Vital Touch, Inc.

Preeta Kuhlman, ND, LMBT#7811,   Tim Kuhlman, ND, LMBT#8245 

11921 N. Exeter Way, Raleigh, NC 27613 (919) 846 9422 fax: (240) 206 3218
vitaltouch @ bellsouth.net www.myvitaltouch.com
WELCOME LETTER

Thank you for choosing Vital Touch for your natural healthcare. This letter contains information to assist you in your understanding of and interactions with our practice. Please familiarize yourself with appointment and payment policies before your first appointment. Contact us if you have any questions or comments. 

General

Our office hours are: 
Mon-Sat    9:00am – 6:30pm
Ours is a naturopathic practice and is not equipped to handle emergency medicine. For medical emergencies please go to the nearest emergency room or dial 911 for assistance. 

For serious medical conditions, for example, heart disease or cancer, it is required that you are under the care of a primary care provider, such as an MD.  Please keep Drs Kuhlman informed of any changes in your health care from your physicians, especially a new diagnosis or new medication, which could interact with your natural therapies. 

Appointments and Intake Forms

Please do your best to keep your scheduled appointment. If you need to change or cancel an appointment, we do require 24 hours notice. Otherwise, we will charge you the full appointment fee. This includes a no show for a scheduled appointment, whether it is a first or return visit. We regret that past experience has made this policy necessary. 
Complete the enclosed paperwork and fax or mail forms back to us as soon as you can. It must reach us 2-3 days before your appointment. Our fax # is 1 (240) 206 3218. Please ask if you need copies of any forms for your records at your first visit. 

Enclosed you will find:

1.     Welcome Letter, please sign and date and keep copy for yourself

2.   Informed Consent, please sign and date and keep copy
3.      Intake form, please sign
4.      Diet information page, please complete
5.    Nutrition Intake (for adults, not children), please circle appropriate response

On your first visit, please bring with you recent medical test results and all the medications, natural supplements, herbs or protein powders you are taking.  We will go through these to check for quality and usage. If you are bringing children, please bring toys or books to occupy them during the visit. 

Payment

Payment is due at the time of service. Fees for any lab tests, nutritional supplements, homeopathic or herbal medicines are charged separately in addition to the consult fee.  Please make it your responsibility to know the charges before the service is rendered. If payment in full is not possible, please make specific financial arrangements with us prior to your visit. We offer payment plans. We also have discount packages for multiple visits available.

Payment is accepted by cash, check or credit card via VISA, MasterCard or Discover. Please make checks payable to “Vital Touch, Inc.”.  There is a $25 fee for returned checks. 
Insurance 

Check with your insurance provider.  Even if you are not reimbursed, the care may be included in your deductible.  If your insurance company reimburses you, you will have to file your own insurance claim to get reimbursed.  We do not file insurance and we do not accept payment from insurance companies. We do not treat any injuries arising from a Worker’s Compensation Claim. Medicare will not pay for our services.  Some Health Savings Accounts and some Flex Spending Plans may be used to pay for our services so check with your employer or plan administrator.  Despite any lack of insurance coverage, many patients save money through fewer medications, less time off from work, and less costly health care problems.  

Phone and Email

There is no fee for a phone call or email that only covers scheduling, refills for supplements or clarification about a previous visit with us.  If you have new concerns, new doctor’s visit updates, new lab results or require new information, please schedule a phone consult or visit with us. We do not consult via email. If you have any questions in an email, we will schedule a phone consult or visit with you. 

Long Distance Phone Consults:  Please refer to our website for more information. Debit or Credit card authorization is required to schedule any phone consult for long distance clients. Your credit card will only be charged at the time of visit. However, if you miss your appointment or do not provide at least 24 hours cancellation notice, you will be charged the full appointment fee.  Please send us a recent photograph of yourself before the appointment. 
Lab Fees

You are responsible for paying all lab fees. Lab test charges are dependent upon where the test is performed and the complexity of the test. Some labs require payment in advance and some will bill you or your insurance. We strive to find the best rates for all lab testing. 

Directions to our Vital Touch home office 11921 N. Exeter Way, Raleigh, NC 27613:

540 East to Leesville Road, Exit #7


Turn left at ramp and pass 3 traffic lights 

(if coming 540 West, turn right at ramp onto Leesville Road and pass 2 lights)


Keep straight, make 2nd left on N. Exeter Way


We’re ¼ mile on the left

I have read and agree to the information and policies described above.  I authorize the use of my debit or credit card for phone consults, and I guarantee payment of all charges incurred as a patient of Vital Touch, Inc.:
Name: _________________________________________________
Signature: ______________________________________________        Date: ______________

Vital Touch, Inc.

Preeta Kuhlman, ND, LMBT#7811,   Tim Kuhlman, ND, LMBT#8245
11921 N. Exeter Way, Raleigh, NC 27613 (919) 846 9422 fax: (240) 206 3218

vitaltouch @ bellsouth.net www.myvitaltouch.com
INFORMED CONSENT

FOR NATUROPATHIC MEDICINE 
I hereby authorize Dr Tim Kuhlman and/or Dr Preeta Kuhlman to act as a natural health consultant on my behalf, and/or on the behalf of my child, whose name is stated below.  I understand that Drs Tim and Preeta Kuhlman do not diagnose nor treat any medical disease nor prescribe medications. 
The advice provided by the physicians is educational and intended to complement, not replace, any treatment prescribed by a licensed physician or health care provider. I understand that the state of North Carolina does not license naturopathic physicians, and if I choose to follow any recommendations then I should consult with my physician first.  
I understand that Drs Tim and Preeta Kuhlman are not diagnosing or treating a specific condition but are restoring optimum health and wellness in my life through the use of any of the following: therapeutic nutrition including diet and supplementation, lifestyle counseling, herbal therapies, homeopathy, therapeutic exercise, physical modalities including bodywork, stretching, hydrotherapy, craniosacral therapy and reiki. I acknowledge that there may be possible risks such as allergic reactions or the potential for drug/herb interactions. Possible benefits include better energy, reduced susceptibility to future illness and feeling of wellness. 

I voluntarily consent to the use of the above modalities, and I realize that no guarantees have been given to me by the physicians regarding cure or improvement in my health or illness.  I hereby release Drs. Tim and Preeta Kuhlman, their clinic and staff, from any and all liability that may arise as a result of my consultations, diagnosis and/or treatment regardless of the type of communication used.  I understand that I can withdraw my consent and discontinue participation of any of these procedures and modalities at any time.  
I understand that a record will be kept about my consultations, and that record will be kept confidential and will not be released to others unless so directed by myself or my legal representative or unless it is required by any law of North Carolina or of the United States of America.  I understand my record will be kept for no more than 10 years after the date of my last consultation.  
Date: _________________

Name: _______________________________
Signature: ___________________________

If parent or guardian of child:


Name of child: _____________________________
Vital Touch, Inc.
Tim & Preeta Kuhlman, ND

(919) 846 9422

Thank you for completing this form. All information is confidential.  Please be as thorough as possible. This will help us to serve you better. 










Date _____________________

Name ___________________________________       Birth date _______________       Age __________        

Gender    [ ] Male    [ ] Female            Height ____________             Weight ____________

Address ____________________________
City ___________        State ______        Zip _________

Phone   (home) __________________        (work) ________________        (cell) ___________________

Email _____________________________        Website _______________________________________

Occupation _________________________________________        # hours you work/week ___________

Emergency contact name _________________________________        Phone _____________________

How did you hear about us? ______________________________________________________________

Why are you seeking an ND? List your top 3 health/wellness concerns and describe briefly. 

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name & phone # of current healthcare providers: 

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medications (prescription & over the counter) you are taking? Please state name, dose and how long used.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________

What nutritional, herbal, vitamin, protein supplements are you taking? Name, dose, how long used. 

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________
 LIFESTYLE
Marital Status: [ ] married, with kids      [ ] married, no kids      [ ] single       [ ] divorced       [ ] cohabiting

No of children _______        ages __________________       are they healthy?     [ ] Yes   [ ] No 

If no, please explain: ___________________________________________________________________

What do you do for fun? ________________________________________________________________

Are you on a special diet? [ ] Yes   [ ] No    If yes, describe _____________________________________

Do you have allergies? What kind? ________________________________________________________

How much water do you drink/day? __________        [ ] tap        [ ] filtered        [ ] spring        [ ] distilled

How much do you drink/day?         soda ______        coffee ______      tea ______        alcohol ________

Do you smoke?  [ ] Yes   [ ] No     If yes, how much/day _______________________________________

Exercise: what type and how often ________________________________________________________

How is your sleep? Wake refreshed? _______________________________________________________

Do you have any digestive problems? ______________________________________________________

Stress level, please describe from 1 (least) to 10 (a lot of stress) _________________________________

How do you manage your stress? _________________________________________________________

What’s unique about you? Talents, values, beliefs… __________________________________________

Serious illnesses in your past (give year) ____________________________________________________

_____________________________________________________________________________________

Surgeries/hospitalizations (give year) ______________________________________________________

_____________________________________________________________________________________

Artificial valves, pacemakers, implants of any kind? ____________________________________________
FAMILY HISTORY

Please check any conditions your blood relatives have or have had 

(indicate GP:grandparents, P:parents, S:siblings, A:aunts, U:uncles, C:children):

[ ] allergies

[ ] diabetes


[ ] lung disease


[ ] alcoholism

[ ] epilepsy


[ ] mental illness

[ ] arthritis

[ ] heart disease


[ ] multiple sclerosis

[ ] asthma

[ ] high blood pressure

[ ] Parkinson’s disease




[ ] cancer

[ ] kidney disease

[ ] stroke


 

YOUR MEDICAL HISTORY

Female:

Last menstrual period (date): _______________

Length of cycle (e.g. 28 days)  ___________

# days of flow _________


Menses:    [ ] Light          [ ] Medium          [ ] Heavy 

Last PAP date __________________

Results _______________________________________

Are you pregnant?  [ ] Yes        [ ] No        [ ] Trying to get pregnant

[ ] PMS       




[ ] Breast lumps


[ ] vaginal discharge 

[ ] Menstrual cramps        


[ ] Ovarian problems

[ ] breastfeeding

[ ] Mood swings        



[ ] Uterine problems

[ ] birth control pills 

[ ] Cravings for chocolate/carbohydrates  
[ ] sexually transmitted disease 

[ ] Menopause




[ ] Miscarriage(s)



If menopause, what symptoms? ___________________________________________________________
Male:

[ ] Breast enlargement

[ ] Erectile Dysfunction

[ ] Testicular problems 

[ ] Inguinal Hernia

[ ] Prostate problems

[ ] sexually transmitted disease

[ ] Other: ____________________

Are you currently experiencing or have recently experienced (past 6 months) any of the following? 
Constitutional


Skin/nails


Urinary





O fever 


O rash



O kidney pain

O chills



O itching


O kidney stone



O night sweats


O dryness


O difficulty urinating

O fatigue


O skin color changes 

O frequent urination 


O weight gain


O insect bite(s)


O pain with urination 

O weight loss


O mole changes


O blood in urine 








O fingernail changes

O bladder infections 


 

Eyes



O toenail fungus 

O dry eyes






Musculoskeletal
O vision changes

Endocrine/blood

O neck pain

O sensitivity to light

O cold hands & feet

O back pain





O excess thirst


O muscle aches

Ears



O excess hunger 

O muscle twitches

O hearing changes

O too cold


O joint pain

O ringing in ears 

O too hot 


O joint swelling

O Ear ache/pain


O diabetes


O problems with motion

O ear infections


O thyroid problems





O difficulty balancing 

Babies/Infants
Nose/Sinus


O easy bruising


O problems with childbirth 

O congestion


O prolonged bleeding time 
O decreased activity

O hay fever


O swollen glands 

O inconsolable/fussy

O sinus pressure





O crying more

O nosebleeds


Heart



O pulling at ears





O chest pain


O diaper rash
Throat/Mouth


O palpitations


O not responsive


O sore throat


O swollen feet


O drinking/eating less

O toothache


O difficulty breathing 

O attends daycare/school 

O mouth sores


O high blood pressure

O bleeding gums 

O low blood pressure 

Lungs








O cough

Head/Hair


Digestion


O shortness of breath

O headaches


O indigestion


O cough up blood

O migraines 


O heartburn/reflux

O wheezing

O head injury


O abdominal pain

O chest pain

O hair loss


O gallstones 





O nausea


O Other: _________________________

Neurological


O vomiting

O dizziness


O constipation



  _________________________

O seizures


O diarrhea

O fainting


O excess gas

O depression


O blood in stool 

O loneliness


O hemorrhoid

O grief

O anxiety


The questions on this form have been accurately answered to the best of 

O panic



my knowledge. I understand that providing incorrect information or 


O mood swings 


omitting information can be dangerous to my health. It is my 


O poor concentration

responsibility to inform Dr. Kuhlman of any changes in my medical 


O loss of memory

status. 

O suicidal thoughts 


Signature ________________________________________

Diet Information
This is a brief summary of what you generally eat and drink for breakfast, lunch, dinner and snacks. It is not meant to be detailed.  You can think back to the last few days or put down your foods that you eat on a regular basis.
Breakfast

Lunch

Dinner

Snacks
Nutritional Assessment Questionnaire 1.5

Name: ________________________________________

Date: ____________________

Birth Date: __________________________



Gender   [  ] Male     [  ] Female

Diet
Key:
0 = do not consume or use


2 = consume or use weekly


1 = consume or use 2-3x month


3 = consume or use daily 

   1.   0  1  2  3   alcohol 




 11.   0  1  2  3   luncheon meats


   2.   0  1  2  3   artificial sweeteners


 12.   0  1  2  3   margarine
   3.   0  1  2  3   candy, desserts, refined sugar

 13.   0  1  2  3   milk products
   4.   0  1  2  3   carbonated beverages


 14.   0  1           radiation exposure (0=no, 1=yes)
   5.   0  1  2  3   chewing tobacco



 15.   0  1  2  3   refined flour/baked goods
   6.   0  1  2  3   cigarettes 




 16.   0  1  2  3   vitamins and minerals
   7.   0  1  2  3   cigars/pipes



 17.   0  1  2  3   water, distilled


   8.   0  1  2  3   caffeinated beverages


 18.   0  1  2  3   water, tap
   9.   0  1  2  3   fast foods




 19.   0  1  2  3   water, well
 10.   0  1  2  3   fried foods



 20.   0  1  2  3   diet often for weight control 
Lifestyle

21.   0  1  2  3   exercise per week  (0=2x or >2times a week    1=1x a week   2=1-2x month   3=never, <once a month)

22.   0  1  2  3   changed jobs  (0=more than 12 mths ago   1= within 12 mths   2=within 6 mths   3=within 2 mths)

23.   0  1  2  3   divorced  (0=never or over 2 yrs ago   1=within 2 years   2=within last year   3=within 6 mths )
24.   0  1  2  3   work over 60 hrs/week  (0=never   1=occasionally   2=usually   3=always)
Medications
Indicate any medications you are currently taking or have taken in the last month (0=no   1=yes):

 25.   0  1  antacids




 39.   0  1   diuretics
 26.   0  1  antianxiety medications



 40.   0  1   estrogen or progesterone (pharmaceutical)
 27.   0  1  antibiotics




 41.   0  1   estrogen or progesterone (natural)
 28.   0  1  anticonvulsants




 42.   0  1   heart meds
 29.   0  1  antidepressants




 43.   0  1   high blood pressure meds
 30.   0  1  antifungals




 44.   0  1   laxatives
 31.   0  1  aspirin/ibuprofen



 45.   0  1   recreational drugs
 32.   0  1  asthma inhalers




 46.   0  1   relaxants/sleeping pills
 33.   0  1  beta blockers




 47.   0  1   testosterone (prescribed or natural)
 34.   0  1  birth control pills/implant contraceptives

 48.   0  1   thyroid medication
 35.   0  1  chemotherapy




 49.   0  1   Tylenol (acetaminophen)
 36.   0  1  cholesterol lowering meds


 50.   0  1   ulcer medications
 37.   0  1  cortisone/steroids



 51.   0  1   Viagra (sildenafil citrate)

 38.   0  1  diabetic meds/insulin 

Key: 
0 = no, symptom does not occur


2 = moderate symptom, occurs occasionally, weekly


1 = yes, minor or mild symptom, occurs monthly
3 = severe symptom, occurs frequently, daily
Section 1 – Upper Gastrointestinal System

 52.   0  1  2  3   belching/gas within 1 hour after eating
 62.   0  1  2  3   feel better if you don’t eat

 53.   0  1  2  3   heartburn or acid reflux


 63.   0  1  2  3   sleepy after meals 

 54.   0  1  2  3   bloating within 1 hour after eating

 64.   0  1  2  3   fingernails chip, peel or break easily
 55.   0  1           vegan diet (0=no   1=yes)


 65.   0  1  2  3   anemia unresponsive  to iron

 56.   0  1  2  3   bad breath (halitosis)


 66.   0  1  2  3   stomach pains or cramps

 57.   0  1  2  3   loss of taste for meat


 67.   0  1  2  3   diarrhea, chronic

 58.   0  1  2  3   sweat has strong odor


 68.   0  1  2  3   diarrhea shortly after meals

 59.   0  1  2  3   stomach upset by taking vitamins   

 69.   0  1  2  3   black or tarry colored stools 

 60.   0  1  2  3   feel very full after meals 


 70.   0  1  2  3   undigested food in stool 

 61.   0  1  2  3   feel like skipping breakfast 

Section 2 – Liver and Gallbladder
 71.   0  1  2  3   pain between shoulder blades


86.   0  1  2  3   alcohol/week
 
 72.   0  1  2  3   stomach upset by greasy foods

                                       (0=<3, 1=<7, 2=<14, 3=>14)
 73.   0  1  2  3   greasy or shiny stools



87.   0  1           recovering alcoholic(0=no, 1=yes)
 74.   0  1  2  3   nausea





88.   0  1           history of drug/alcohol abuse
 75.   0  1  2  3   motion sickness (sea, car, plane)
 


           (0=no, 1=yes)
 76.   0  1           history of morning sickness (0=no, 1=yes)

89.   0  1           history of hepatitis(0=no, 1=yes)
 77.   0  1  2  3   light or clay colored stools



90.   0  1           long term use of recreational or 
 78.   0  1  2  3   dry skin, itchy feet, skin peels on feet 


           prescription drugs(0=no, 1=yes)
 79.   0  1  2  3   headache over eyes




91.   0  1  2  3   sensitive to chemicals 
 80.   0  1  2  3   gallbladder attacks (0=never   1=years ago

92.   0  1  2  3   sensitive to tobacco smoke
                         2=last year   3=past 3 months)


93.   0  1  2  3   exposure to diesel fumes
 81.   0  1          gallbladder removed (0=no, 1=yes)


94.   0  1  2  3   pain under right side of ribcage
 82.  0  1  2  3   bitter taste in mouth, especially after meals 

95.   0  1  2  3   hemorrhoids/varicose veins
 83.   0  1          get sick when drinking wine (0=no, 1=yes)

96.   0  1  2  3   NutraSweet (aspartame) consumption
 84.   0  1          easily intoxicated when drinking wine (0=no, 1=yes)
97.   0  1  2  3   sensitive to NutraSweet
 85.   0  1  2  3   easily hung over after wine(0=no, 1=yes)

98.   0  1  2  3   chronic fatigue/fibromyalgia
Section 3 – Small Intestine 

  99.   0  1  2  3   food allergies




108.   0  1  2  3   Crohn’s disease (0=no, 1=yes in the

100.   0  1  2  3   abdominal bloating 1-2 hrs after eating


             past, 2=currently & mild, 3=severe)

101.   0  1           specific foods make you tired/bloated

109.   0  1  2  3   wheat or grain sensitivity


             (0=no, 1=yes) 




110.   0  1  2  3   dairy sensitivity

102.   0  1  2  3   pulse speeds after eating



111.   0  1           foods you could not give up? 

103.   0  1  2  3   airborne allergies 





             (0=no, 1=yes)
104.   0  1  2  3   experience hives




112.   0  1  2  3   asthma, stuffy nose, sinus infection
105.   0  1  2  3   sinus congestion, “stuffy head”


113.   0  1  2  3   nightmares, bizarre dreams
106.   0  1  2  3   crave bread or noodles



114.   0  1  2  3   use over the counter pain meds
107.   0  1  2  3   alternating constipation & diarrhea 


115.   0  1  2  3   feel spacey or unreal 
Section 4 – Large Intestine
116.   0  1  2  3   Anus itches




126.   0  1  2  3   stools are ribbon-like, have corners

117.   0  1  2  3   coated tongue




127.   0  1  2  3   stools are not formed, are loose

118.   0  1  2  3   feel worse in moldy/musty places


128.   0  1  2  3   irritable bowel or mucus colitis 

119.   0  1  2  3   taken antibiotics for total time of 


129.   0  1  2  3   blood in stool


             (0=never, 1=<1mth, 2=<3mths, 3=>3 mths)

130.   0  1  2  3   mucus in stool 

120.   0  1  2  3   fungal or yeast infections



131.   0  1  2  3   excessive, foul-smelling gas

121.   0  1  2  3   ring worm, jock itch, athletes foot, nail fungus 
132.   0  1  2  3   bad breath, strong body odor

Key: 
0 = no, symptom does not occur


2 = moderate symptom, occurs occasionally, weekly


1 = yes, minor or mild symptom, occurs monthly
3 = severe symptom, occurs frequently, daily 
122.   0  1  2  3   yeast symptoms increase with sugar/alcohol

133.   0  1  2  3   painful to press outer thigh area 
123.   0  1  2  3   stools hard or difficult to pass


134.   0  1  2  3   lower abdominal cramps

124.   0  1            history of parasites (0=no, 1=yes)


135.   0  1  2  3   dark circles under eyes 

125.   0  1  2  3   <1 bowel movement per day 

Section 5 – Mineral Needs 

136.   0  1           history of carpal tunnel syndrome (0=no, 1=yes)
150.   0  1           history of bone spurs (0=no, 1=yes)
137.   0  1           history of right abdominal pain (0=no, 1=yes)

151.   0  1  2  3   morning stiffness
138.   0  1           history of stress fracture (0=no, 1=yes)

152.   0  1  2  3   nausea with vomiting

139.   0  1  2  3   bone loss, osteoporosis



153.   0  1  2  3   crave chocolate
140.   0  1           shorter than you used to be? (0=no, 1=yes)

154.   0  1  2  3   feet have strong odor

141.   0  1  2  3   calf, foot or toe cramps at rest


155.   0  1  2  3   history of anemia
142.   0  1  2  3   cold sores, fever blisters, herpes lesions

156.   0  1  2  3   whites of eyes blue tinted
143.   0  1  2  3   frequent fevers




157.   0  1  2  3   hoarseness


144.   0  1  2  3   frequent skin rashes &/or hives


158.   0  1  2  3   difficulty swallowing
145.   0  1           herniated disc (0=no, 1=yes)


159.   0  1  2  3   lump in throat
146.   0  1  2  3   very flexible joints, double jointed


160.   0  1  2  3   dry mouth, eyes and/or nose
147.   0  1  2  3   joints pop or click 




161.   0  1  2  3   gag easily
148.   0  1  2  3   pain or swelling in joints



162.   0  1  2  3   white spots on fingernails
149.   0  1  2  3   bursitis or tendonitis 



163.    0  1  2  3   cuts heal slowly, scar easily








164.   0  1  2  3   decreased sense of taste or smell 
Section 6 – Essential Fatty Acids

165.   0  1           experience pain relief with aspirin


169.   0  1  2  3   headaches when out in the sun

             (0=no, 1=yes) 




170.   0  1  2  3   sunburn easily, suffer sun poisoning
166.   0  1  2  3   crave fatty/greasy foods



171.   0  1  2  3   muscles easily fatigued
167.   0  1  2  3   low fat diet (0=never, 1=years ago


172.   0  1  2  3   dry flaky skin/dandruff


             2=past year, 3=currently) 
168.   0  1  2  3   tension headaches at base of skull 

Section 7 – Sugar Handling 

173.   0  1  2  3   awaken a few hours after going to sleep, 

180.   0  1  2  3   headaches if meals skipped, delayed

                           hard to get back to sleep 



181.   0  1  2  3   irritable before meals 

174.   0  1  2  3   crave sweets




182.   0  1  2  3   shaky if meals delayed
175.   0  1  2  3   binge or uncontrolled eating


183.   0  1  2  3   family members with diabetes (0=none
176.   0  1  2  3   excessive appetite 





             1=1-2, 2=3-4, 3=>4)
177.   0  1  2  3   crave coffee/sugar in the afternoon


184.   0  1  2  3   frequent thirst
178.   0  1  2  3   sleepy in afternoon



185.   0  1  2  3   frequent urination
179.   0  1  2  3   fatigue relieved by eating 
Section 8- Vitamin Need
186.   0  1  2  3   muscles become easily fatigued

200.   0  1  2  3   can hear heart beat on pillow at night
187.   0  1  2  3   feel sore after moderate exercise

201.   0  1  2  3   whole body or limbs jerk when falling asleep

188.   0  1  2  3   vulnerable to insect bites


202.   0  1  2  3   night sweats
189.   0  1  2  3   heaviness in arms/legs 


203.   0  1  2  3   restless leg syndrome, must move legs in bed

190.   0  1  2  3   enlarged heart, congestive heart failure
204.   0  1  2  3   cracks at corners of mouth

191.  0  1            pulse < 65/min (0=no, 1=yes)

205.   0  1  2  3   fragile skin, easily chafed (e.g. shaving)

192.   0  1  2  3   ringing in the ears



206.   0  1  2  3   polyps or warts

193.   0  1  2  3   numbness, tingling in hands & feet

207.   0  1  2  3   MSG sensitivity 

194.   0  1  2  3   depressed




208.   0  1  2  3   wake up without remembering dreams 

Key: 
0 = no, symptom does not occur


2 = moderate symptom, occurs occasionally, weekly


1 = yes, minor or mild symptom, occurs monthly
3 = severe symptom, occurs frequently, daily
195.   0  1  2  3   fear of impending doom


209.   0  1  2  3   small bumps on back of arms 

196.   0  1  2  3   worrier, apprehensive, anxious 

210.   0  1  2  3   strong light at night irritates eyes

197.   0  1  2  3   nervous or agitated


211.   0  1  2  3   nose bleeds and/or you tend to bruise easily

198.   0  1  2  3   feelings of insecurity


212.   0  1  2  3   bleeding gums, especially when brushing teeth

199.   0  1  2  3   heart races 





Section 9 – Adrenal

213.   0  1  2  3   tend to be a “night person”



226.   0  1  2  3   arthritic tendencies
214.   0  1  2  3   difficulty falling asleep



227.   0  1  2  3   crave salty foods
215.   0  1  2  3   slow starter in the morning 



228.   0  1  2  3   salt foods even before tasting
216.   0  1  2  3   tend to be keyed up, trouble calming down

229.   0  1  2  3   perspire easily
217.   0  1  2  3   blood pressure above 120/80


230.   0  1  2  3   chronic fatigue, get drowsy often 
218.   0  1  2  3   headache after exercising



231.   0  1  2  3   afternoon yawning 
219.   0  1  2  3   feeling wired or jittery after coffee


232.   0  1  2  3   afternoon headache
220.   0  1  2  3   clench or grind teeth 



233.   0  1  2  3   asthma, wheezing, difficulty breathing
221.   0  1  2  3   calm on outside, troubled on inside


234.   0  1  2  3   pain on the inner side of knee
222.   0  1  2  3   chronic low back pain, worse fatigue


235.   0  1  2  3   shin splints, tendency to sprain ankles
223.   0  1  2  3   become dizzy when standing up suddenly

236.   0  1  2  3   tendency to need sunglasses
224.   0  1  2  3   difficulty maintaining chiropractic adjustments
237.   0  1  2  3   allergies and/or hives

225.   0  1  2  3   pain after chiropractic adjustment


238.   0  1  2  3   weakness, dizziness

Section 10 – Pituitary

239.   0  1           height over 6’6” (0=no, 1=yes)


245.   0  1           height under 4’ 10” (0=no, 1=yes)
240.   0  1           early sexual development, before age 10

246.   0  1  2  3   decreased libido

             (0=no, 1=yes)




247.   0  1  2  3   excessive thirst

241.   0  1  2  3   increased libido




248.   0  1  2  3   weight gain around waist or hips

242.   0  1  2  3   splitting type headache



249.   0  1  2  3   menstrual disorders

243.   0  1  2  3   memory failing




250.   0  1           delayed sexual development, after

244.   0  1           tolerate sugar, feel fine when eating sugar


             age 13 (0=no, 1=yes)


             (0=no, 1=yes)




251.   0  1  2  3   tendency to ulcers or colitis 

Section 11 – Thyroid
252.   0  1  2  3   sensitive/allergic to iodine


260.   0  1  2  3   mentally sluggish, reduced initiative

253.   0  1  2  3   difficulty gaining weight, even 

261.   0  1  2  3   easily fatigued, sleepy during day


             with large appetite 


262.   0  1  2  3   sensitive to cold, cold hands and feet

254.   0  1  2  3   nervous, emotional, don’t do well 

263.   0  1  2  3   chronic constipation

                            under pressure 



264.   0  1  2  3   excessive hair loss, coarse hair

255.   0  1  2  3   inward trembling



265.   0  1  2  3   morning headaches, wear off during day

256.   0  1  2  3   flush easily



266.   0  1  2  3   loss of lateral 1/3 of eyebrows

257.   0  1  2  3   fast pulse at rest



267.   0  1  2  3   seasonal sadness

258.   0  1  2  3   intolerance to high temperatures

259.   0  1  2  3   difficulty losing weight 

Section 12 – Men Only

268.   0  1  2  3   prostate problems



272.   0  1  2  3   waking to urinate at night

269.   0  1  2  3   difficulty with urination, dribbling

273.   0  1  2  3   interruption of stream during urination

270.   0  1  2  3   difficult to start/stop urine stream

274.   0  1  2  3   pain on inside of legs or heels 

271.   0  1  2  3   pain or burning with urination

275.   0  1  2  3   feeling of incomplete bowel evacuation







276.   0  1  2  3   decreased sexual function
Key: 
0 = no, symptom does not occur


2 = moderate symptom, occurs occasionally, weekly

1 = yes, minor or mild symptom, occurs monthly
3 = severe symptom, occurs frequently, daily 
Section 13 – Women Only 

277.   0  1  2  3   depression during periods


287.   0  1  2  3   breast fibroids, benign masses
278.   0  1  2  3   mood swings before periods (PMS)

288.   0  1  2  3   painful intercourse
279.   0  1  2  3   crave chocolate around periods

289.   0  1  2  3   vaginal discharge
280.   0  1  2  3   breast tenderness around periods

290.   0  1  2  3   vaginal dryness
281.   0  1  2  3   excessive menstrual flow


291.   0  1  2  3   vaginal itchiness

282.   0  1  2  3   scanty blood flow during periods

292.   0  1  2  3   gain weight around hips, thighs & buttocks

283.   0  1  2  3   occasional skipped periods


293.   0  1  2  3   excess facial or body hair

284.   0  1  2  3   variations in menstrual cycles

294.   0  1  2  3   hot flashes

285.   0  1  2  3   endometriosis



295.   0  1  2  3   night sweats (in menopausal females)

286.   0  1  2  3   uterine fibroids 



296.   0  1  2  3   thinning skin 

Section 14 – Cardiovascular 

297.   0  1  2  3   heavy and/or irregular breathing

302.   0  1  2  3   ankles swell, especially at end of day

298.   0  1  2  3   discomfort at high altitudes


303.   0  1  2  3   cough at night when lying down in bed 
299.   0  1  2  3   “air hunger” or sigh frequently

304.   0  1  2  3   blush/face turns red for no reason

300.   0  1  2  3   need to open windows in closed room
305.   0  1  2  3   dull pain or tightness in chest, radiates to arm

301.   0  1  2  3   shortness of breath with moderate exertion
306.   0  1  2  3   muscle cramps with exertion 

Section 15 – Kidney and Bladder 

307.   0  1  2  3   pain in mid-back region


310.   0  1  2  3   cloudy, bloody or darkened urine
308.   0  1  2  3   puffy around eyes, dark circles under eyes
311.   0  1  2  3   urine has strong odor 

309.   0  1  2  3   history of kidney stones (0=no, 1=yes)

Section 16 – Immune System 

312.   0  1  2  3   runny or drippy nose
313.   0  1  2  3   catch colds at beginning of winter

314.   0  1  2  3   mucus producing cough

315.   0  1  2  3   frequent colds or flu (0=1 or less per year, 1=2-3x year, 2=4-5xyear, 3=6+ a year)

316.   0  1  2  3   other infections, e.g. sinus, ear, lung, skin (0= 1 or less per year, 1=2-3x year, 2=4-5x year, 3= 6+ times a year)
317.   0  1  2  3   never get sick (0=1-2x last 2 years, 1= not in last 2 years, 2=not in last 4 years, 3=not in last 7 years)

318.   0  1  2  3   acne (adult)

320.   0  1  2  3   cysts, boils, rashes

321.   0  1  2  3   history of Epstein Barr Virus, Mono, Herpes, Shingles, Chronic Fatigue Syndrome, Hepatitis, other chronic 
                           Viral infections (0=no, 1=yes in the past, 2=currently mild condition, 3=severe)

