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	Name:
	
	Age:
	
	Gender: 
	Male            Female

	
	
	
	
	
	

	
	
	
	
	
	
	

	Please answer each of the following questions. If you require additional space, use the back of the page.

	What is your purpose for coming today and your main health concerns?
	

	

	
	
	
	
	
	
	

	EMPLOYMENT


	
	
	
	
	
	

	Occupation:
	
	Start work:
	Finish work:
	

	Do you do shift work?
	
	Yes
	No
	

	
	
	
	
	
	
	

	GENERAL LIFESTYLE QUESTIONS: 

	
	
	
	
	
	
	

	How would you describe your current level of stress?
	(minimal)   1       2      3     4   5     6    (unbearable)

	
	
	
	
	
	
	

	What are the major causes of stress your stress? (Circle all that apply) 

	Health
	Financial	
	Personal
	Career

	School
	Marriage
	Family
	Spiritual

	Unfulfilled Expectations
	Other
	List:
	

	
	
	
	
	
	
	

	List
	

	
	
	
	
	
	

	Do you use any coping mechanisms for stress?
	Circle:     always    often    sometimes    rarely    never

	
	
	
	
	
	
	

	Please list any coping mechanisms you will use.
eg/ napping, smoking, certain types of physical activity, music, meditation, alcohol etc:

	List
	

	
	
	
	
	
	

	How many hours on average do you sleep daily?
	Circle:   3-5     6-7     8-9     10 or more

	Do you awaken feeling rested?
	Circle:     always    often    sometimes    rarely    never

	Is your sleep often disrupted?
	Circle:     always    often    sometimes    rarely    never

	How do you help yourself fall asleep or fall back asleep?
	List

	
	
	
	
	
	
	

	Do you smoke?
	Circle:    always    often    sometimes    rarely    never

	Does anyone in your household or workplace smoke?    
	Circle:    always    often    sometimes    rarely    never

	
	
	
	
	
	
	

	Do you exercise?    
	Circle:      6-7x/week    4-5x/week    2-3x/week    1x/week    less than 1x/week    never     

	

	
	
	
	
	
	

	
On average, indicate the type and length of physical activity you do:

	Yoga
	How Often:

	Walking
	How Often:

	Stretching
	How Often:

	Running
	How Often:

	Weight Training
	How Often:

	Other (List)
	How Often:

	

	Please indicate any of the following Diseases for yourself or other family members:
Use “S” for self, “F” for father, “M” for mother, “G” for grandparent, “O” for others:

	Heart Disease:
	High Blood Pressure:
	High Cholesterol:

	Diabetes Type 1:
	Diabetes Type 2:
	Allergies:

	Arthritis:
	Osteoporosis:
	Intestinal Disease:

	Cancer (list type):
	Mental Illness:
	Other:

	
	
	
	
	
	
	

	Do you wish to gain weight?  
	    Yes               No
	If so, how much?
	
	

	Do you wish to lose weight
	    Yes               No
	If so, how much? 
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	MEDICAL HISTORY

	Have you ever been diagnosed with an illness or condition?  
	Explain:

	Have you ever been hospitalized?
	Explain: 

	
	
	
	
	
	
	

	List any medications you are currently taking with the reason, the dosage, and since how long:

	Ones recommended or prescribed by a doctor:
	List:
	

	Any over the counter medications (aspirin, ibuprofen, tylenol, allergy medicines, antacids etc):
	List:
	

	
Are you currently seeing (or have you seen in the past) any of the following (Circle):

	Naturopath   	Chiropractor         Homeopath        	Osteopath
Holistic Nutritionist	Dietician	            Massage Therapist	Energy Therapist


	Do you have any known allergies? (Environmental or Food)                     Yes          No
If so, please list:

	Are you aware of any food sensitivities?                                                       Yes          No    
If so, please list: 


	How often do you have a bowel movement?
	Circle:  3 or more/day    2/day    1/day    3-4/week    1-2/week or less    


	
	
	
	
	
	
	

	





FEMALES
	
	
	
	
	
	

	
	
	
	

	Are you pre-menopausal or menopausal?
	 Yes              
	No
	

	Are you experiencing any symptoms? (eg/ sudden surges of heat, mood swings, sporadic periods etc.)
	Yes              
Please Specify:
	No
	

	Have you had a bone density test? 
	 Yes              
	No
	

	Results:
	
	
	

	
	
	
	
	
	
	

	MALES

	
	
	
	
	

	Have you have you prostate check?
	Yes
	  No             
	Results
	

	Are you experiencing any symptoms of male andropause?
(eg/low sex drive, depression, mood swings, muscle loss, etc.)
	
	
	
	

	
	
	
	
	
	
	

	If you do not change your lifestyle where would you see yourself in 5 years? 


	Do you avoid any particular foods?                      
If so, why?    
	Yes
	No    
	List: 

	What foods or lifestyle activities do you think are bad for you?  

	What obstacles or challenges are you experiencing when making food and lifestyle changes?      

	
	
	
	
	
	
	

	Describe what goals you would like to achieve:   
	

	By the next 3 months?    


	By 6 months?    


	By 1 year?    


	
	
	
	
	
	
	

	SAMPLE DAY
	
	
	

	
	
	
	
	
	
	

	Breakfast:  Time of the day generally consumed:	
Food:

	Lunch:  Time of the day generally consumed:	
Food:

	Dinner:  Time of the day generally consumed:	

	Snacks: Times of the day generally consumed:	
List the types: 


	
	
	
	
	
	
	

	Please indicate the different types beverages you consumed during the day and how many:


	Bottled Water
	Tap Water
	Coffee
	Bottle Veggie Juice

	Fresh Veggie Juice
	Wine
	Beer
	Other Alcoholic Drinks

	Pop
	Diet Pop
	Fresh Juice
	Bottled Fruit Juice

	Black Tea
	Herbal tea
	Milk (Type)
	Alternative Milk (Type)

	

	Do you experience any symptoms if meals are missed? Explain: 


	Do you experience any symptoms after meals? Explain: 


	
	
	

	
	
	
	

	Any other comments:

If you have been on a Candida protocol before please describe what you ate, what you did not eat, what supplements you were on and how long you were on the protocol. Please also describe how it helped you, how it helped and how it didn’t help. This will help us decide what would be the best path for you. Thank you. 

	

	
Symptom Questionnaire - Part I
	

	
	
	
	
	
	
	

	Please answer “yes” or “no”
	
	
	
	
	

	
	
	
	
	
	
	

	Have you taken antibiotics for acne for one month or longer?
	 
	IN, IM, D

	Have you ever taken an antibiotic?
	
	IN, IM, D

	

	Details
	

	
	
	
	
	
	
	

	Have you ever taken antibiotics for two months or longer at a time or in short courses more than four times in a 12 month period ( at any time in your life)?
	
	IN, IM, D
	

	
	
	
	

	
	
	
	
	
	
	

	Details
	

	
	

	Were you given antibiotics as a child and if so, how old were you when you first had antibiotics



	
	

	Have you been pregnant?

	

	Once? 
	
	What year  ? 
	

	More than once? 
	
	What year  ? 
	

	
	

	Are you currently taking birth control pills?
	

	How long? 	
	

	For six months to two years?  
	
	IN, G, R
	

	For more than two years? 
	
	IN, G, R
	

	If not currently have you ever taken the birth control pill
How long? For six months to two years? ______IN, G, R
For more than two years?     ______IN, G, R

	


	
	

	


Have you ever taken an oral steroid medication like prednisone, steroids by injection or inhalation?


	For two weeks or less?	
	_______ IN, D, IM, S, G

	For more than two weeks?
	_______ IN, D, IM, S, G

	Frequently
	
	IN, D, IM, S, G

	Constantly
	
	IN, D, IM, S, G

	
	

	Details:
	

	
	

	Does exposure to perfumes, insecticides and other chemicals provoke:


	Mild symptoms?
	
	IN, IM, N, G, R

	 Moderate to severe symptoms? 
	
	IN, IM, N, G, R

	
	

	Details:
	

	
	

	Are any your symptoms worse on damp or muggy days
	
	IN, IM, N

	
	

	Have you ever had athletes foot, ringworm, jock itch or other chronic fungal infections of the skin or nails?

	Mild to moderate  
	
	IN, IM

	Severe or persistent  
	
	IN, IM

	Details:
	

	
Female: Do you  have or have you had endometriosis, fibroids, PCOS, Fibrocystic Breast Disease, Ovarian Cysts, Amenorrhea, painful periods or period irregularities or any hormone-related cancer 


	Details:
	

	
	
	
	
	
	
	

	Are You Peri-Menopausal
	
	In Menopause
	
	or Post-Menopausal
	
	IN, G, R

	Do you have any symptoms related to menopause? Now or before?
	

	

	

	At what age did your peri-menopause start (if applicable) 
	
	IN, G, R, A, DY

	At what age did your menopause start (if applicable)
	
	IN, G, R, A, DY

	At what age did your menopause end (if applicable)  
	
	IN, G, R, A, DY

	
	

	Male: Do you have an enlarged prostate, prostate cancer or prostate issues.   
	
	IN, G, R, A, DY, U

	
	
	

	
	

	Details:
	

	Do you suffer from Male Andropause? Yes____ No____
	Did your previously?  Yes____ No____
	IN, G, R, A, DY

	
	

	What are your symptoms
	

	
	

	At what age did it start (if applicable) __________ At what age did it stop (if applicable)

	
	

	



	

	PART II
	

	Please rank these symptoms 1 for “rarely”,  2 for “frequently”, and 3 for “always”. Please leave blank if you do not have the symptom.

	
	

	Do you crave sugar
	
	IN, DY, A, L, N

	Do you crave alcohol 	
	
	IN, DY, A, L, N

	Does tobacco smoke really bother you	
	
	IN, IM, N

	General Fatigue
	
	IN, D, IM, R, G, L, T, C, R, A, DY, ST

	Feeling of being "drained"
	
	IN, D, IM, T, C, A, L, DY, ST

	Depression
	
	IN, G, A, N, DY

	Numbness, burning or tingling
	
	A, C, IN, N, DY,

	Stress or hormonal headaches
	
	A, C, IN, N, DY,

					
	
	

	Migraines headaches	
	
	A, IN, DY, IM, N, ST

	Muscle aches	
	
	IN, A, T, S, L, DY, ST

	Muscle weakness or paralysis
	
	IN, A, T, S, L, DY, ST

	Are you bothered by memory or concentration problems
	
	IN, N, A, C, L, DY

	Do you sometimes feel spaced out 	
	
	IN, N, A, C, L, DY

	Do you feel "sick all over" yet the cause hasn't been found
	
	IN, A, D, DY, L

	Pain and/or swelling in joints	
	
	IN, DY, L, A, S, IM, G T

	Abdominal pain or discomfort	
	
	IN, D, A, G, L, R, ST

	Constipation and/or diarrhea	
	
	IN, A, D, L, N, T, ST

	Bloating	
	
	IN, D, A, DY, ST

	Frequent Gas	
	
	IN, D, A, DY, SY	

	Persistent vaginal itch (vaginitis), burning or discharge
	
	IN, D, R,

	Prostatitis
	
	IN, D, A, G, R, U, L

	Impotence
	
	IN, A, G, L, T, C

	Loss of sexual desire
	
	IN, A, G, N, DY, L, R

	Cramps and/or other menstrual irregularities
	
	IN, R, A, DY, L, T

	Premenstrual tension or syndrome (PMS)
	
	IN, R, A, DY, L, T

	Anger easily		
	
	IN, D, DY, L, T, A, N, 		

	Do you frequently feel frustrated
	
	IN, A, DY, N, T

	Do you cry or feel like crying frequently	
	
	IN, A, DY, N, T, G

	Attacks of anxiety	
	
	IN, A, DY, N, T, G

	Cold hands or feet, low body temperature   
	
	IN, C, T, G, A,

	Hypothyroidism		
	
	IN, A, DY, G, T, L

	Shaking or irritability when hungry	
	
	IN, A, DY, G, T, L

	Cystitis or recurrent bladder infections  
	
	IN, A, U

	Drowsiness?		
	
	IN, D, DY, L, A, N, G, C, T

	Irritability
	
	IN, L, A, T, DY, N, G

	Lack of coordination	
	
	IN, DY, S, T, C

	Frequent mood swings	
	
	IN, DY, N, A, T, G, L

	Insomnia		
	
	IN, DY, N, A, T, G, L

	Dizziness/loss of balance	
	
	IN, DY, A, L, N, G, C, R,

	Feeling of head swelling and tingling	
	
	IN, N, DY, A, C, G, T

	Sinusitis 			
	
	IN, IM, L, A, T

	Tendency to bruise easily	
	
	IN, IM, S, C, T,

	Eczema		
	
	IN, IM, S, C, T,

	Psoriasis	
	
	IN, IM, L,

	Chronic hives (urticarial)
	
	IN, IM, L,

	Do you have rosacea? Yes____ No____   How severe?                   
	
	IN, IM, L,

	
	
	

	Do you have any other skin issue?           How Severe?  
	
	 IN, IM, L,

	 		 
	
	

	Please indicate __________________________________
	
	

	Indigestion (heartburn)
	
	 ST, IN, D, DY, A, L,

	Full Feeling after heavy meat meal
	
	ST, D, IN, L, A

	Pain in stomach 1 hour after eating and relieved by eating  
	
	ST, D, IN, IM, L, A

	Food allergies				 
	
	ST, IN, IM, A, L

	Mucus in stools				 
	
	D, ST, IN, IM, A

	Rectal itching				 
	
	IN, IM, A

	Dry mouth	  			 
	
	IN, IM, D

	Mouth rashes 				
	
	IN, IM

	Bad breath	  				
	
	IN, ST, L

	Foot, hair or body odour not relieved by washing 	
	
	IN, ST, L, IM, T

	Nasal congestion or discharge  		               
	
	IN, IM, N, L, A, T, ST

	Nasal itching  				 
	
	IN, IM, ST

	Sore or dry throat				 
	
	IN, IM, ST

	Laryngitis					 
	
	IN, IM, D

	Cough					 
	
	IN, R, IM, D, 

	Pain or tightness in chest  		 
	
	IN, ST, A, N, C, DY, D

	Wheezing or shortness of breath  		 
	
	R, IN, IM, C, A, 

	Urinary urgency or frequency			 
	
	U, IN, IM, T, S, A 

	Burning on urination			 
	
	U, IM, IN, T, A

	Failing vision?				 
	
	IN, L, D, DY, N, C, 

	Burning or tearing of eyes			 
	
	IN, N, D, L, IM, 

	Recurrent infections or fluid in ears 		 
	
	IN, IM, D

	Ear pain or deafness				 
	
	IN, IM, C, T, 

	Ringing in the ears or tinnitus  			 
	
	IN, IM, C, T, 

	
	
	

	We appreciate your time and effort, thank you!  
	

	
Intestinal
	 
N
	
	

	Digestive
	D
	
	

	Circulatory
	C
	
	

	Immune
	IM
	
	

	Nervous
	N
	
	

	Respiratory
	R
	
	

	Urinary
	U
	
	

	Glandular
	G
	
	

	Structural
	S
	
	

	Reproductive
	R
	
	

	Liver	
	L
	
	

	Adrenals
	A
	
	

	Thyroid
	T
	
	

	Dysglycemia
	DY
	
	

	Stomach
	ST
	
	







