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Name:   ______________________________      Age:  __________

Email Address ___________________________  Phone _________

Address ________________________________________________

            _________________________________________________

	
	What Medicines are you taking?  Why?

What supplements are you taking?

Mind



	
	Emotions



	 
	Vertigo, Dizziness

	 
	Head

	 
	Eye

	 
	Vision

	 
	Ear

	 
	Hearing

	 
	Nose

	 
	Face

	 
	Mouth

	 
	Throat

	 
	Abdomen

	 
	Rectum

	 
	Stool

	 
	Urine

	 
	Genitals

	 
	Respiration

	 
	Cough

	 
	Expectoration

	 
	Chest

	 
	Back

	 
	Extremities, Limbs

	 
	Sleep

	 
	Chill

	 
	Fever

	 
	Perspiration

	 
	Skin

	 
	Injuries & Accidents

	 
	Generalities


Remedies & Suggestions:

