectionC
6. Wake up to urinate at night................. 0 1 2 3| 1. Dischargefrompenis.............cccceuenn... 0o 1 2 3
7. Dripping after urination....................... 0 1 2 3| 2. Pastor presentrash on penis.............. 0o 1 2 3
8. Pain or fatigue in the legs or back........ 0 1 2 3 | 3. SwollengenitalS.......c.ocevvvvviiiineenannnn o 1 2 3
9. Lack of sex drive...........ccooevveiniinnnnn. 0 1 2 3 |4 Swolleningroin.......cccoevveviviiinenannenn 0o 1 2 3
10. Ejaculation causes pain.................... 0 1 2 3| 5. Venerealdisease............cocovvevrveninannnn No Yes
Have had V.D. Do You Have V.D. Now
Section B
1. Difficulty attaining and maintaining
AN EreCtion.......coooviie i 0 1 2 3
Part X (FOR FEMALES ONLY) Section C (continued)
Section A (If experienced during menstruation) 13. Light blood flow during period............ o 1 2 3
1. Monthly weight gain.......................... 0 1 2 3 | 14.Painand cramps without blood flow...0 1 2 3
2. DEPressSion ....c.evvieviie e 0 1 2 3| 15. Heavy menstrual bleeding................. o 1 2 3
3. Moodinessl/irritability.......................... 0 1 2 3 | 16. Anxiety about menstrual cycle.............. 0o 1 2 3
4. Bloating and swelling......................... 0 1 2 3| 17.Painduringperiod............c..ccvunannnn. o 1 2 3
5 . Nausea and/or vomiting.................... 0o 1 2 3
6. Suicidal feeling.............cccoviiiiiiieenennen No Yes | Section D
7. ANXIELY ..o 0 1 2 3 |1 Vaginal bumpsandsores .................. 0o 1 2 3
8. Leg cramps and tenderness............... 0 1 2 3 | 2. Pubicareasore.....c.ccccviuviuiniunanannnnns 0o 1 2 3
9. Asthma attack..........c.ccovevviiiiiiiennnnnn. No Yes | 3. 0varian CystS.......ccocovrreeeenireenneenennenens No Yes
10. Headaches..........ccccovveeiiiiineeicnnn, 0 1 2 3|4 Uterine CystS.ccuieiieiiieiiiiiiiiieeiaenenn, No Yes
11. Easily distracted..............ccccvevennnnn. 0 1 2 3 |5 Paninovarnes........cccocevviviiennennnnnn. 0o 1 2 3
12, ANQEI .. 0 1 2 3 |6.Breastlumps.......ccocviiiiiiiiniiniinnnnn. No Yes
13. Tender Breasts..........coccevevvieneennnn. 0 1 2 3 | 7.Breastsoreness.........cccovcvvvverniinnenns o 1 2 3
14. Low backache............cc.coocooiiiinnnn. 0 1 2 3 |8.Breastpainful............occoeviiiiiiinnnnn. o 1 2 3
15. Other 9. Water retention.............covevenienienianns 0 1 2 3
10. Swollen feet.........cocvvieiiiiininennn, 0 1 2 3
Section B 11. Premenstrual breast pain................. o 1 2 3
1. Vaginal itching .........c.coooiiiiinnn, 0 1 2 3| 12. Mother used hormones (pregnant)...... No Yes
2. Vaginal discharge.............c.cocoovveiannne 0 1 2 3| 13. Recent pap smear positive................. No Yes
3. Low/No desire for sex.........coeevvenannnn. 0 1 2 3 | 14. Family history breast cancer................ No Yes
4. Dislike for intercourse.................cc...... 0 1 2 3| 15.Form of birth control: None Pill IUD
5. Missed periods...........ccoveiiiiiinineeeannen No Yes ____Sponge Daphram___ Foam____ Other
6. Over 15 yrs. of age w/no menstrual........ No Yes
7. Unable to get pregnant.............c.c........ No Yes | Section E
8. Miscarriage........cc.c........ No Yes Howmany | 1. Hotflashes..........c.cccooi v, 0o 1 2 3
9. Abortion...........cccceeeeeenns No Yes Howmany_ | 2. Night sweats..........c.oecvvvvveiieeneennnnn. 0o 1 2 3
3. Hysterectomy..........cooeeeveiiiiieiiinannns No Yes
Section C (If experienced during menstruation) 4. Depression/Mood Swings.................... 0o 1 2 3
1. Low abdominal pain ..........c.....ceeneenn. 0 1 2 3| 5. INSOMNIA....iiuie it ee e 0o 1 2 3
2. dull ache in low back of legs................ 0 1 2 3| 6.CravingSWeetS......cevvevveiinenieeeiaenannnn. 0o 1 2 3
3. Frequent urination................ccccceennn 0 1 2 3 | 7.Heavybleeding (2 wks-month)............. o 1 2 3
4. PelViC SOreness.......ovuveveeiieiniieaeeaan, 0 1 2 3| 8.Sweating throughout the day............... 0o 1 2 3
B.Diarrhea. ..o 0 1 2 3| 9. Dryness of skin, hair, vagina................ 0O 1 2 3
6. Headaches.............cooeiiiiiiiiiiincnns 0 1 2 3| 10.Painfulintercourse...............ccc.uveenee. 0 1 2 3
7. Abdominal pain..........ccccoeeii i 0 1 2 3| 11.Vaginalpain.......ccocoievneiiinineenennennn o 1 2 3
8. Menstrual pain.............cceviiieiieeiannn. 0 1 2 3|12 Vaginalitching..........c..ocoovviiiiinennnn. o 1 2 3
9. Nausea or vomiting .............cceeuvnennnn. 0 1 2 3| 13. Osteoporosis (Bone LOSS)................. No Yes
10. Have to lie down during period
11. Craving SWEEtS ......oevvvvieiieniiaeenaans 0o 1 2 3
12, INSOMNIA. ... 0 1 2 3




Part XI 4. Painin arms/hands............cocceeeeennne, 0 1 2 3
Section A 5. Leg cramps at night...............cceenne 0o 1 2 3
1. Paininfingers.......ccccoceviveviiniecenenne, 0 1 2 3|6 .Stffallover....cccceeveeiiiies civiiiiinnn, 0o 1 2 3
2. Bones sore/painful...........ccccveeveeinnnnn 0 1 2 3|7 Stffinthemorning..........c.ccoeeieeennen. 0o 1 2 3
3.Eatmeat......coocviiiiii e 0 1 2 3 | 8. Unabletositstraight.........cc...coeeunnnn. 0o 1 2 3
4, CaVItIeS.. .o 0 1 2 3| 9 Paininneckand/orshoulders............. 0 1 2 3
5. ArthIitiS. .. oo 0 1 2 3|10.Backpain.....cccooeieeieiiiniiiiniiiiininnnn, 0o 1 2 3
6. Drink carbonated soda........................ No Yes
7. GUM dISEASE......veeiie i No Yes | Section C
8.BONEI0SS....cuviiii i No Yes | 1. Over flexible joints..........ccovvvviieiennnnn. 0o 1 2 3
9. Calcium depositS.......cccoevveevviienininnns No Yes | 2.Backpain.......ccocceviiiriiiiiiniiee e 0o 1 2 3
10. Use antacids...........coevveveveeenninnennnn. No Yes | 3. Swollen knees/elbows.............cc....cee. 0o 1 2 3
11. DENTUIES...vueeeeee e e e No Yes | 4. Athleticinjury.........ocoeiiieiiiiiiiiene 0o 1 2 3
12. Bone deformity..........cooevvveeeieininnnnenns No Yes 5. BUISItIS. .. oeeeee e e 0o 1 2 3
13. told you have osteoporosis.... ............ No Yes | 6. TendonitiS.........ccooeuvivieeiiiiiiiiineeneane 0o 1 2 3
14. Recent bone fracture........................ No Yes | 7.JOINEPaAIN.......ccooeeiiireieiee e o 1 2 3
15. Post menopausal............coceeevieennnne. No Yes 8. Slipped disc............ No Yes

9. Herniated disc............ No Yes
Section B 10. Loss in height............ No Yes
1. Muscle spasms..........ccooveevieieinevennne. 0 1 2 3| 11. Injure easily............ No Yes
2. Tightness in shoulder muscles............. o 1 2 3
3. Muscle cramps.......cccocoveviiinenaeiinnnn 0 1 2 3
Part XII 10. Loss of grip strength........................ 0o 1 2 3
1. Head feels heavy..........c.ccooeeeiiiannnnn. 0 1 2 3| 11. Tingling pain sensation.................... 0o 1 2 3
2. Lightheadedness/fainting.................... 0 1 2 3| 12.ConvulSioNS.......c.covvieieeiiiiiiiaianeann, o 1 2 3
3. Loss of balance..............cooeiviiininnnn, 0 1 2 3| 13.Lackofcoordination................c...... 0o 1 2 3
4. DiZZINESS....ccieiie i 0 1 2 3 | 14. NEIVOUSNESS....ccovvnieiiieaiiieeinae e 0 1 2 3
5. Ringing/buzzing inear....................... 0 1 2 3| 15 Accidentprone.......cccccevevieeeniinnnnnnn. 0o 1 2 3
6. Trembling hands...............ccocooeennn 0 1 2 3| 16.Lossofmuscletone...........c.ccccuun... 0o 1 2 3
7. Loss of feeling in hands/feet................ 0 1 2 3] 17.Need for 10-12 hours sleep.............. 0o 1 2 3
8. Exhaustion on slightest effort.............. 0 1 2 3 | 18.Havehadshingles................cceunnnn. 0o 1 2 3
9. Limbs feel heavy to hold up................ 0 1 2 3
Part XIlI 5. Restless, uneasy sleeper.................... 0o 1 2 3
1. Nightmares.........ccoovevviiiiiiiiiie e 0 1 2 3| 6.Awake frequently throughout the night.... No Yes
2.Can'tfall asleep.......ccovvviiiiniinn i, 0 1 2 3 | 7.Wake upinthe middle of the night and
3. Intense dreams..........c.coeeviiiiiininennnn. 0o 1 2 3 Can't fall backto sleep ...................... No Yes
4. leg cramps/restless leg...................... 0 1 2 3 |8 .Sleepwalk...c..ovvvviiiiiiiiiiiiiiiiina e, No Yes

Do you have any other symptoms that have not been covered in this questionnaire?
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Client Nutritional Information

1. Name: Date

2. Address City/State

Zip Phone Email

3.Sex  D.OB.__ [ Height Weight Blood Type

4. Occupation

5. Diagnosis

Other conditions

6. Medications

7. Physician

8. Do you have any allergies

9. Have you ever had or been diagnosed with any of the following (Please check all that

apply:
Anemia Headaches Spine/Back Problems
Fatigue Migraines Osteoporosis
HIV/AIDS Arthritis Menopause
Cold/Flu Edema PMS
Hay Fever Blood Pressure Menstrual Cramps
Nervous condition Circulation Heavy Menstruation
Depression Varicose Veins Ovaries
Anxiety Diabetes Breast
Phobias Hypoglycemia Urinary Infection
Ulcers/H.Pylori Asthma Vaginitis
Digestive Problems Sinus Infection Yeast Infection
Gas/Bloating Skin Rashes Heart Condition
Constipation Bruise Easily Thyroid Problems
Diarrhea Acne/Boils Liver
Hemorrhoids Eczema Gallbladder
Parasites Throat problems Kidney
Memory Problems Eyes Spleen



mailto:drcarlnaturopath@gmail.com

Alzheimer’s Ears Bladder
Epilepsy Bad Breath Pancreas
Fainting Cancer Lungs
Impotence Cysts/Tumors Prostate

10. How much water do you drink?

11. Do you eat dairy products? Yes No

If YES, how much

12. Do you get tired after eating? Yes No

13. When you miss a meal do you get light headed or shake? Yes
14. Do you wake up in the middle of the night in a sweat or craving food
Yes No

15. Are allergic to any foods? Yes No

If Yes, what foods

No

16. Do you exercise? Yes No

If Yes, what kind of exercise do you do and how often

17. Are under a lot of stress? Yes No

If Yes, what do you do to relieve the stress

18. How many meals do you eat a day?

19. How many bowel movements do you have in a day?

20. Do you observe your stools? Yes No
21. If you observe your stools, what is the consistency of your stools:
Hard and dry

Firm and moist

Thin and paste-like




22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

Loose like pudding
Watery/Diarrhea

Well formed but breaks up upon flushing

Is your energy level: _ Poor Fair Good _ Very Good
Isyoursexdrive: ~~ Poor _ Farr _ Good __ Very Good
Isyour appetite: ~~ Poor _ Fair _ Good _ Very Good
Is your mood:  Poor Fair Good  Very Good
Isyour sleeppattern: ~~~ Poor _ Fair _ Good _ Very Good
Have you been diagnosed as having: _______ Atherosclerosis
_____ Arteriosclerosis
______Angina

What were you cholesterol and triglyceride measures on your last blood test?

Cholesterol

HDL

LDL

Triglycerides
Have you taken any antibiotics in the pastfiveyears? _ _Yes __ No
Have you taken any steroids in the pastfiveyears? _ _Yes _ No
Do you now or have you ever takenestrogen? _ Yes _ No
Do you have patches of roughordryskin? _ Yes _ No
Do you have excessearwax? ___Yes __ No
Doyougetnosebleeds? ~ Yes  No
Do you have diminished senseofsmell? _ Yes _ No
Do you have a diminished sense oftaste?  Yes _ No

Do you heal slowly from cuts, scrapes, or sores? Yes No



38. Do you have white spots on you finger nails? Yes No

39. Are your fingernails brittle, cracking, ordry? _~ Yes _ No

40. Does sunlight hurtyoureyes? ~ Yes _ No

41.Do you have a problem seeingatnight?  Yes  No

42. Do your gums bleeds when you brushyourteeth? ~ Yes  No
43. Is your tongue ever sore fornoreason? _ Yes _ No

44. Are your eyes often dry, red, and gritty?  _Yes _ No

45. Doyou hands evertingle?  Yes _ No

46. Do your feeteverburn? _ Yes _ No

47. Do you often getlegcramps? _ Yes _ No

48. Are your hands and feetusuallycold?  Yes  No

49. Do you often feel cold when everyone elseiswarm? _ Yes _ No

50. What conditions or diseases run in your family?

51. How did you learn about our health consultation service

I have completed this form regarding any existing physical conditions | may have to the best of
my knowledge. | have listed all my known medical and physical limitations, and will keep the
Naturopathic consulting service informed of any changes in my health_| UNDERSTAND THAT
THIS SERVICE IS NOT DIAGNOSING ANY ILLNESS, DISEASE , OR ANY OTHER MEDICAL,

PHYSICAL, OR MENTAL DISORDER . | also acknowledge that this information is note
designed to take the place of regular medical care. | take full responsibility for carrying our any
recommendations and do not hold the Naturopathic Consultant responsible for the results.

Client signature Date

Naturopath Signature Date




