BODY-N-BALANCE, INC.
CLIENT HISTORY

ALL INFORMATION REMAINS CONFIDENTIAL

NAME_______________________________________DATE OF BIRTH____/____/____

ADDRESS____________________________________________________________________________


CITY_______________________________________STATE_________    ZIP CODE______________

HOME PHONE(_____)______________________
CELL PHONE(_____)_______________________

EMAIL: ______________________________________________________________________________

OCCUPATION______________________________________WORK PHONE(_____)______________
BLOOD PRESSURE________________         HEIGHT_____________     WEIGHT_______________

LIST ALL VITAMINS, FOOD SUPPLEMENTS AND/OR MEDICATION YOU ARE TAKING:

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

LIST ALL ILLNESSES, HOSPITALIZATIONS, SURGERY AND/OR DIAGNOSIS AND WHEN:

______________________________________________________________________________________
______________________________________________________________________________________
_____________________________________________________________________________________
LIST ONE OR TWO EMOTIONS FREQUENTLY EXPERIENCED: 

______________________________________________________________________________________

INDICATE DATES OF ANY TRAUMATIC EXPERIENCES YOU MAY HAVE EXPERIENCED-EG;  DIVORCE, CHANGE OF RESIDENCE, DEATHS IN FAMILY, BANKRUPTCY, ETC:

______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
FAMILY HISTORY OF ALLERGIES: ______________________________________________________________________________________

______________________________________________________________________________________
DO YOU REACT TO INSECT BITES?____________________________________________________

DOES YOUR THROAT SWELL TO THE POINT OF CLOSING YOUR BREATHING?_________

LIST ANY DRUG ALLERGIES:_________________________________________________________

DO YOU HAVE ANY SILVER AMALGAM FILLINGS?___________HOW MANY?_____________
DO YOU HAVE ROOT CANALS?___________CROWNS____________BRACES_______________

SYMPTOMS

PLEASE CIRCLE ALL THAT APPLY TO YOU:

NASAL
     DRY     ITCHY     RUNNY     SWOLLEN     POST NASAL DRIP     PRESSURE     SNORING     OTHER________

THROAT     SORE     ITCHY     SWOLLEN     DIFFICULTY SWALLOWING    HOARSE VOICE     OTHER______________

EARS     EARACHES     ITCHY     RINGING     DIZZINESS     PRESSURE     HEARING LOSS     OTHER_________________


EYES     ITCHY     TEARING     PAIN     PUFFY     DARK CIRCLES UNDER     SENSITIVE TO LIGHT     OTHER_________

INTESTINAL     GAS     BLOATING     CONSTIPATION     DIARRHEA     PAIN     OTHER__________________________

SKIN     ECZEMA     HIVES     RASH     DRY     INCHY     RED     OTHER___________________________________________

HEAD     HEADACHES     DEPRESSION     MEORY     CONCETRATION    OTHER__________________________________

URINARY     FREQUENT URINATION     INCONTINANCE     DIFFICULT URINATION     OTHER___________________

DOES THE WEATHER AFFECT YOUR SYMPTOMS? EXPLAIN: 
______________________________________________________________________________________


DOES TIME OF DAY AFFECT YOUR SYMPTOMS? EXPLAIN:

______________________________________________________________________________________
DO THE SEASONS AFFECT YOUR SYMPTOMS? EXPLAIN:

______________________________________________________________________________________
DO YOU FEEL DIFFERENT AT HOME THAT AT WORK? ________________________________

HAVE YOU EVER HAD ANTI-BIOTIC TREATMENT? ____________________________________

WHEN WAS THE LAST TIME AND FOR WHAT CONDITION? ____________________________

HAVE YOU EVER HAD CANDIDA (YEAST INFECTION)? ________________________________

HAVE YOU EVER HAD ATHELETS FOOT OR OTHER FUNGAL INFECTIONS? ____________
HAVE YOU HAD ANY OPERATIONS? ________ FOR WHAT AND WHEN: 

______________________________________________________________________________________

ENVIRONMENT
DO YOU LIVE IN A:
 HOUSE_____ 
MOBILE HOME_____
APARTMENT_____

DO LIVE IN THE :
CITY_____
RURAL AREA_____

AGE OF HOME: __________
ATTACHED GARAGE: YES/NO

CARPETS: BEDROOMS_____
LIVING ROOM_____ BASEMENT_____ YOUR BEDROOM____

HEATING SYSTEM: ___________________________________________________________________

AIR CONDITIONER: ____________________________ AIR PURIFIER: ______________________

PETS:_____ WHAT:_____________________________ HOW MANY:_________ INDOORS/OUTDOORS/BOTH:_________________________________________

IS THERE A BASEMENT IN THE HOME?______ IS IT:
DRY_____ DAMP_____ FLOOD_____

DOES YOUR BASEMENT HAVE A WORKSHOP? ______ 
STORAGE _______

IS YOUR BEDROOM IN THE BASEMENT? ______________

HOUSE PLANTS: ____________ HOW MANY: ___________ ANY IN YOUR BEDROOM: _______

DO YOU SLEEP IN A WATERBED? ______
REGULAR MATTRESS: ______  
FEATHER PILLOWS IN YOUR BEDROOM: ______

DO YOU SMOKE:______ HAVE YOU EVER SMOKED: ______
HOW MANY YEARS: ______

HAVE YOU EVER BEEN EXPOSED TO ANY OF THE FOLLOWING:

CHEMICALS: ____________________________

ASBESTOS: ________________________
SPRAY PAINT MIST: ___________________AGRICULTURE CHEMICALS: __________________

PETROLEUM: ________________________
OTHER: __________________________________

DO ANY OF THE FOLLOWING CAUSE SYMPTOMS AND IF SO WHAT:

PETROLEUM PRODUCTS: ____________________________EXHAUST FUMES: ______________

PAINTS, VARNISHES: __________________________ PERFUMES: __________________________

SOAPS, DETERGENTS: _______________________   CHLORINATED WATER: _______________

COSMETICS: ________________________________ NEWSPRINT: ___________________________

TOBACCO SMOKE: _______________________________ CATS: _____________________________

DOGS: __________________________________ OTHER: ____________________________________

HAVE YOU EVER TRAVELED OUTSIDE OF THE U.S.? IF SO WHEN: 

______________________________________________________________________________________

DIET
ARE YOU ON ANY SPECIAL DIET? ______________________________________________________________________________________

ARE THERE ANY FOODS THAT YOU ARE NOT EATING NOW BECAUSE YOU FEEL YOU MAY BE REACTING TO AND IF SO WHAT?

______________________________________________________________________________________
LIST ANY FOODS THAT YOU CRAVE: _________________________________________________

LIST FOODS THAT YOU WOULD MISS MOST IF TAKEN OUT OF YOUR DIET: ______________________________________________________________________________________
DO YOU DRINK ANY OF THE FOLLOWING AND IF SO HOW MUCH PER DAY:

SOFT DRINKS: ______________________________
ALCOHOL: ________________________

FRUIT JUICES: ______________________________
MILK: _____________________________

COFFEE: ___________________________________
TEA: ______________________________

WATER_____SPRING_____DISTILLED_____REVERSE OSMOSIS_____WELL_____TAP______

WHAT DAIRY PRODUCTS DO YOU USUALLY USE: _____________________________________

WHAT DO YOU USUALLY HAVE FOR BREAKFAST: ____________________________________

WHAT DO YOU USUALLY HAVE FOR LUNCH: _________________________________________

WHAT DO YOU USUALLY HAVE FOR DINNER: _________________________________________

HOW OFTEN DO YOU EAT BREAD AND WHAT KIND: __________________________________

DO YOU EAT SWEETS AND HOW OFTEN: ______________________________________________

HOW OFTEN DO YOU EAT AT RESTAURANTS: _________________________________________

HOW OFTEN DO YOU EAT RAW FOODS SUCH AS SALADS AND VEGETABLES: ______________________________________________________________________________________

DO YOU FEEL ANY SYPMTOMS IF YOU GO A LONG TIME WITHOUT EATING? ______________________________________________________________________________________
DO YOU FEEL TIRED OR SLEEPY AFTER A MEAL? ____________________________________

LIST ANYTHING ELSE THAT CONCERNS YOU OR THAT MAY GIVE US A BETTER PICTURE OF YOUR HEALTH HISTORY: ______________________________________________________________________________________

______________________________________________________________________________________

PLEASE PROVIDE ANY ADDITIONAL INFORMATION ABOUT YOURSELF OR CONDITION THAT MIGHT NOT HAVE BEEN COVERED BY THE ABOVE QUESTIONS: 

______________________________________________________________________________________
______________________________________________________________________________________
