HEALTH QUESTlONNAlR@ 3 A DR# | _ PATIENT NUMBER -

-1 I | ‘—
| Dear Patient b | O 1 ! { 8 { ’ 2
| Please complete this questionnaire. Your answers will help us determine if we can help you. If we do not sincerely -‘ @kl aklas qr, ol || DD D)

| believe your condition will respond satisfactorily, we will notacceptyour case. THANKYOU. : | |loimlokpmknlokolo ®|®[® -
PLEASE USE A NO. 2 PENCIL (ONLY TO FILL IN APPROPRIATE ANSWERS. eallenite Diq);cba)a)mnq)'@@rp — .'
FILL IN BUBBLES COMPLETELY AS INDICATED HERE: @ >ldlokpomiemia! DlDD|co|/m- ~
ERASE CHANGES CLEANLY. DO NOT FOLD THIS FORM. !CDCDCDCD{GDICD @l CD\(D@(D —_— 1
PATIENT NAME P TS S L 1 0 Xy - [ ;®®@@1@®©®[®'® cm@ -

SEX: © Male \®©<D<D<D<D<D<D<D<DI<DJ<D<D‘—

DATE OF BIRTH - SSN L o8] —Female .@@@@@@@@@@ Dl -

‘ - 3 e HATRAN PHONE: oL @ q>®<|>!q>'<p oa:‘cblcp‘cp | -

ADDRESS p. e = s ] HOME e e ‘ | @o{@la)@ | | -

s S { BUSINESS | | Paoe

REFERRED BY | I

. =

A.MAJOR COMPLAINTS —

1. What are your major complaints? 1. Are you presently suffering (or within the past six months suffered) —mm

<None ==
: a. GENERAL h. HEART/LUNGS it e

\ Pain | Numbness | Tingling <>Normal <>Chills <>Normal <>Blue Extremities mm |
o i, L ® OFatigue <>Weight Change <>Cough <>Murmur : -
~Neck S aD a® OWeakness < Night Sweats < Wheezing Chest Pain —
“UpperBack @ © @ OFever <> Other <> Difficulty Breathing <> Palpitations —
Mid Back an aD a <>Swollen Extremities <> Other =
Lower Back| D O O b. SKIN —
N N W ONomal  Eczema i. BREASTS -
Shoulder i D e »} D e ») (e ») D <Rash <>Hair Changes <>Normal <> Dimpling -
DD DD DD < Redness <>Nail Changes <> Lumps In Breast(s) <> Discharge -
Forearrn | ® & ® |[&] © D Oltching <> Other <> Redness/Itching < Other Ll
Hand | ® [ ® | ® [®D | ® | D < Pain i
Butok | @ || ® |[®|® |® c. NEUROLOGIC =
Hip ® | D | D D | D < Normal <> Fainting J. STOMACH/INTESTINES ==
Thigh | © [EDE © [EDN © [ <>Headache <>Convulsions < Normal < Vomiting =
Leg N OO | O || ©|[D ODizziness < Other <> Decreased Appetite <> Diarrhea 2]
Foot |l || |[DB| D | D < Increased Appetite < Constipation =
d. EYES < Abdominal Pain < Other =1

2. Currently your pain is aggravated by < Normal Right Left =
< Coughing Vision Trouble (Sl k. REPRODUCTIVE/URINATION =
<O Sneezing Pain (=3 (=) < Normal < Impotence -

O Straining At Stool Discharge (@) (=) Olnability To Hold Urine < Sterility o=
< Neck Movement Other COMEC <Painful Urination <Other ==
< Reaching <OFrequent Urination =
O Lifting e. EARS Olrregular Menstruation ==
< Bending <ONormal Right Left OPainful Menstruation L]
< Sitting Hearing Trouble <© o© <OAbnormal Vaginal Bleeding o=
< Standing Ringing OERO ]
< Walking Pain (S (=) I. GLANDULAR ==
< Other Discharge SN <>Normal < Goiter -

Other (Sr () OHeat/Cold Intolerance < Tremor -

3. Since your symptoms began, ©Sugar In Urine < Other =
have you noticed a change in f. NOSE =
< Bowel Function <> Normal m. MENTAL =m
< Bladder Function ©Pain OAbsence Of Smell <>Normal <O Phobias ==
< Ability To Maintain An Erection <Bleeding OO0ther O Anxiety OMood Swings =

ODepression O Other -
| g. MOUTH/THROAT <Memory Loss or Impairment =
| <>Normal OAbsence Of Taste o=
| OSores Abnormal Taste ==
1 OBleeding OO0ther -
I -—

o PLEASE MAKE NO MARKS IN THIS AREA

| ©1934 TIME VALUE CORP, Atianta, cAHQ#1-0a : OOOOOOO0.00....OOO'O0.0@-
‘ = - = - = = [==) o e ey




== 2. What are your habits? 1 5\@,&\@\* gs\qe\i 3. FAMILY HlSTQ Pl
— \\S’&i Q?C» . (’)’_‘(’e ] /8/ / / / / y
— Smoking DD | ® D / o’;’/ o/ /” AY / / //
- Alcohol DD DD S/ éf’ [ ELE & os”/ & /o

I - RecreationalDrugs | ® | ® | ® | @® SIS 1S (8 S/S/S S/ &S o 5

t > Bl « [ NS Y A AN A

. - Exercise B ‘?-c&(b' .:,E’*g;\k\q 'pm//a_ /&,3 5'/6‘\ '?;?? §/§
< AT A AN AT
- Father |l <’D¢\<}'>,CD®(F)<D\¢)<D(D
== Please mark the location of your pain on these figures Mother |ap|an|ab/apap/ab|  |[ab|ap B D | B D DD >

Brothers | cam|an an(am|ap|ad]  [aplap | D || O || D [ D D>

o Sisters || ®(M|DD| (D@ |D|®i® B (BB (DD
: Children|cj@j@|@|@|®| _®|okbio@momiokmic
Ll
b E.INSURANCE INFORMATION [Yes NN
: 1. Is your condition due to an automobile B
ke accldent........Y........................ D [ D
2 Date of Accident | | i
= Have You filed an accident report ... ... Bisiotae | QD [
- ‘ l ,
- 2. Is your condition due to a job injury . ........ | D |
- Date of Injury [ |
L Have You filed an injury report . . . .. sitsimstsons | <D RS
Ll
— 3. Do you have health insurance.. . ... RO s el o
- Company 1 LA
- Policy # ‘ g el
- ‘
= 4. Are you covered by Medicare ............. | D [ D
= Medicare # ‘ e P
— D.MEDICAL HIS TORY Lok lunderstand and agree that health and accident policies are an arrangement
== 1. HEALTH CARE Yes | No between an insurance carrier and myself. Furthermore, | understand thlat
SR ot e e R HIRLY Pt O w8 prapars sy hessesiy Fipars s frie o sasiet i
- b. Do you have a family physician............. | © | D authorized to be paid directly to this Office will be credited to my account
- c. WOMEN: upon receipt. However, | clearly understand and agree that all services
R S o i YRR feodered o e sre.chargel dinctyjto meyend tha Iy perdnalty
= Are you under the regular care of an OB-GYN .. | @ D care and treatment, any fees for professional services rendered me will be
- d. Have you been hospitalized in the past five years @ | ab immediately due and payable.
= e. Are you currently taking any medication ... ... .. ®» [ B
=3 OAnti-inflammatory (Aspirin, Motrin, etc.)
= OMuscle Relaxants < Pain Medication/Analgesic
= O Tranquilizers O Birth Control Pills | WILL BE PAYING TODAY BY:
= <O Other OCash OCheck  OCredit Card
-
== 2. Which of the following illnesses have you had? OMasterCard OVisa < American Express
- ONo Previous Conditions/llinesses Account # r | Exp.Date|
= < Arthritis OUIcer
- OAsthma <Cancer All accounts not paid within 90 days will automatically be put through
- <O Sinus Trouble O Polio on your credit card.
= OHay Fever <Rheumatic Fever Patient's Signature Date
L OAllergies < Serious Injury
- OTuberculosis <Bone Fracture . \
3 ODiabetes < Dislocated Joints Guardian or Spouse’sAS-ljgnature Date
= OEpilepsy < Spinal Disc Disease
= <O Thyroid Trouble O Multiple Sclerosis l
— <High Blood Pressure < Scoliosis

© - OLow Blood Pressure < Mental/Emotional Difficulty Doctor's Signature Date

!' — OHeart Trouble <Prostate Trouble
- OHIV/IARC <Kidney Trouble ‘ *) L *\
- OAIDS O Other
b= OSexually Transmitted Disease
B © 1994 TIME VALUE CORP, Atlanta, A HQ#2-0a NCS® EW-230058-1:65432 Printed In The USA
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Name:

Please circle the Appropriate number 40 . 3

SECTION A
. ]

S Your memory noticeall

Y declining?
Are you having

a hard time remembenng names
1 phone numbery?
1¢ \Vour

abiliy to focus noliceably
Has 1t become harder lor you 1o le
How often do you have
Your appoimtimenty ?
IS vour [emperame
\re vou losim

declming?
am things?
a hard ume remembering

.

L peltmg worse iy general?

£ Yourattention span endurar
How aften do you find

nce?
yoursell down or sad?

ue when dnving compared

How ofien do vou lahg
to the past?

* How often do vou fatgue when reading compared

o the past?

* How often do vou walk into rooms and forget why?

¢k up your cell phone and forget why?

How ofien do you p

SECTION B

* How high s you Stress level?

* How often do you feel that you h
must be done?

Do vou [eel you never b

How often do vou fee
sleep or rest?

Do vou have the time 1 pe
How ofien do yon not fc
people i vour life?
How often do you net feel you are

your hile purpose? :
How often do v

SECTION C

SECTION C)
* How often do you get imitable, shaky, or have
lightheadedness between meals?
How often do vou feel energized afler eating?
How often do vou have difficulty cating large
meals in the moming?
How often does your energy level drop in the aftemoon?
How often do you crave supar and sweels in the afternoon?
How often do you wake up i the middle of the night?
How often do you have difficulty concentrating
belore cating?
How ofien do you depend on coffee 1o Keep yoursell gomng?

How olten do you feel agitated. casily upset, and nervous
hetween meals?

ave something that

ave lime for yoursel{®
I you are not gettng enough

Urepular exercise?
*el cared about by the

accomphishing

ou share your problems with someone”

.

SECTION C2

Do vou gel faugued after meals?

Do you crave sugar and sweels afier meals?

Do vou feel you need stimulants such as coffee after meals?

Do vou have difficulty losing weight?

How much larger is your waist girth compared (o
vour hip girth?

How often do you urinate?

Have your thirst and appetite been increased?

Do you have weight gain when under stress?

* Da you have difficulty falling aslcep?

SECTION1-S

* Are you losing your pleasure in hobhies and interests?

» How often do you feel overwhelmed with ideas (o manage?
- How often do yon have feelings of inner rage (anger)?

+ How often do you have feclings of paranoia?

+ How often do you feel sad or down for no reason?

.
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Health Questionnaire (NTAF)

Age:

Sex: Date:

most/always.

* How often do you feel like You are not enjoying life”
* How often do you feel vou lack artistic appreciation?
* How often do you feel depressed in overcast weather?
* How much are you losing your enthusiasm for your
lavonte activities?
* How imuch are you losing enjoyment for
your lavonte loods?
How much are you losing your enjoyment of
fnendships and relationships?
How often do you have difficulty falling into
deep restful sleep?
How often do vou have feelings of dependency
on others?
How olten do you feel more susceptible to pam?”
How often do you have feelings of unprovoked anger”’
* How much are you losing interest in hfe?

SECTION2-D.

* How often do vou have feelings ol hopelessness?

How often do you have self-destruc(ive thoughts”

How often do you have an mnabihity (o handle stress”

How often do you have anger and aggression while
under stress?

How often do you feel you are not rested even after
long hours of sleep?

How often do you prefer o i1solate yourself from others?

How often do you have uncxplamed lack of concern lor
fanuly and friends?

* How casily are you distracted from your tasks”

* How often do vou have an mabihity to fimish 1asks’

* How often do you feel the need (o consume caffeime 1o

stay alert?

* How often do you feel your libido has been decreased?

* How often do you lose your temper for minor reasons’

* How often do you have feelings of worthlessness*

SECTION3 -G
* How often do you feel anxious or panic for no reason?
* How often do you have feclings of dread or
impending doom?
= How often do you feel knots your stomach?
* How olten do you have feclings of being overwhelmed
tor no reason?
* How often do you have feclings of guilt about
everyday decisions?
= How often does vour mind feel restless?
* How difficult 1< 1t to tum your mind oft when you
want to relax?
How often do you have disorgamized attention™
* How often do you worry about things vou were
not worried about before?
How often do you have feelings of inner tension and
mner excitability?

S ON4-ACIH

* Do you (eel your visual memory (shapes & images)
18 decreased?

= Do you feel your verbal memory 1S decreased?

* Do you have memary lapses?

* Has your creativity been decreased?

* Has your comprehension been diminished”

* Do you have difficulty calculating numbers?

* Do you have difficulty recogmzing obyects & faces?

* Do you feel like your opmion about yoursell
has changed?

* Are you experiencing excessive unnation”?

* Are you experiencing slower mental response”?

Symplom groups listed in this flyer are nol intended to be used as a diagnosis of any disease condition
For nulntional purposes only.

M Rights Reserved  Copyrieht © 2008, Datis Kharazian
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Metabolic Assessment Form

Name:

Please list the § m

: APelT e Sex: Date:

ajor health concerns in your

order of importance:

It

S e N
PRSI

.1-

4. 5

s,

Please circle the appropriate number () - 3

Category 1

on all questions below. 0 as the least/never to 3 as the most/always,

Feeling that bowels do not empty completely

assimg stool or
diarrhea

Lower abdommal pain relief by p
Alternating constipation and
Diarrhen

Constipation

Hard, dry. or small stool
Coated tongue of “fuzzy™ debris on tongue
Pass large amonnt of fonl smelling pas
Mare than 3 bowel movements daily

Use laxatives frequently

Category 11

Excessive belching, burping, or bloatmg .

Gasimmediately following a meal

Offensive breath :

Difficult bowel movements ek

Sense of fullness during and afler meals

Difficulty digesting frunts and vegetables,
undigested foods found in stools .

Category 111
Stomach pain. burming, or aching 1-4
hours after eating . . . Ay
Do vou frequently use antacids? . SAf ok
Feeling hungry an hour or two afler eating . .
Heartburn when lying down or bending forward
Temporary rehief from antacids. food.
milk. carbonated beverages . ; : -
Digestive problems subside with rest and relaxa
Heartbum due o spicy foods. chocolate, citrus.,
peppers, alcohol. and caffeine .
Category 1V
Roughage and fiber cause constipation
Indigestion and fullness lasts 2-4
hours afler eating b 1
Pam. tenderness. soreness on left side
undernbicapes 1w b
Excessive passage of gas
Nausea and/or vomiting

Stool undigested, foul smelling,
mucous-like, greasy, or poorly formed
Freguentnrinationi v 25 Savrsais =
Increased thirst and appetite
Difficulty losing weight

Ras

ton .

=
—
~
%)

Category V
) O B ) Greasy or high fat foods cause distress () =Rl #8Y
Yislneile Lower bowel pas and or bloating
LB 2t e B several hours after eating (i 2 a T
ETEA B Bitter metallic taste m mouth,
(5523 Bl L8 especially in the morning (EEom AR )
BRI ER AR Unexplamed itchy skin IS (Lot T A
L) s R Yellowish cast (o eves (B o)
0 P s iy Stoul color alternates from clay colored
0ol et 383 o normal brown . . .. ., @ [ Gty L NS
0 e ey Reddened skin, especially palms (S CUR20E 53
Dry or flaky skin and/or hair . (B 5o
History of gallbladder attacks or stones . . ... .. .. 0 iR ]
W) B8 U 5y Iave you had your gallbladder removed Yes® N0
DI ESER R
Vil Y Category VI
0.1t 2 3 Crave sweets during the day =, (g fe AR
DENR. Irritable if meals are missed S =3
Depend on coffee to keep vourself gomgorstarted. 0 1 2 3
0Fs1es 3 Get hghtheaded (f meals are missed (P2 £ e R
Eating relieves fatigue . 7 A ! (R el
Feel shaky. pittery. tremors ) ; : OBl 7283
Agitated. easily upset, nervous . . . : O I
=23 Poor memory, forgetful . P : RS b pic 3
Vgl w23 Blurred vision . 0 gletoaigd
(4 F B &)
De1E =20 Category V11
Fatigue after meals ; i ; (1 B By R
W Ze 3 Crave sweets during the day . S . : B0 SF1LE2E an
Wb AL Eating sweets docs not relieve cravings forsugar ... 0 1 2 3
Must have sweets after meals . .. : Pl bR
O Sl Waist girth 1s equal or larger than hip airth . (LB P22 b
EreqUEN CUTINAtIONEE M e e R e reiRs
[ncreaSedithirsFRMppet fc e U =y 2583
QlEs = o Difficulty losing weight . (B Ve s
Srdon Y Category VIII
0t C‘mmm Stay as| e e p e i il 01t 2N
(EraVveisa| (I SOOI U e S T S B ) ) ey
0 Slow starter in the MOIMINE T ot i e o R ERa
> Afternoon fatigue S e S0as e
0 A, o Dizziness when standing up quickly . | R B (R
OBl e ,‘ AfRernoon he:.\daches sedanaies GG SO ES e
ofRlE Headachfzs WithieXertIONIOT StreSs S EauEs U Qe Fa
DRRT R Weak nailySiaieineg . (oed T EE Omalina N

A0 Eaphes Keserond Loprvight © DR Dy ) berasien
SMCE MAFOL 0000 LINHOURE. INNO

Svmpram geroups listed s this ther ane not intended (o

be nsed as a diaenosis of anv dispase oonditinon
For mutrltional purposes only



e A W Category N1V (Males only)
e DA a3 Unination dithiculry or dribbling L) By R
[ Bgh B £ e ] Urtnaton trequent : ) R P
2h smounts of she i O  fh | Pain inside of legs or heels | Bt Pl B0 .
-~ ’ under stress n 1 2 1 Feeling of mecomplete bowel evacuation n 1 2 1
red ' afier Hoor more hours of sleep | AT ol 1 Leg nervousness at nipht TN Fe o a7
g Spimahion or perspiration with
]y T R R Category XV (Males only)
Decrease in hibido SN G ey Sadey
& HCEery A Decrease in spontancous MOming erections D50 2ESER
o 'eRish (RAES oy | Decrease in fullness of erections R e g
hands, fect. all over Woal 75853 Difficulty in masntain moming erechions | e e
SRCESSIVE amounis of sleep to Spells of mental fatigue 3 U5 1 e o)
rancison pronerty Bl B Ko § Inability (o concentrate [ e Ligheon 500
nweight gam even with low ~calone diet . JEE T S el | Epsodes of depression i poRy ) b e
<eht exly R R - | Muscle soreness M oy S AR
| vficuit mirequent bowel movements R b £ Decrease physical stanina (1 e
epressaon, fack of anvtivation  Jrii sy TR Unexplained weight gain e B S8
Mivemng headaches that wenr ofl Increase i fat distmbution around chest and hips L RE S AR
as the dav propresses PREA PR =Y Sweating attacks LS RE S i
‘ third of evebrow thins s Ko e g More emotional than in the past O Dl '3
rmming of harw on scalp. face or gemitals or
xeessive falhng han ; Py 3 Category \V1 (Menstruating Females Only)
vness of <kin andior scalp 0 TR Are you perimenopausal Yes No
Mental sluggichness 0 b Sl Alternatimg menstrual cycle lengths YN ’
Extended menstrual cyele, greater than 32 days Yes No
j Catesors \§ Shortened menses. less than ey ery 24 davs Yes  N\o
| tican palpatson< T | s TR l.'um und cramping during periods glie 2 9
rmard tremibling N TR Scanty hlood flow b o R S
P cated pedlse :‘_‘ S § BT g%, Heavy blood flow Pl d i s RS
crvms: and envstranal ¢8% s Breast pam and swelling duning menses B R e
i 1 001539 Pelvic pam during menses R ) G
Nerdn e 0y ey Imitable and depressed dunng menses g 113
Whowlty gmning werght 0% v Acne break outs | BT g | G
” ' Facial hair growth R I
L& antrnry XIT Hair loss/thinning 017 2.3
' \::"'::"‘ ‘;’l::r::::ir lack of menstruation :; : ; t: el e Al Qs el Onlf‘;)
{ Trurcased ability 1o eat sugars without symptoms 0 510, ; l‘l‘mv PR ol E o ot cocopaunl G R
: ; g Since menopause. do vou ever have uterine bleeding” Yes No
Hot flashes 0 158270
i t':z:::‘l a-\::lrl!n\c 0 | T A Mct‘ﬂal i Y S5 j
oo I RN 5 X anas Disinterest in sex LTy el AR
5 b 5 = : : % Mood swings 0 15852 7
Spintmg™ tvpe headaches - 087 ] S ey Depression 0=t 3
Pamful mtercourse @ 282 08
Shrinkmg breasts . O ey
Facial hair growth . 0. SUE250D
: Acne . : : 0.1 252 08
'i Increased vaginal pain. dryness or iching L. B4 L S B
Hew many alcohol beverages do vou consume per week”? — How many caffemated beverages do you consume perday’
Vems smams fames do you eat out per week? s How many times a week do YOUu eat raw nuls or seeds” oy
Hers prrany smes 2 week do you eat fish” o SRR How many tunes a week do you workout”? S A e
i1 the three worst foods you eat during the average week: R e e i 3

w1 the three healthiest foods you eat during the average week:

Dovousmobe” Ifyes. how many times a day

Hase weon steess Jevels on 2 scale of 1-10 duning the average week:
Flease list any medications yon currently take and for what condifions:

Viease list any

natural supplements you currently take and for what co
R s e e
ST kWY R C

nditions:




