
Detoxification Questionnaire

Detoxification Function
Heartburn



0   1    2   3

Bloating of the abdomen

0   1    2   3

Belching



0   1    2   3

Foul-smelling gas


0   1    2   3

Nausea/vomiting


0   1    2   3

Constipation


0   1    2   3

Diarrhea



0   1    2   3

Bad breath



0   1    2   3

Headaches



0   1    2   3

Excessive mucus production

0   1    2   3

Watery or itchy eyes


0   1    2   3

Swollen, red eyes


0   1    2   3

Dark circles under the eyes

0   1    2   3

Chronic sore throat


0   1    2   3

Muscle aches and pains

0   1    2   3

Fatigue



0   1    2   3

Stuffy or runny nose


0   1    2   3

Sinus problems


0   1    2   3

Excessive sneezing


0   1    2   3

Joint pains



0   1    2   3

Depression



0   1    2   3

Anxiety



0   1    2   3

Irritability



0   1    2   3

Hyperactivity


0   1    2   3

Insomnia



0   1    2   3

Acne



0   1    2   3

Hives/rashes


0   1    2   3

Hard time breathing


0   1    2   3

Chest pains


0   1    2   3

Irregular or skipped heartbeat

0   1    2   3

Hair loss



0   1    2   3

Frequent urination


0   1    2   3

Frequent illness


0   1    2   3

Mood swings


0   1    2   3

Excess anger/fear


0   1    2   3

Poor memory


0   1    2   3

Overall poor feeling


0   1    2   3

Lack of energy


0   1    2   3

Frequent colds


0   1    2   3

Ear Infections or earache

0   1    2   3

Hayfever



0   1    2   3

Environmental sensitivity

0   1    2   3

Asthma/bronchitis


0   1    2   3

Arthritis



0   1    2   3

Excess weight


0   1    2   3


Gastro-Intestinal Questionnaire

Digestion:

Section A:  Hypo-acidity

Abdomen bloats after eating

0   1    2   3

Loss of taste for meat


0   1    2   3

Excessive upper or lower abdominal

gas 1-3 hours after eating

0   1    2   3

Belching or burping after meals
  
0   1    2   3

Frequent upset stomach

0   1    2   3

Known food allergies


0   1    2   3

Fasting affects your stomach

0   1    2   3

Coated tongue


0   1    2   3

Frequent constipation and/or diarrhea
0   1    2   3

Gas immediately following eating
0   1    2   3

Frequent heartburn


0   1    2   3

Vomiting of undigested food

0   1    2   3

Indigestion 1-3 hours after eating

0   1    2   3

Bad breath



0   1    2   3

Treated for anemia many times

without success 


No     Yes    

Section B:  Hyper-acidity

Chronic burning sensation in the stomach
0   1    2   3

Stomach pains just before meals

0   1    2   3

Stomach pains relieved by drinking

milk/cream


0   1    2   3

Take antacids frequently

0   1    2   3

Stomach complaints aggravated by

worry or tension


0   1    2   3

Frequent meals relieves your stomach pains
0   1    2   3

Experience sudden, acute indigestion
0   1    2   3

Acute stomach pain after eating or 

lying down


0   1    2   3

Spicy food or caffeine causes diarrhea
0   1    2   3

Excessive use of aspirin and other 

anti-inflammatory medications 

0   1    2   3

(including steroids)

Diagnosed with an ulcer

No    Yes

Pains subside when vacationing or relaxed
No    Yes

History of gastritis or ulcers  

No    Yes


Stool is black when you are not taking 

an iron supplement


No    Yes

Section C: Pancreas/Small Intestine Function

Lower bowel gas several hours after eating
0   1    2   3

Bloating after meals


0   1    2   3

Stools are shiny and/or poorly formed
0   1    2   3

Difficult to gain weight

0   1    2   3

Skin is dry and flaky


0   1    2   3

Experience diarrhea frequently

0   1    2   3

Fiber irritates your diarrhea

0   1    2   3

Alternate between diarrhea and constipation
0   1    2   3

Experience  food allergies

0   1    2   3

Frequent stomach cramps

0   1    2   3

Mucus in your stools


0   1    2   3

Pain on inside of left shoulder blade
0   1    2   3

Pain on left side of abdomen 

(lower rib cage)


0   1    2   3

Pass large amounts of foul-smelling stool
0   1    2   3

Fibrous foods and roughage cause 

constipation


0   1    2   3

Problems with acne


0   1    2   3

Low self-esteem


0   1    2   3

Hair is brittle and dry


0   1    2   3

Section D: Liver/Gallbladder Function

Chemical sensitivities


0   1    2   3

Exposure to toxic chemicals/drugs/alcohol
0   1    2   3

Fatigue



0   1    2   3

Frequent belching/burping

0   1    2   3

Yellow in the whites of your eyes

0   1    2   3

Constipation


0   1    2   3

Abdominal cramps


0   1    2   3

Stools are light-colored and foul smelling
0   1    2   3

Consistent bloating and gas

0   1    2   3

Bad breath (halitosis) and/or body odor
0   1    2   3

Eye problems 


0   1    2   3

Dry skin or hair


0   1    2   3

Bitter, metallic taste in mouth in mornings
0   1    2   3

Painful bowel movements

0   1    2   3

Skin on your feet peels

0   1    2   3

Pain at right shoulder blade

0   1    2   3

Pain radiates down outside of your legs
0   1    2   3

Pain on the right side of abdomen

0   1    2   3

Frequent bad dreams/nightmares

0   1    2   3

Fatty foods cause nausea and distress
0   1    2   3

Chronic anger, frustration and/or irritability
0   1    2   3

Wake regularly between 1 and 3 a.m.
0   1    2   3

Bruise easily


0   1    2   3

Triglyceride level above 115

No    Yes

Cholesterol level above 200

No    Yes 

High LDL, low HDL cholesterol

No    Yes

Diagnosed with hepatitis/jaundice
No    Yes

History of gallbladder attacks or gallstones
No    Yes

Red blood present in your stool

No    Yes

Elimination:

Section A:  Large Colon Health

Frequent diarrhea with no apparent cause
0   1    2   3

Bowel movements thin and pencil-like
0   1    2   3

Painful bowel movements

0   1    2   3

Alternating constipation and diarrhea
0   1    2   3

Blood in your stool


0   1    2   3

Mucus in your stool


0   1    2   3

Lower abdominal pain and tenderness
0   1    2   3

Excess gas and flatulence

0   1    2   3

Suffer from anxiety or depression

0   1    2   3

Raw fruits and vegetable cause 

intestinal pain


0   1    2   3

More than three bowel movements daily
0   1    2   3

Mood swings/irritability

0   1    2   3

Abdominal pain relieved by bowel

movement or passing gas

0   1    2   3

History of constipation

0   1    2   3

History of antibiotic use

No    Yes

History of vaginal yeast infections
No    Yes

Frequently sick with a cold or infection
No    Yes

Section B:  Capillary Health

Do you have itching, burning pain 

and/or inflammation in the rectal area?
0   1    2   3

Do you have bright red blood on the 

tissue paper after a bowel movement?
0   1    2   3

Do you have hemorrhoids?

No    Yes

Immune Response Questionnaire

Section A: Acute/Chronic

Chronic swollen lymph glands

0   1    2   3

Frequent sore throats


0   1    2   3

Experience ear infections

0   1    2   3

Cold sores or fever blisters

0   1    2   3

Chronic low-grade fever

0   1    2   3

Gums and/or nose bleeds easily

0   1    2   3

Experience frequent runny nose

0   1    2   3

Muscle aches and joint pain

0   1    2   3

Frequently tired or fatigued, 

unrelieved by sleep


0   1    2   3

Easily susceptible to infections

0   1    2   3

Frequently catch a cold or flu

No    Yes

Difficult to recuperate from a flu or cold
No    Yes

Cuts or bruises heal slowly

No    Yes 

Hair grows slowly or falls out easily
No    Yes 

Section B: Allergies

Experience  chemical sensitivities
0   1    2   3

Experience environmental and/or 
food allergies


0   1    2   3

Irritability/mood swings

0   1    2   3

Frequent headaches and/or migraines
0   1    2   3

Abnormal fatigue not helped by rest
0   1    2   3

Postnasal drip


0   1    2   3

Frequent sneezing attacks and/or hay fever
0   1    2   3

Weight fluctuations of 4-5 pounds in one 

day accompanied by puffiness 



in face/ankles/fingers


0   1    2   3

Chronic muscle aches and pains

0   1    2   3

Suffer from asthma/breathing difficulties
0   1    2   3

Eczema, hives or skin rashes

0   1    2   3

Suffer from depression or crying spells
0   1    2   3

Itchy eyes or nose


0   1    2   3

Chronic runny nose


0   1    2   3

Chronic stuffy nose


0   1    2   3

Dark circles under eyes

0   1    2   3

Frequent urination or bedwetting

0   1    2   3

Swelling in joints


0   1    2   3

Mouth or throat itches


0   1    2   3

Chronic lymph gland swelling, especially 

in the throat area


0   1    2   3

Acne



0   1    2   3

Sweat for no apparent reason/hot flashes
0   1    2   3

Certain foods cause you to have a 

reaction (jitters,  depression,

ill feelings, etc)


0   1    2   3

Strong cravings for certain foods

0   1    2   3

Pulse races after eating certain foods 

or for no apparent reason          

0   1    2   3

Mucus in stool


0   1    2   3

Minor chronic complaints that 

always recur


0   1    2   3

Feel best when you do not eat

0   1    2   3

Hyperactive


0   1    2   3

Abdominal pain after eating

0   1    2   3

Alternating diarrhea and constipation
0   1    2   3

Suffer from irritable bowel, spastic

colon or colitis?


No    Yes
Section C:  Dysbiosis (yeast/parasites)

Chronic fatigue, especially after eating
0   1    2   3

Depression



0   1    2   3

Recurrent digestive complaints

0   1    2   3

Rectal itching


0   1    2   3

Food and/or environmental allergies
0   1    2   3

Feel “spacey”


0   1    2   3

Poor memory


0   1    2   3

Severe mood swings


0   1    2   3

Anxiety/nervousness


0   1    2   3

Recurrent fungal infections (athlete’s

foot, ringworm, “jock itch”)

0   1    2   3

Extreme  chemical sensitivity
                  0   1    2   3

Coated or sore tongue


0   1    2   3

Lightheadedness or feel drunk after

minimal wine, beer, or certain foods
0   1    2   3

Respiratory problems


0   1    2   3

Chronic skin rashes or acne

0   1    2   3

Thrush (white fungus in mouth 

or vagina)



0   1    2   3

Headaches/migraines


0   1    2   3

Muscle and joint pains

0   1    2   3

Low blood sugar


0   1    2   3

Crave sugar, bread or alcoholic 

beverages



0   1    2   3

Suffer from PMS


0   1    2   3

Cannot tolerate perfumes or smoke
0   1    2   3

Prostatitis



No    Yes

Recurrent vaginal or urinary infections
No    Yes 

Loss of libido/impotence

No    Yes

History of frequent antibiotic use

No    Yes 

Taking or have taken birth control pills
No    Yes

Endometriosis and/or infertility

No    Yes

Above conditions get worse in 

moldy places like basements or             

damp climates  


No    Yes

Above conditions get worse after 

eating or drinking items that contain


yeast or sugar   


No    Yes

Section D:  Heavy Metal Toxicity

Fatigue



0   1    2   3

Depression



0   1    2   3

Anxiety, nervousness and/or irritability
0   1    2   3

High blood pressure 


0   1    2   3

Headaches



0   1    2   3

Digestive problems

 (colic, nausea, pain)


0   1    2   3

Numbness/tingling/tremors

0   1    2   3

Skin problems (rashes, eczema, 

psoriasis)



0   1    2   3

Ringing in your ears


0   1    2   3

Muscle and joint pain


0   1    2   3

Allergies/asthma


No    Yes

Kidney and /or liver problems

0   1    2   3

Constipation


0   1    2   3

Memory problems


0   1    2   3

Varied symptoms with no relief

0   1    2   3

Increased susceptibility to infections
No    Yes

Learning disabilities


No    Yes

Anemia



No    Yes 

Structural/Neurological Questionnaire

Structural

Section A:  Muscle

Experience muscle cramps

0   1    2   3

Frequent muscle cramps

0   1    2   3

Low back pain


0   1    2   3

Leg muscles cramp at night

0   1    2   3

Tight muscles


0   1    2   3

Muscular discomfort or pain

0   1    2   3

Muscle stiffness all over

0   1    2   3

Muscle stiffness after a good night’s sleep
0   1    2   3

Irresistible urge to move legs

0   1    2   3

Section B: Artho-Joint-Bone (degenerative joints)

Mild early morning stiffness

0   1    2   3

Loss or restriction of joint mobility
0   1    2   3

Pain that is worse after using the joint
0   1    2   3

Stiffness after periods of rest

0   1    2   3

Creaking/cracking of joints

0   1    2   3

Tenderness and swelling in certain areas
0   1    2   3

Diagnosed with osteo-arthritis

No    Yes

Section C:  Inflamed joints

Chronic fatigue and weakness

0   1    2   3

Low-grade fever


0   1    2   3

Joint stiffness and joint pain

0   1    2   3

Painful, swollen joints


0   1    2   3

Severe joint pain with inflammation
0   1    2   3

Diagnosed with rheumatoid arthritis
No    Yes

Section D: Uric Acid

Constipation/indigestion

0   1    2   3

Headaches



0   1    2   3

Severe pain in first joint of big toe
No    Yes
Heart or kidney problems

No    Yes 

Diagnosed with gout


No    Yes











Section E: Bone Health- Density

Painful bones


0   1    2   3

Eat red meat often


0   1    2   3

Shins hurt during or after exercising?
0   1    2   3

Take anti-inflammatory medication often
0   1    2   3

Smoker



0   1    2   3

Drink alcohol excessively

0   1    2   3

Have calcium deposits in joints

0   1    2   3

Drink large amounts of soda and /or coffee
0   1    2   3

Hip or low back pain


0   1    2   3

Creaking/cracking joints?

0   1    2   3

Have had spontaneous bone fractures
No    Yes

Taken synthetic thyroid medication for

long period of time


No    Yes

Family history of osteoporosis

No    Yes 

Experienced early menopause (before 

forty-five years of age)

No    Yes

Diagnosed with osteoporosis/osteomalacia
No    Yes 

Have a current bone fracture

No    Yes

Are you postmenopausal?

No    Yes

Have you been diagnosed with bone loss?
No    Yes

Do you have bow legs?

No    Yes

Do you have a curved spine or poor posture?
No    Yes

Do you have regular cavities?

No    Yes

Section F:  Connective Tissue

Loss of range of joint motion

0   1    2   3

Persistent back pain


0   1    2   3

Localized joint pain or tenderness
0   1    2   3

Swollen joints


0   1    2   3

Prone to injury


No    Yes

Double-jointed (over-flexible joints)
No    Yes

Do you have tendonitis?

No    Yes

Do you have bursitis?


No    Yes 

Do you have a slipped disc?

No    Yes

Do you have a herniated disc?

No    Yes

Are you recovering from a current injury?
No    Yes

Neurological Function

Section A

Experience tremors in hands and/or feet
0   1    2   3

Often nervous or “on edge”

0   1    2   3

Slurred speech


0   1    2   3

Easily lose your balance

0   1    2   3

Tire easily



0   1    2   3

Easily irritated


0   1    2   3

Frequent dizziness/lightheadedness
0   1    2   3

Lack of coordination


0   1    2   3

Memory problems


0   1    2   3

Depression



0   1    2   3

“Spaciness”


0   1    2   3

Ringing in your ears


0   1    2   3

Extremities numb easily

0   1    2   3

Head and/or limbs feel heavy

0   1    2   3

Blurred or double vision

0   1    2   3

Convulsions


0   1    2   3

Loss of muscle tone or muscle strength
0   1    2   3

Lose temper easily, emotionally unsettled
0   1    2   3

Confused/forgetful


0   1    2   3

Hyperactive behavior


0   1    2   3

Diagnosed with shingles

No    Yes 

Diagnosed with multiple sclerosis, 

Parkinson’s Disease or other neuromuscular

 disease?



No    Yes

Cardiovascular Questionnaire

Section A:  Heart

Chest pain radiating to left arm and/or 

left neck



0   1    2   3

Frequent leg cramps


0   1    2   3

Dizziness



0   1    2   3

Heartburn



0   1    2   3

Breathing difficulties


0   1    2   3

Minor exercise causes exhaustion

0   1    2   3

Feel anxious or uptight frequently
0   1    2   3

Feet and ankles swell


0   1    2   3

Heart sometimes “flip-flops” in chest
0   1    2   3

Hacking cough


0   1    2   3

Sweating with no exercise

0   1    2   3

High blood pressure


No    Yes 

Rapid heartbeat (more than 

90 beats/minute)


No    Yes

Diagnosed with a heart condition

No    Yes

Diagonal crease in earlobe

No    Yes

Section B: Circulatory System

Extremities often “fall asleep”

0   1    2   3

Fingers and toes are often cold

0   1    2   3

Ankles swell during the afternoon
0   1    2   3

Out of breath after slight exertion

0   1    2   3

Difficult to breathe when lying down
0   1    2   3

Numbness/heaviness in arms and/or legs
0   1    2   3

Frequent tingling sensation in legs/fingers
0   1    2   3

Frequent cramps in legs when walking
0   1    2   3

Difficulty concentrating

0   1    2   3

Frequent headaches


0   1    2   3

Frequent ringing in your ears

0   1    2   3

Fluid retention


0   1    2   3

Toes are blue or discolored

0   1    2   3

Diagonal crease in earlobe

No    Yes

Nose and/or face have tiny “spider veins”
No    Yes

Section C:  Blood Pressure

Frequent headaches


0   1    2   3

Dizziness



0   1    2   3

Fatigued often


0   1    2   3

Difficulty breathing


0   1    2   3

Insomnia



0   1    2   3

Suffer from restlessness or emotional 

instability



0   1    2   3

Intestinal complaints


0   1    2   3

Ringing in the ears


0   1    2   3

Nosebleeds often


0   1    2   3

Diagnosed with high blood pressure

 (greater than 140/90 mm/Hg)

No    Yes

Respiratory Questionnaire

Section A:  Lung Health

Chronic cough


0   1    2   3

Breathing difficulties


0   1    2   3

Chest pains


0   1    2   3

Wheezing



0   1    2   3

Hypersensitive to environmental pollutants
0   1    2   3

Excessive mucus in throat and nose
0   1    2   3

Frequent sore throats


0   1    2   3

Work around chemicals/pollutants/radiation
0   1    2   3

Chronic pain around rib cage

0   1    2   3

Bluish color to lips and nails

0   1    2   3

Post nasal drip


0   1    2   3

Smoker



No    Yes 

Coughing up blood


No    Yes

Current bronchial/lung infection

No    Yes

Diagnosed with asthma

No    Yes

History of bronchitis


No    Yes

Recurrent sinus infections

No    Yes

Most infections settle in your lungs
No    Yes

Genito-Urinary

Section A:  Bladder Health

Burning and pain on urination

0   1    2   3

Increased urinary frequency and urgency
0   1    2   3

Lower abdominal pain

0   1    2   3

Tend to pass urine when you cough or 

sneeze



0   1    2   3

Urinary incontinence (can’t hold urine)
0   1    2   3

Wake up frequently at night to urinate
0   1    2   3

Tendency to drip after urinating

0   1    2   3

Foul-smelling or dark urine

0   1    2   3

History of bladder infections

No    Yes

History of antibiotic use for bladder

infections



No    Yes

Recurrent bladder infections

No    Yes 

Section B:  Kidney Health

Low-to mid-back pain (near lower rib cage)
0   1    2   3

Cloudy urine


0   1    2   3

Foul-smelling and/or strong-smelling urine
0   1    2   3

Fever/chills


0   1    2   3

Nausea/vomiting


0   1    2   3

Fatigue around 4 P.M.


0   1    2   3

Ankle edema or pitting edema (skin 

or extremities)


0   1    2   3

Unknown fears


0   1    2   3

History of antibiotic use for urinary

tract infections


No    Yes

History of kidney infections

No    Yes

Blood in urine


No    Yes

Eyes and Ears

Section A:  Eyes

Experience any visual problems

0   1    2   3

Night blindness


0   1    2   3

Clouding vision


0   1    2   3

Discharge from your eyes

0   1    2   3

Pain, swelling or redness of your eyes
0   1    2   3

Diagnosed with any eye disorder 

(cataracts, glaucoma, macular 



degeneration, etc.)


No    Yes

If yes to above question,  what is the disorder:

Cataract  _____    Glaucoma  ______   

Macular Degeneration ______   Other ______

Section B:  Ears

General ear pain


0   1    2   3

Earache



0   1    2   3

Red, swollen eardrum


0   1    2   3

Dull, throbbing pain in ear

0   1    2   3

Ringing in ears


0   1    2   3

Static sounds in ears


0   1    2   3

Current ear infection


No    Yes

For Males Only

Section A:  Prostate Health

Increased urinary frequency

0   1    2   3

Need to urinate during the night

0   1    2   3

Reduced urine flow with increased strain
0   1    2   3

Difficulty in urinating or stopping urine

flow



0   1    2   3

Pain or burning during urination

0   1    2   3

Discharge from penis after bowel

movements


0   1    2   3

Blood or pus in urine


0   1    2   3

Back pain or leg pain


0   1    2   3

Fever/chills


0   1    2   3

Impotence (difficult to maintain an erection)
0   1    2   3

Prostate trouble


No    Yes

Lost or diminished sex drive

No    Yes

Section B:  Male Reproductive/Erectile Function

Inability to achieve or maintain an erection
0   1    2   3

Premature ejaculation


0   1    2   3

Inability to ejaculate


0   1    2   3

Inability to impregnate a woman

No    Yes

Low sperm count


No    Yes

Low or diminished sex drive

No    Yes

Currently taking medication

(anti-hypertensives, tranquilizers 

or Tagamet)


No    Yes

Section C:  Genital Health

Unusual discharge from penis

0   1    2   3

Itchy genitals


0   1    2   3

Swelling or pain in genital area

0   1    2   3

Recent changes in urination (frequency, etc)
0   1    2   3

Burning in the genital area

0   1    2   3

Bumps or blisters on the genitals

0   1    2   3

Visible warts on genitals

0   1    2   3

Diagnosed with sexually transmitted 

disease (herpes, gonorrhea, warts, etc)
No    Yes

For Females Only

Section A:  Menstrual

Do you have any of these symptoms during menstruation?

Lower abdominal pain

0   1    2   3

Backache



0   1    2   3

Pinching/pain sensations in inner thighs
0   1    2   3

Intense cramps right before period
0   1    2   3

Abdominal  bloating


0   1    2   3

Sugar craving


0   1    2   3

Light or heavy blood flow

0   1    2   3

Anxious about getting your period
0   1    2   3

Pain during period is getting worse
0   1    2   3

Stay in bed the first few days of period
No    Yes

Section B:  Female Hormone Health

Vaginal itching or abnormal discharge
0   1    2   3

Low sex drive


0   1    2   3

Regularly do strenuous exercise

0   1    2   3

Fifteen years or older and haven’t 

gotten your period


No    Yes 

Diagnosed or believe you have anorexia
No    Yes

Unable to get pregnant

No    Yes

5-10 pounds under your ideal weight
No    Yes

Have you had any miscarriage?

No    Yes

Have you had any abortions?

No    Yes

Lack of menstruation


No    Yes

Irregular periods


No    Yes

Section C:  Premenstrual Health

Do you have any of these symptoms prior to menstruation?



Depressed 



0   1    2   3

Altered sex drive


0   1    2   3

Breast pain


0   1    2   3

Backache



0   1    2   3

Abdominal bloating


0   1    2   3

Swelling in hands and feet

0   1    2   3

Anxiety and/or suicidal feelings

0   1    2   3

Easily irritated and/or mood swings
0   1    2   3

Cramps



0   1    2   3

Crying for no apparent reason

0   1    2   3

Sugar craving


0   1    2   3

Headaches



0   1    2   3

Binge eating/crave certain foods

0   1    2   3

Insomnia



0   1    2   3

Weight gain each month

No    Yes

Section D:  Fibrocystic Conditions

Breast pain and tenderness

0   1    2   3

Breast swelling/tender to touch

0   1    2   3

Painful ovaries


0   1    2   3

Lower abdominal pain

0   1    2   3

Small lumps in your breast

No    Yes

History of breast cancer in your family
No    Yes

Have you ever been pregnant

No    Yes

Recent Pap smear test positive

No    Yes

Do you have ovarian or uterine cysts
No    Yes

Do you have endometriosis

No    Yes

Mother used D.E.S. (hormones) while

pregnant with you 


No    Yes 

Sudden onset of pain on one side of

abdomen halfway between monthly


cycles



No    Yes

Section E:  Menopause/Change of Life

Hot flashes


0   1    2   3

Weight gain


0   1    2   3

Memory loss


0   1    2   3

Irritability/mood swings

0   1    2   3

Depression



0   1    2   3

Vaginal dryness and pain

0   1    2   3

Anxiety (sometimes followed by chills)
0   1    2   3

Low sex drive/low arousal time

0   1    2   3

Heart palpitations


0   1    2   3

Water retention


0   1    2   3

Night sweats and/or sweat throughout day
0   1    2   3

Above symptoms and over age forty-five
No    Yes 

Have you had a hysterectomy

No    Yes

Diagnosed with osteoporosis

No    Yes

Irregular menstrual cycles or cycles 

have ceased


No    Yes

Endocrine Questionnaire

Glandular

Section A:  Adrenal Health

Get dizzy when you stand up quickly
0   1    2   3

Lose your vision when you stand quickly
0   1    2   3

Weak and shaky often


0   1    2   3

Sensitive to bright light, sunlight or 

headlights



0   1    2   3

 “Lump in throat” that hurts when upset
0   1    2   3

Headache when standing up

0   1    2   3

Crave salt



0   1    2   3

Heavy stress causes complete exhaustion
0   1    2   3

Easily startled or frightened

0   1    2   3

Loud noises cause your heart to pound
0   1    2   3

Form “goose bumps” easily

0   1    2   3

Dark circles under your eyes

0   1    2   3

Difficult time breathing

0   1    2   3

Are you a perfectionist

No    Yes 

Have allergies (hay fever, asthma,

rashes, etc)



No    Yes 

Sensitive to environmental pollutants            No     Yes

Low blood pressure


No     Yes

Section B:  Thyroid (hypo condition)

Experience chronic fatigue

0   1    2   3

Sensitive to cold weather

0   1    2   3

Easily depressed


0   1    2   3

Slow heart rate


0   1    2   3

Swollen eyes or face


0   1    2   3

Chronic constipation


0   1    2   3

Dry, flaky skin


0   1    2   3

Easily irritated


0   1    2   3

Slowed or slurred speech

0   1    2   3

Excess hair loss


0   1    2   3

Recurrent infections


0   1    2   3

Allergic reactions


0   1    2   3

Headaches



0   1    2   3

Heavy menstrual flow


0   1    2   3

Suffer from PMS


0   1    2   3

Low sex drive


0   1    2   3

Difficulty concentrating or remembering
0   1    2   3

Cry easily



0   1    2   3

Difficult sleeping


0   1    2   3

Cold hands and feet


0   1    2   3

Shortness of breath


0   1    2   3

Forgetfulness


0   1    2   3

Gain weight easily


No    Yes

Hair and/or nails are brittle and dry
No    Yes

Painful periods


No    Yes 

Axillary temperature below 97.5 

No    Yes

Increased cholesterol or triglycerides
No    Yes

Have you had miscarriages, stillbirths 

or premature deliveries?

No    Yes

Section C:  Thyroid (hyper condition)

Rapid heartbeat (more than 90 beats/minute)
0   1    2   3

Bulging, swollen eyes


0   1    2   3

Sweat excessively with moist skin

and palms



0   1    2   3

Increased appetite


0   1    2   3

Chest pains


0   1    2   3

Gastrointestinal disturbances

0   1    2   3

Difficult to relax


0   1    2   3

Insomnia



0   1    2   3

Menstrual problems


0   1    2   3

Rash or swelling in front of lower leg
0   1    2   3

Diarrhea



0   1    2   3

Enlarged thyroid (goiter)

0   1    2   3

Experience tremors (trembling)

0   1    2   3

Increased body temperature

0   1    2   3

Fatigue



0   1    2   3

Anxious and nervous


0   1    2   3

Low tolerance to heat


0   1    2   3

Lose weight easily


No    Yes

Section D:  Pancreas (hypoglycemia)

Feel better after eating

0   1    2   3

Fatigued if meal is missed

0   1    2   3

Hungry for sweets


0   1    2   3

Symptoms occur in afternoon or several

hours after eating


0   1    2   3

Memory problems and/or poor

concentration


0   1    2   3

Wake up at night feeing hungry

0   1    2   3

Digestive complaints


0   1    2   3

Headaches relieved by sweets or alcohol
0   1    2   3

Anxiety/nervousness


0   1    2   3

Rapid heart rate


0   1    2   3

Extreme hunger


0   1    2   3

Weak/shaky/jittery


0   1    2   3

Irritable if meal is missed

0   1    2   3

Dizzy when standing too quickly

0   1    2   3

Double vision


0   1    2   3

Section E:  Pancreas (hyperglycemia)

Irritable



0   1    2   3

Frequent urination


0   1    2   3

Weakness or fatigue


0   1    2   3

Unusual hunger


0   1    2   3

Excessive thirst


0   1    2   3

Nausea/vomiting


0   1    2   3

Vision problems


0   1    2   3

Tingling/numbness in feet

0   1    2   3

Skin infections/leg sores

0   1    2   3

Cuts that will not heal


No    Yes

History of diabetes in your family
No    Yes

Overweight


No    Yes

Section F:  Pituitary Health

Abdominal bloating


0   1    2   3

Redness and bloating of face

0   1    2   3

Fatigue



0   1    2   3

Menstrual irregularities

0   1    2   3

Water retention/edema

0   1    2   3

Thyroid problems


0   1    2   3

Cold hands and feet


0   1    2   3

Cold all over


0   1    2   3

Sex drive reduced or lacking

0   1    2   3

Chronic headaches at level of eyes
0   1    2   3

Mental and/or emotional stress

0   1    2   3

Abnormal thirst


0   1    2   3

Excessive urination


0   1    2   3

Overweight at the hips/waist (pear-shaped)
No    Yes

Lack of menstruation


No    Yes

Slowed growth in children

No    Yes

Infertility



No    Yes 

Section G:  Thymus Health

Chronic swollen glands in neck/groin/

armpit



0   1    2   3

Irregular heartbeat


0   1    2   3

Soreness in neck


0   1    2   3

Very susceptible to infections

0   1    2   3

Frequent flu-like symptoms

0   1    2   3

Infections last longer than seven days
No    Yes

Over the age of fifty


No    Yes

Section H:  Pineal Health

Symptoms worse in the evening

0   1    2   3

Difficulty waking in the morning

0   1    2   3

Irregular sleep habits


0   1    2   3

Symptoms worse in fall and/or winter
0   1    2   3

Lack of coordination in the dark

No     Yes

Please list any medication(s) you are 

currently taking and indicate what

condition you are treating:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Additional Comments:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________[image: image1.png]



HealthQuest Wellness Center Systems Questionnaire





Instructions:  Please circle the number which best describes the frequency or severity of the complaints.  


                                          Leave the question blank if it does not apply to you.


  0 =  rarely / never experience     1 = mild /seldom     2 = moderate /occasional            3 = severe/often





Kindly bring the  completed questionnaire to your appointment at HealthQuest Wellness Center.  Should you have questions, please call Cleo Phillips, N.D., CNHP at (281) 788-7939.








