
Symptom History 

I NAME: 

I ADDRESS: 

PHONE NUMBER SEX: AGE: 

CIRCLE ANY OF THE FOLLOWING MEDICATIONS YOU ARE TAKING: 
*Antacids *Chemotherapy *Hormones *Recreational Drugs (Spec*) 
*Antibiotics/&@m@ *chtkae h t i - i d d e s  *Laxatives weer Medications 
*Anti- * D i d c s  *Lithium *Aspirin ar Tylenol 
* A n t i d i a b e t i B  *Heart Medications *Oral Cmtmeptives *Other (Specify) 
* H i g h B l o o d m  *Thyroid *Relaxants/Sleeping pills 

CIRCLE IF YOU EAT, DRlNK, OR USE: 
*Alcohol W e d  Water *MillcProducts 
*Candy or R e 5 1 4  Sugar VhmidatecUChlorinated Water *Reiined (white) Flour 
*Carbonated Beverages *Frequent Fast Food Fbtaurants *Salt Food Without Tasting 
*Chemical Erqposure *Luucheon Meat *Under Excessive Stress 
*Cigarettes or Exposure to *- * Sweeteners 
*Coffee *Tea *Tobacco (chewing) 
*Vitamius & Minerals (Spec* Below) 

DIRECTIONS: Please read each description and iill m the number that best describes the ikquenq ofyour 
symptoms within the past year. Ifyou do not u d e m h d  a symptom, put a "1' before the symptom's number. 
When dame add each !kction and put the total in the Total box 

KEY: Leave Blank = Never 
I = Mild (Occurs once a month or less) 
2 =Moderate (Occurs several times mmthIy) 
3 = Severe (Aware of it almost cambdy) 

IMPORTANT 

Please list your five major health ccmcam in order of Spec* auy drugs, vitamins and minerals not mentioned 
impartance: above: 

1. 1. 

2. 



A.01. History of constipation? - 
A.02. Bad breath/halihk? - 
A.03. Loss of taste for meat? - 
k04. Belching shorn a & ~  d? - 

A . 0 5 .  Bloating or gas short& aft9 meah? 

B . 0 1 .  Bwning or gnawing stomach pain? 
B . 0 2 .  Heartburn or indigestion a f k  me&? 
B . 0 3 .  Stomaoh pain fram stress andlor spicy foods? 
B . 0 4 .  Told you have Ulcers? 
B . 0 5 .  Use antacids or aspirin? 
B . 0 6 .  Use milk or carbonated d i n k  to 

relievesbmachpaia? 

0 TotalSochbnB 

C.01. Remnants of food or fibers in stools? 
C.02. Nausea or diarrhea? 

C . 0 3 .  Mucus in stools? 
C . 0 4 .  Pass gas fiquentiy? 

D.O1. Pain or di&i  in abdomen area? - 
D . 0 2 .  Have allergies? 
D . 0 3 .  Self or F ~ ~ I I Y  history of autoimmune d i ?  
D . 0 4 .  Drink alcohol? 
D . 0 5 .  Drink milk or eat dairy products? 
D . 0 6 .  Often have constipation or diarrhea? 
D . W .  Frequently have gas? - 
U Totid Section D  

E . 0 1 .  Coated or finzy debris on tongue? 
E . 0 2 .  Bowel movements painful or difficult? 

E.03. Irritable bowel or colitis? 
E . 0 4 .  Have bad breath? 

0 Total Section E 

F . 0 1 .  Burning or itching anus? 
F . 0 2 .  Frequently get skin eruptions or bumps? 

F.03. History of yeast ~ t i o n s ,  antibiotic use? 
F . 0 4 .  Use or have used estrogen compounds? 
F . 0 5 .  Have intestinal pain for no apparent reason? 
F . 0 6 .  Have diarrhea? 

F.07. Have aUerg~es or sensitivities? 
E 0 8 .  Get sick often or stay sick? 
F . 0 9 .  Feel tired all the time? 

0 Total Section S 

G.01. Pain or discomfort on right side under ribcage? - 
-G.02. B l d  vision? 
G . 0 3 .  Intolerance to greasy foods? 
G . 0 4 .  Eat faat food? 

G.05. Tightness or pain betwetn shoddm bledes? - 
0 . 0 6 .  Light-cdored or foul smelling stools? 
G . 0 7 .  Feel n a u s e ~ ~ ~  or queasy after eating faUy foods? 

G.08. Drink coffet? - 
G . 0 9 .  Dry skin, itchy or peeling feet? 

G.10. Retaining water? - 
G.ll. Gageasily? - 
0.12. Sour or metallic taste in mouth? 

H O T .  Feet bum? 
H.02. Noises in head or ringing in the ears? 

-H.O3. Strong light irritates eyes? 
-H.04. Drinkatoohd? 
-H.05. Semilive to fumes, smoke, smells, or chemicals? 
H.06. Thkk stringy mucus or swollen lymph nodes? 
-K07. Hive allergies? 
-H.08. Eat luncheon meat? 
-H.09. Bronzing of skin or brown spots? 

0 Total Section H 

-101. Had congestion or sinus fullness? 
L 0 2 .  Frequent sneezing? 
L 0 3 .  Eyes and nost watery, swollen or puffy? 
-L04. Nightmarelike dreams? 
-105. Derlr circles unda eyes? 
L 0 6 .  Certain foods cause dishes (dairy, corn, wheat)? 
-1.07. Sensitive to fumes, smoke or chemicals? 
-L08. Thick mucus or swollen lymph nodes? 
L 0 9 .  Chronic sinus infections? 

0 Total Section I 

J . 0 1 .  Crave sweets or coffee m afternoon or mid-morning? 
5 . 0 2 .  Hungry between meals or excessive appetite? 
5 . 0 3 .  Irritable before meals or ifmeals delayed? 
5 . 0 4 .  Get shaky or light-headed ifmeals delayed? 
J . 0 5 .  Wake in the night and can't go back to sleep? 
5 . 0 6 .  Problem with memory in mid-morning or after noon? 
J . 0 7 .  Eat sweets, refined foods, or fast f d s ?  

-KOl. Family history of diabetes? 
K M .  Excessive thirst? 
K 0 3 .  Excessive urination? 
-KO4 Fasting glucose greater than 120 rng/dl? 
-K05. Overweight by 50 or more pounds? 

0 Total Section K 






