
1 

Date: ____/____/20___ 

First Visit Client Information 

Name:______________________________________________________
Telephone: (        ) _____-________ Cell: (      ) ____-_______________              
Address:____________________________________________________
City: ____________________ State: ________ Zip code_____________
Occupation: ___________________ Email:_______________________ 
Date of Birth        /     /           Age:         Birthplace_________________
Sex: M or F   Marital Status                              No. Of Children______           

      I Hereby Attest To The Following Statement: 

I acknowledge that the Nutritional Profile, Evaluation, and Suggested Nutritional program and 
any supplemental materials such as Vitamins, Minerals, Enzymes and Herbs are not for the 
“diagnosis”, treatment, cure, alleviation, prevention, or care of any “disease” of any kind, in any 
way. I agree that I am totally responsible for obtaining qualified medical assistance for any such 
services, or for the care of any “disease” or “pathological” condition. Nevertheless, I reserve 
myself the right to use the knowledge I gain from the consultation in any legal manner I may 
choose in the care of my own body. I further declare that the sole reason for requesting the 
services from this office is for obtaining a “Suggested Nutritional Program” for the building of 
my health and well-being. 

I recognize that analysis is a revolutionary and unorthodox approach to health, and that it is 
based in Jesus Christ. Being of sound mind, I have chosen this method of building my health of 
my own free will and in exercise of my Constitutional Right of the attainment of life, liberty, and 
the pursuit of happiness. 

Consultations are limited to education in matters pertaining to the improvement in the overall 
health and physical fitness for maintenance of the best possible state of physical, mental and 
emotional health. These subjects may or may not include examination or urine and saliva. Such 
procedures are not for the diagnosis or treatment of any health condition or disease. Any 
procedures including fasting are at my own choice. 

I am fully aware of the fact that the services being provided to me are spiritually oriented, and 
that those who counsel me have been educated in an alternative counseling discipline. I realize 
my God given rights and Constitutional rights, which allow me to seek the best care and 
education for my own personal needs. 

I am aware that I am entitled to receive information from my counselors about any method of 
procedures to be used, fees to be charged and the approximate length of procedure, if it can be 
determined by personal experience, testimonies and suggestions. 

I am free to obtain a second opinion from another practitioner at any time I feel it necessary. 
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I understand that all I say is to be kept confidential, and that information concerning myself can 
be released to another alternative health practitioner only with my signed consent. 

I hereby grant, to my counselors to act in my behalf in matters concerning my health with 
alternative ways. I authorize them to perform any and all health services for me that I have a 
right to perform for myself and agree to hold them blameless for any and all such acts. 

I am not representative of a branch of a municipal, state or U.S. government, the American 
Medical Association or the Federal Drug Administration. 

I have read and fully understand the above listed information and I do hereby request that I be 
allowed to participate in a health consultation program for the following reasons: 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

Signature ________________________________________ Date________________________ 
Accepted by______________________________________ Date________________________ 
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  Date: ___/___/20___

Personal Health History 

GENERAL INFORMATION 

1. Currently taking any medications? ____________________________
If so what medication? _____________________________________

2. Are you involved in any alternative/preventative care? ___________
How long? ______________________________________________ 

3. What is your chief concern? ________________________________
_______________________________________________________

4. What are your goals for your health/life? ______________________
_______________________________________________________

5. List any current symptoms or problems _______________________
_______________________________________________________

6. What are three factors in your life that seem most important to your daily health?
____________________________________________
_______________________________________________________
_______________________________________________________
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REVIEW OF SYSTEMS/SYMPTOMS 

7. Mark a check by a symptom you have or have had in recent years. Mark two checks if the problem
occurs often; and three checks if it is a regular difficulty. 

____Weight loss or gain  _____Mucous Problems  _____ Hemorrhoids 

____ Fatigue  _____Sores in Mouth _____ Urinary Problems 

____ Confusion _____Tongue Problems _____ Burning on Urination 

____ Nervousness  _____Coated Tongue _____ Bladder/Kidney Infection 

____ Muscle Tension  _____ Bad Breath  _____ Bedwetting 

____ Muscle Cramps  _____ Teeth/Gum Problems _____ Blood in Urine 

____ Cold hands/feet  _____ Neck Pains  _____ Back Pains 

____ Itching  _____ Cough   _____ Leg Swelling 

____ Skin Rashes  _____ Difficulty Breathing _____ Arm/Shoulder/Leg Problem 

____ Skin Boils _____ Shortness of Breath _____ Bone/Joints Pains 

____ Headaches _____ Coughing Blood _____ Joint Swellings 

____ Fevers  _____ Heart Palpitations _____ Bruise Easily 

____ Nightmares  _____ Chest Pains  _____ Irregular Bowel  
           Movements/Diarrhea 

____ Dizziness _____ Breast Lumps/Pains _____ Bloody/Black Bowel 
Movements 

____ Blackouts _____ Poor Endurance _____ Number of BM daily 

____ Ringing in Ears _____ Gas   _____ Increases Sexual Desire 

____ Earaches _____ Abdominal Pains _____ Decreases Sexual Desire 

____ Double/Blurry/Vision _____ Difficult Digestion  _____ Birth Control 

____ Eyestrain _____ Constipation _____ Aging Rapidly 

____ Nasal Congestion _____ Sinus Pressure/Nose Bleeds 
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PAST MEDICAL HISTORY 

8. Do you have allergies? _____________________________________________

9. To which foods? __________________________________________________

10. To which environment? ___________________________________________

11. Do you take any regular medications, either prescribed or overt the counter?
______

What and how often? _______________________________________________ 
_________________________________________________________________ 

12. Do you take any regular vitamin, mineral or herbal supplements? Please list
_________________________________________________________________ 
_________________________________________________________________ 

13. Have you had any operations? What and when (year)?
__________________________________________________________________ 
__________________________________________________________________ 

14. Any major injuries/accidents? If so specify area of injury and date occurred
__________________________________________________________________ 
__________________________________________________________________ 

15. Any major illness or hospitalizations? Specify illness/hospitalization and date
__________________________________________________________________ 
__________________________________________________________________ 
__________________________________________________________________ 
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16. Check any of these you have incurred. Write approximate year.

_____ Pneumonia  _____ High Blood Pressure _____Kidney Infection 

_____ Tuberculosis  _____ Low Blood Pressure _____ Parasites 

_____ Hepatitis _____ Heart Disease  _____ Rheumatic Fever 

_____ Asthma _____ Heart Attack  _____ Measles/German 

_____ Diabetes _____ Cancer  _____ Measles/Regular 

_____ Hypoglycemia  _____ Blood Transfusion _____ Mumps 

_____ Epilepsy _____ Migraine Headaches _____ Chicken Pox 

_____ Eczema _____ Ulcer  _____ Polio 

_____ Skin Boils  _____ Anemia _____ Whooping Cough 

_____ Kidney Stone  _____ Arthritis _____ Dipitheria 

_____ Drug Reaction _____ Obesity _____ Colitis 

_____ Psoriasis _____ Mental Breakdown _____ Syphilis 

_____ Hives  _____ Jaundice _____ Gonorrhea 

17. Do any of these illnesses run in the family?

_____ Diabetes  _____ Cancer 

_____High Blood Pressure _____ Epilepsy 

_____ Heart Disease _____ Mental Illness 

_____Tuberculosis _____ Thyroid Problems 

_____ Asthma  _____Obesity 

_____ Gout  _____ Twins (not an illness) 
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DIET AND EXECISE 

18. Do you have a good appetite? ______________________________________

19. Good eating habits? ______________________________________________

20. How do you feel about the foods you eat? _____________________________
__________________________________________________________________ 

21. Do you floss your teeth regularly? ___________________________________

Write the percentage in your diet of these food categories. Total 100: 

Fruits _____________________ 
Vegetables _________________ 
Grains _____________________ 
Nuts, Beans, Seeds ___________ 
Diary ______________________ 
Meats ______________________ 

22. What percents of your diet is raw? ________ Cooked? _______ Total 100%

23. What percents of your diary food is raw? ____ Pasteurized?_____ Total 100%

24. List the percents of these meat categories, Total 100%
Beef_______ Chicken ________ Fish ________ Other_____

25. Do you use foods made with chemicals additives or preservatives? _________
Which foods? ___________________________________________________

26. What percent of your food is from restaurants? _________________________

27. What percent of your food do you prepare yourself? _____________________
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28. For the next categories, write the average number of times in a week these  items are
consumed in your diet. 
(e.g. 0= never, 2/w = twice weekly, 3/d = three times daily) 

Fried foods _________ Alcohol ______ Beer ________ Wine _________ 
White/Brown Sugar ________ Liquor ________ Drugs___________ 
Coffee ________ Nicotine ________ Food Additives (chemicals) ___________ 

29. Is there one or more particular food flavor that you crave? (circle) Sweet, salty, spicy, bitter
sour, other? 

30. Do you have a garden? ______ Vegetables ______ Flowers ________

31. Do you enjoy exercise? ______ Mild _______ Strenuous ________
How often do you exercise weekly? __________________________________

32. Do you sweat easily? _______________ How often? ____________________

List exercise and frequency. 
____________________________ _____________________________ 
____________________________ _____________________________ 
____________________________ _____________________________ 

33. Do you have any pets? _________________ What kind of pet? ____________

GENERAL QUESTIONS 

34. Are you able to express your emotions/feelings? ________________________

35. Are there any emotions you predominantly feel? ________________________
Anger _________   Sadness __________ Fear ____________ 
Sympathy/Worry ______ Excessive Joy ________ Depression _________ 
Other ________________________________________________________ 

36. Are you too emotional/unemotional? _________________________________

37. What makes you nervous? _________________________________________

38. Is there much stress in your life? ____________________________________
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39. If so, what does it surround? Family, work, finances, relationships, etc.? _____
__________________________________________________________________ 

40. Do you sleep well? _____________ How many hours a night? ____________

41. Do you dream? ______________ How often? _________________________

42. Do you remember any? _____________ Are they helpful? _______________

43. Are you happy with your general energy level? ________________________

44. Is there a low point in your day? ___________ When? __________________

45. Do you have a favorite time of day? _________________________________

46. Do you have a favorite climate/weather? What? ________________________

47. Are there climates you especially don’t like? What and Why? _____________
__________________________________________________________________ 

48. What is your favorites color(s)? _____________________________________

49. What is your favorites season? ______________________________________

50. What  level did you complete in school? ______________________________

51. Any other organized life/trade training? ______________________________

52. What, if any was military service? ___________________________________

53. With whom do you live? __________________________________________
Relationships__________________________________________________ 

54. What is your work? ______________________________________________

55. What are your hobbies/pleasures? ___________________________________
__________________________________________________________________ 
__________________________________________________________________ 

56. What are your indulgences? How often? ______________________________
__________________________________________________________________ 
__________________________________________________________________ 
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57. Have you ever abstained from or “quit” anything? ______________________
What and Why? _______________________________________________ 
For how long? ________________________________________________ 

58. Do you ever crave that which you have curbed? ________________________
When? ______________________________________________________ 

59. How do you feel about yourself? ____________________________________
__________________________________________________________________ 

60. About your life? _________________________________________________
__________________________________________________________________ 

















FOR WOMEN ONLY 

1. Date of last menstrual period ___________________________________

2. Are your periods regular? ____________

3. How many days is your flow? ________

4. Do you get any of the following during your Cycle?
(Circle all that apply)

     Pains     Cramping Blotting

    Clotting     Cravings Mood Swings

5. What color is your blood?
a. Bright Red b. Dark Red c. In Between

6. Have you ever had any yeast infection? Yes No 

7. Do you practice Birth Control? Yes No 

8. Number of pregnancies? ______________ Deliveries _______________

Abortions_________ Miscarriage(s) __________ Other ____________

9. How many Children do you have? _______ Boys _________ Girls

10. Age of first Child _________ Age of last Child_________

11. Menopausal? Yes   No
If yes, what are your symptoms? _______________________________

12. Anything you would like us to know?__________________________
__________________________________________________________
__________________________________________________________
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