KEMP

FUNCTIONAL

Date
Patient's Name (Please Print) Street Address City and State 7ip
S5 # Sex Marital Status Birth Drate Age Home Phone # Cell Phone #
ml e s [m] wl ol e
Email Address Patient’s or Parent’s Employer Business Phone # Ext. #
Whom May We Contact In Case of An Emergency? Relation Phone #

PLEASE READ: ALL CHARGES ARE DUE AT THE TIME OF SERVICES. THE PATIENT IS RESPONSIBLE FOR FURNISHING INSURANCE
INFORMATION PRIOR TO BEING SEEN BY THE PHYSICIAN.

Person Responsible For Payment, If Not Above Street Address, City, State Zip Home Phone #
Blue Cross Blue Shield (Give Name of Policyholder) Effective Date Policy # Group #

Other (Write In Name of Insurance Company) Effective Date Policy #

Medicare # Railroad Retirement # [ visa OO0 MasterCard [ Check

| O Card #

1s This Condition Due To An Accident? [ Yes ] No | Type of Accident Attorney Name (if applicable)

Date of Accident; O Aute O work O Home[d Other

Were X-Rays Taken of This Injury or Problem? [ I Yes, Where Were X-rays Taken? (Hospital, etc.) Date X-rays Were Taken

O Yes O No

Whom May We Thank For Referring You To Us?

ALL PROFESSIONAL SERVICES REDERED ARE CHARGED TO THE PATIENT. NECESSARY FORMS WILL BE COMPLETED TO HELP EXPEDITE
INSURANCE CARRIER PAYMENTS. HOWEVER, THE PATIENT IS RESPONSIBLE FOR ALL FEES, REGARDLESS OF INSURANCE COVERAGE. IT I5
ALSO CUSTOMARY TO PAY FOR SERVICES WHEN RENDERED UNLESS OTHER ARRANGEMENTS HAVE BEEN MADE IN ADVANCE WITH OUR
OFFICE BOOKKEEPER.

INSURANCE AUTHORIZATION AND ASSIGNMENT
I certify that I, and/or my dependent(s), have insurance coverage with and assign directly to

Name of Insurance Company{ies)

Kemp Chiropractic, P.A. all insurance benefits, if any otherwise payable to me for services rendered. | understand that I am
financially responsible for all charges whether or not paid by insurance. I authorize the use of my signature on all insurance
submissions.

Kemp Chiropractic, P.A. may use my health care information and may disclose such information to the above-named Insurance
Company(ies) and their agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits
payable for related services.

Signature of Patient, Parent, Guardian or Personal Representative

Please print name of Patient, Parent, Guardian or Personal Representative

Date Relationship to Patient




KEMP

FUNCTIONA
NEUROLOGY

Dr. David E. Kemp, DC, DACNB, FABBIR
4169 University Blvd. S.
Jacksonville, FL 32216

Patient Name: ID #

1. Request and Consent for Treatment

I hereby request and consent to the performance of functional neurology assessments, chiropractic adjustments (spinal and extra-spinal), and
various neurological rehabilitation procedures on me (or on the patient named above, for whom I am legally responsible). These services may be
performed by Dr. Kemp and/or other licensed providers who now or in the future work at Kemp Chiropractic PA dba Kemp Functional Neurology
or its affiliated locations.

The procedures may include, but are not limited to:

Manual or instrument-assisted chiropractic adjustments.
Vestibular rehabilitation and ocular-motor training.
Neuromuscular re-education and physical therapy modalities.
Diagnostic imaging (X-rays) and functional neurological testing.

2. Nature and Purpose of Care

I understand that Functional Neurology is a specialized branch of healthcare focused on the assessment and rehabilitation of the nervous system.
I have had the opportunity to discuss the nature and purpose of these treatments with clinic personnel. I understand that while these procedures
are designed to optimize neurological function, results are not guaranteed.

3. Understanding Risks

I am informed that, as in the practice of any healthcare discipline, there are certain risks associated with treatment. These risks include, but are
not limited to:

. Chiropractic/Manual Therapy: Fractures, disc injuries, dislocations, sprains, or, in rare instances, cerebrovascular injury (stroke).
. Neurological Rehabilitation: Temporary dizziness, nausea, fatigue, or a short-term exacerbation of current symptoms as the nervous
system adapts to therapy.

I do not expect the doctor to be able to anticipate and explain all possible risks and complications. I wish to rely on the doctor to exercise
professional judgment during the course of treatment, based on the facts then known, to act in my best interest.

4. Voluntary Participation and Communication

I understand that I have the right to ask questions about my care at any time. I am encouraged to report any new symptoms or concerns
immediately. I understand that I may withdraw my consent and discontinue treatment at any time.

5. Financial Policy and Insurance Disclaimer

I understand and acknowledge that Kemp Chiropractic PA dba Kemp Functional Neurology is not a provider for any insurance company and does
not accept or participate in any private insurance, Medicare, or Medicaid programs.

. Payment Responsibility: I understand that I am fully responsible for the total cost of all services at the time they are rendered. The
clinic will not bill my insurance company on my behalf.

. Third-Party Reimbursement: Upon request, the clinic will provide me with a specialized receipt (often called a "superbill") containing the
necessary codes and information. I may choose to submit this document to my insurance carrier to seek out-of-network
reimbursement.

. No Guarantee of Coverage: I understand that the clinic makes no representations or guarantees that my insurance company will

provide any reimbursement for the services provided.

6. Acknowledgement and Signature

I have read, or have had read to me, the above consent. I have had the opportunity to ask questions and have had them answered to my
satisfaction. By signing below, I agree to the procedures named above and accept the financial terms stated in Section 5. I intend this consent
form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment at this clinic.

Patient/Guardian Signature: Date:

Witness Signature: Date:




KEMP

NEUROLOGY

1. Please list/describe any traumatic events you have suffered even if you feel it
was small, |.LE. Loss of consciousness, if so how long and was there any ringing
in ears, seeing stars, light sensitivity, double vision, etc.

2. Please list/describe any surgeries you have had in your life.

3. Please list/describe any medical conditions you have been diagnosed with.

4. Please list any medications, vitamins, minerals, herbal supplements you are
taking and what they are taken for.

5. Please list if you had any birth traumas, |.E. C-Section, Forceps usage,
suction cup use, cord wrapped around neck, long or difficult birth, etc.

6. Please list any family history of neurological disorders, |.E. Multiple
Sclerosis, Parkinsons, Lou Gehrig's disease, etc.

7. Please list any family history of major medical conditions, |.E. Diabetes,
Stroke, Heart Attack, etc.



HEALTH QUESTIONNAIR@ _ ~ DR# | PATIENT NUMBER ™=

e} L
Dear Patient L i

Please complete this questionnaire. Your answers will help us determing if we can help you. If we do nol sinceraly ak g D D D 'Iilffll“_i" T T -
| balieve your condition will respond sansfadanly we will not acceplyour case. THANKYOU

ot eras So e b IJfJ.J D ir'.:)!r.l.ﬂa;'-"r '-.'!:J.-'I.almi-'r) -
PLEASE USE A NO. 2 PENCIL {(JNLY TO FILL IN APPROPRIATE ANSWERS. DD DkDlax -ic:n'f_z:-rzu:r.::-ld;’q-,m T - .’
FILL IN BUBBLES COMPLETELY AS INDICATED HERE: i DDl r-;m!-J..-;rJ:; fI:ﬂ-:n'«:tn‘ml-rr- - -
ERASE CHANGES CLEANLY. DO NOT FOLD THIS FORM. i@rm@(ﬁ-m@-@mm'@: -
PATIENT NAME oATE | | @ mmm:mrh @l DTIJ; -
SEX: < Male @, ctd}:ncnmmmcplpmrb—
DATE OF BIRTH — ssN L - © Female 'aa'comm'mmmmm D Dl -
3  PHONE: e sl a0 D o D D) o -
ADDRESS | HOME | | wloalola mmwm! T'CD e
R sk sl | BUSINESS o -~
| REFERRED BY | —
e N
A.MAJOR COMPLAINTS Bl B.REVIEW OF SYSTEMS L

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

<>MNane Ll

: bans, a. GENERAL h. HEART/LUNGS o

| Pain Numbness | Tingling —Normal > Chills <Nomal ~Blue Extremities =

Head @ > a <Fatigus > Weight Change = Cough < Murmur -
Neck | @ > ap Weakness < Night Sweats >Wheaezing <& Chest Pain —
UpperBack @ | @ a < Fever < Other > Difficulty Breathing <> Palpitations -
Mid Back | ap a0 ab <> Swollen Extremities <> Other _—
LowerBackl @ o) o b. SKIN -
| R BES R LN R |BE <>Normal —Eczema i. BREASTS -

Shoulder | @ | @ | @ | @ | @ | O < Rash <>Hair Changes — Narmal <= Dimpling -
Arm ® D ® P @ < Redness <>Nall Changas e>lLumps In Breast(s) > Discharge -
Forearm ® | B P (B o | < liching > 0Other <> Redness/ltching > Other =
Hand ® || @ || @ | @D = Pain -
Buttock | |ab | ® @ | @ | @ c. NEUROLOGIC —-—
_Hip. L D | @ | D @ | D < Normal <> Fainting J- STOMACH/INTESTINES -
Thigh @ | © [l o | ol <>Headache < Convulsions <> Normal < Vomiting -
Leg | O Ol o B © S < Dizziness < Other > Decreased Appelile < Diarrhea =
Foot @ | B e | B e | D <lncreased Appetite <> Constipation =
L d. EYES <> Abdominal Pain < Other -

2. Currently your pain is aggravated by <~ Normal Right Left =
<> Coughing Vision Trouble S D k. REPRODUCTIVE/URINATION -—
< Sneezing Pain Cen BN - <Normal <> lmpotance =

| < Straining At Stoal Discharge S IS <lInability To Hold Urine <> Sterility -—
< Neck Movement Other e 1S <Painful Urination < Other =

<> Reaching <Frequent Urination -

| O Lifting e. EARS Olrregular Menstruation -
< Bending —>Normal Right Left <Painful Menstruation =

< Sitting Hearing Trouble © o <>Abnormal Vaginal Bleeding =

< Standing Ringing OO -

< Walking Pain o o I. GLANDULAR =

< Other Discharge (e o <Normal o Goiter ==

Other (oW —Heal/Cold Intolerance — Tremor =

3. Since your symptoms began, <Sugar In Urina < Other =
have you noticed a change in f. NOSE ==
< Bowel Function <Normal m. MENTAL =
< Bladder Function <Pain <Absence Of Smell <>Normal < Phobias =
<= Ability To Maintain An Erection <> Bleeding < 0Other < Anxiety <Mood Swings  mm

< Depression > Other =

g. MOUTH/THROAT < Memory Loss or Impairment ==

“>Normal O Absence Of Tasle =

<>Sores <Abnormal Taste —
Bleading < 0ther -

—

] ‘ PLEASE MAKE NO MARKS IN THIS AREA
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2. What are your habits?

Smoking ® | @
Alcohol ®© &
i‘ Recreational Drugs O |
: Exercisa aD | D

C.PAIN DIAGRAMS

\D.MEDICAL HISTORY
1. HEALTH CARE

c. WOMEN:

;@@. &
aeS G

a. Have you been to a chiropractor
b. Do you have a family physician

| [ oo
x| o
= ..
D - .

Please mark the location of your pain on these figures

...............

E.INSURANCE INFORMATION

e. - 4 :I- .f.l i ."l.
s/ 7 L
) &/ o ) o
&) &7 [ EEEE (e e
S8 8 (&S S
& 3/ 5 3 j
S B RS
S/ 8/ [F IS o/ E S S
7 S SIS
(SIS EEGE [/ S S
Father b abipDiakE|  [DIE BB ®min e
Mother | am g abjan] o) ab |l an G b A i i o
Brothers anidn an ab apiap| D) an) (| dblap il as dblap
Sisters |aoIdD)aD A0 MID] KD/ I (D I KD b KD
Children il @ian|  (ajaiamiambiablaimia

" Yeos |
1. Is your condition due to an automobile |
accident...... P T CA 8wk o 4 R Lo (s >
Date of Accident |
Have You filed an accident report . .......... @ |
2. Is your condition due to a job injury . ........ @ !
Date of Injury I |
Have You filed an injury report ... .......... D
3. Do you have health insurance .............. @
Company |
Policy #
4. Are you covered by Medicare .............. | @
Medicare #

(3. 8]

5 =l

lunderstand and agree that health and accident policies are an arrangement
between an Insurance carrier and myself. Furthermare, | understand that

this Office will prepare any necessary reports and forms to assist

me in

making collection from the Insurance company and that any amount
authorized to be paid directly to this Office will be credited to my account
upon receipt. However, | clearly understand and agree that all services

d. Have you been hospitalized in the past five ye a's]

e. Are you currently taking any medication . . . . . ., | ®
Anti-inflammatory (Aspirin, Motrin, atc.)
>Muscle Relaxants <= Pain Medication/Analgesic

CECE 58|

rendered to me are charged directly to me and that | am personally
responsible for payment. |also understand that if | suspend or terminate my
care and treatment, any fees for professional services rendered me will be

Immediately due and payable.

F. PAYMENT

O Tranquilizers
< Other

< Arthritis

< Asthma

<> Sinus Trouble
<Hay Fever

O Allergies

D Tuberculosis

< Diabetes
Epilepsy

<> Thyroid Trouble
<=High Blood Pressure
—Low Blood Pressure
—>Heart Trouble

< HIV/ARC

<AIDS

< Sexually Transmitted Disease

- v

B G 1954 TIME VALUE CORP, Atants, cA HQ#2-0a

B o Mt RN S ok ey e

< Birth Control Pills

2. Which of the following illnesses have you had?
S No FPrevious Conditions/llinesses

< Ulcer

—Cancer

<> Polio

<>Rheumatic Fever
> Serious Injury
<>Bone Fracture

> Dislocated Joints
<> 8Spinal Disc Disease
>Multiple Sclerasis
> Scoliosis

< Mental/Emotional Difficulty
<> Prostate Trouble

< Kidney Trouble

< Other

NCS® EW-230058-1:65432

I WILL BE PAYING TODAY BY:

<Cash <Check  ©Credit Card
C)Mas:arr._‘ﬂd_ OVisa < American Express
Account # | Exp. Date|
All accounts not pald within 90 days will automatically be put through
on your credit card.
Patients Signature Date
N |
Guardian or Spouse's Signature Date
s : it
il
i — —
Doctor's Signature Date
| L

Printed In The USA




Name:
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Please circle the #ppropriate numhber 40 . 3

SECTION A

* IS yvour miemnn noticeahly

declinimg?
* Are you having

a hand time remembenng names
I phone numbers?
« 1% v

abily to focus niy

' teeably declhimng?
s become harder for

you 1o learn things?

How often do vou have o hard ime remembenng
SYOUur appoimnvents? l

Is Ny '(‘l‘\]‘('l.\l"\"“ p
* Arevon |
How ofte

elimg worse iy general?
OSIE Your attention span endurance?
N Lo vou fingd yoursel |
How ofien do vou laligue

down or sad?
when dnving compared

o the paste’?
How often (o Vi !
i the past?
Haw often
H

apue when reading compared

Jovou walk intes roome and forget why?
MWatien doyou prek up your cell phone and Torget why?

SECTION B

* How high i« yony Stress level”

* How often do von feel that you hav
must be done?

* Do von Ieel yon never ly

* How afien da you lee
sleep o rest?

* Do vou have the time 1o »

e something (hat

ave time for yoursel?
1 you are not getting enough

el regulnr exercise?

How often du von not feel cared abont hy the

people i vour hle?

How aften da You not feel you are accomphishing
your e purpose?

-

How often do vou shire vour problems with someone”
SECTION ¢

SECTION ()
= How aften do you get irvitable. shaky, or have
lipbtheadedness between meals?
How often do vou leel energized after eating?
How often do vou have difficulty eating large
meals i the moming”
How ofien docs your eneegy level dvop in the aflemoon?
How often do you crave sugar and sweets in the aftemoon?
How nften do you wake up in the middle of the mght”
ow aften do you have difficulty concentrating
hetore eating?
How often do you depend on coffee 1o Keep yoursell poing?

How often do you feel aguated, easily upset, and nervous
hetween meals”?

SECTION 2

* Do vou get fatigued after meals?

* Do vou erave sugar and sweets afier meals?

* Da vou feel you need stumulants such as coffee after meals?

Do vou have difficulty losing weight?

+ How much larger 1s your waist girth compared (o
vour hip girth?

* How often do vou urinate”?

* Have vour thirst and appetite been increased?

* Do you have weight gain when under stress?

* Do vou have difficulty falling asleep?

SECTION1-8

* Are vou losing your pleasure in holibies and interests?

* How often do you feel overwhelmed with ideas 10 manage?
* How often do you have feelings of inner rage (anger)?

= How often do you have feclings ol paranoin?

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

Symplom groups fisted in this flyer ure not inlended 1o be v
For nulnhional purpos
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Health Questionnaire (NTAF)

e L e Ape

on all questions helow, 0 ns fhe least/mever (g

Sex: Date:

A as the most/always.

s How ofien do you feel ke you are not enjoying hic!
How often do vou feel you lack artistic appreciation?
How often do you feel depressed in overcast weather?
How mich are vou losing vour enthusiasm for youi
lvornte acuvities?
How much are vou losing enjovment for
your favonte foods?

How much are you losing your enjoyment of
Inendships and relatianships?
How often do vou have (if1ic ulty falling 1o
deep restiul sleen?
How often da vou hive feelings of dependency
on others?
How often do vou feel more susceptible to pan?
How often do vou have feelings of unprovoked anger”
How much are you losing interest i life”

SECTION2-D

* How often do you have fechings of hopelessness?

¢ How often do vou have self-destructive thoughts!

* How often do you have an inability 1o handle stress”

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

How often do you feel you are nat rested even after
long hours of sleep?

How often do vou preter (o isolate yoursell from others?

How often do you have unexplamed lack of concern lo
fanuly and fmends?

How casily are you distracted from vour 1asks”

How often do vou have an inability 1o fimsh 1asks?

How ofien doyou feel the need 1o consume caffeme 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 panie for no reason?

* How often do you have feclings of dread or
impending doom?

* How often do you feel knots m your stomach?

* How often do you have feclings of heing overwhelmed
tor no reason?

* How often do you have feclings of guilt about
everyday decisions?

= How often does vour mind feel restless?

* How dilficult s 11 1o tum your mund off when you

want torelax?

How often do vou have disorgamzed attention™

* How often do you worry about things vou were
not warried about before?

* How often do vou have feelings of inner tension and
mner excitabiliv?

SECTION 4 - ACIT_

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

= Doyvou feel your verbal memory s decreased?

* Do you have memory lapses?

* Has your creativity heen decreased?

* Has your comprehension been dirmished

* Do you have dilficnlty calenlating numbers !

* Do you have difticulty recogmzing objects & faces?

* Do you feel Tike your opinton about yourself
his changed?

* AT YOU experiencing excessive unnation !

* Are you expenencing slower mental response !

1sed ar 8 dingnos of any dizease condition
es onty,
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Metabolic Assessment Form

Name:

Ages

Please list the § major hes

OCY L

ilth concerns in your order of importance:
1

Date:

Pleasce cirele the appropr

Category |

inte number “( -

3“

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

Feeling that bowe
Lower abdomimal pain relief by P

Alternating constipahion and
Diarthen

Constipation
Hard, dry. or smal! stoo!

Coated tongue of “Tzzy™ d
I

dinrrhen

ebris on fongue
"ass largze amonnt of foul smelling pas
More than 3 howel movements dmly

Use laxatives frequently .

Category 11

Excessive belching, burping. or bloating .

Lasimmediately following a meal

Offensive breath

Dificult howel movements 2

Sense of fullness duning and afier meals

Mifficulty digesting fronts and vegetahles,
undigested foods found in stools

Category 111
Stomach pamn. huming, or aching 1- 4
hours after eating .
Dt vou frequently use antacids?
Feeling hungry an hour or two after eating

Temporary relief from antacids. food.
milk. carbonated beverapes

peppers. alcobol, and cafMeine

Category 1V
Roughage and fiber cause constipation
Indigestion and fullness lasts 2-4
hours after eating .
Pam_ tendemess. soreness on Ieft side
under rib cape .
Excessive passage of gas .
Nausea and/or vormiting i
Stool undigested, foul smelling.
mucous-hke, greasy, or poorly formed |
Frequent nrination aslky -
Increased thirst and appetite

Difficulty losing weight ...

IS do not empty completely

assig stool or gas

Hearthum when lying down or bending forward

Digestive problems subside with rest and relaxation
Heartbum due to spiev foods, chocolate, citrus.

0

=

0
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Category V

Greasy or high fat foods cause distross

Lower bowel pas and or bloating
severnl hours after eating

Bitter metallic taste m mouth,
especially m the morning

Unexplamed itehy skin

Yellowssh cast to eyes

Stool color alternntes from clay colored
to normal brown

Reddened skin. especially palms

Dry or faky skin and/or hair

Histary of gallbladder attacks or stones . . . .

Mave you had your gallbladder removed

Category VI
Crave sweets during the day
Irritable if menls are missed

Depend on coffee to keep vourself going or started

Get lightheaded if meals are missed
Eating relieves fatigue

Feel shaky. jittery. tremors .
Apttated, easily upset, nervous
Poor memory. forgetful .

Blurred vision

Category VI
Fatigue after meals
Crave sweets during the day .

Lating sweets docs not relieve cravings for sugar

Must have sweets after meals

Waist girth 1s equal or larger than hip girth

Frequent urination
Inereased thirst & appetite
Difficulty losing weight |

Category VI

Cannot stay asleep .

Crave salt it

Slow starter in the morming
Afternoon fatigue aie
Dizziness when standing up quickly .
Aflemoon headaches o
Headaches with exertion or stress
Weak nails .

Yes

_— e - - - - - —
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et sygamy fames do vou eat out per week”

mans sleohol heverages do vou consume per weeh”?

Tl many Umes 2 week do you eat fish™

i the three wordt toods you eat during the average week:
I 1s the three healthiest foods you ear during the average week
If yes. how many times a day

Do sou e

How many cafemared beverages do you consunie per day *
How many imes & week do VOu eat raw mus or seed<’

How many times a week do you workour?

Faie weam stess bevels on 2 scale of 1-10 during the sverage week:
Flease list any medications you currently take and for what conditinns:

iz o R Category NIV (Males only)
LR 7 2 Urnination difMiculty or dribbling [ X B |
L LA RS S | Unoation trequent | T R A
=0 Mmounis of stre 0% A RN Pany inside of legs or heels | Ml PR )
- e tndey stre JO R 2 1 Fecling of mcomplete owel eVaLuntion D=%4 2 \
) e even alfter b or more hours of sleep O & Leg nervousness at night N T
TNEETSMIINION or per Mmrabon with
SCETVSY L Tt Category AV (Males only)
Decrease i hibdo 0% er X
SNICROEN-N Decrense iy spontuncous MOy erections 0 2 -2 i
e A e LR Decrease in fullness of erections DR e -3
hands, Tect. all yver R Rt A § Dihculty i mantsin MOITINE ereciions QS e 1
CRCERSIVE amoanis ol sieep to Spells of mental falipue » IR VST %
PERON Frrerty G20 3 Inabwlity 16 concentrate [ A g IS
e werght gam even with low ~calore diet DE RIS 2 ENR Episodes of depression Y R L
e weieht eaily 0ird A 3 Muscle soreness N S S
|‘ : ML ntiequent Rowel movements ORI R £ Decrease 1o physical stumina DTN (2R
I3 .“ J 'f“""‘. '3*‘- ol avstivation 0.1 2 13 Unexpluned weight pain (N ey N
e headaches that wear oy Increase m fat dismbution arousd chest and hips LB 2 R
as the dav progreswes S 2 IR Sweating attacks B 12 X
Rt Shard ")‘ cvebrow thiny DT 3 More emotional than i the past S (S AR
Povrime of har on seal ’
veessve talling h‘:' Pl geslals on S 2 Category \V1 (Menstruating Females Only)
iness of Kn andior scalp s E RO T T Are you perimenopauss) Yes  No
Mental duceishnes PR e A Allernating menstrual cycle lengths Y
Lxtended menstrual cyele. grester than 12 davs Yes  No
| ¢ ateswin i Shortened menses., lexs than every 24 davs Yes N\o
| hcar palnatsoe IR T 4 5 T |-'Blll el cramping dunog perods Oy &
maard trembimng LRSS 0 0 | e ke AL - :
Areaad pulse even wi rest A e K Heavy blood flow 0 1-2 4
Nerttns 2o conotuinsd o g Breast pam and swelling durmg menses 8§ STy
e - 84 1375 Pelvic pum doring menses 4 &1 2 A
NN v o Sy Imitable and depressed durmyg menses I I L A
Wcuity gmme werghy 0 1 2 3 Ache break outs ) (s L
! - Facial hair growth Gl 2
T o Hair loss/thinning (S0 e
s PR ST | | [ ———
| Increased sty 10 et sugars without synypoms DR .‘ ”-nw RERLIeSS AP pech axuopist] S i
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