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SYMPTOM SURVEY FORM

Name:______________________________________________________      Date of Birth:    _____/_____/_____

Address: __________________________________________________________________________________________         

City: ________________________________  County: __________________
State: _______   Zip Code: ____________

Telephone: (Hm) _____________________________     (Wk) ____________________________   Ext: ____________

Martial Status  M  S  W  D   Ht _____  Weight _____  Age _____  Sex  M  F   Occupation ______________________

*This questionnaire is to be used only as a guide in planning a personal nutritional program.

INSTRUCTIONS:  Please place a ( in the box according to severity of symptom.

Use (1) seldom or a few times a year; (2) sometimes or a few times a month; or (3) constant or a daily/weekly occurrence.
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	Easily Frustrated
	
	
	
	
	Candida

	
	
	
	
	Easily Irritated
	
	
	
	
	Unexplained Weight Loss

	
	
	
	
	Spurts of Energy but Tire Quickly
	
	
	
	
	Moodiness

	
	
	
	
	No Sex Drive
	
	
	
	
	Dizzy Spells

	
	
	
	
	Headaches in the Back of Your Neck
	
	
	
	
	Abdominal Soreness

	
	
	
	
	Gasp for Air
	
	
	
	
	Muscular Weakness

	
	
	
	
	Frequent Colds
	
	
	
	
	Cold Sores

	
	
	
	
	Burning Sensation when Urinate
	
	
	
	
	Coated Tongue

	
	
	
	
	Momentary Blackout after Bending Over
	
	
	
	
	Foul Body Odor

	
	
	
	
	Cramps in Legs
	
	
	
	
	Chronic Yeast Infections

	
	
	
	
	Nausea
	
	
	
	
	Smoke

	
	
	
	
	Acid Indigestion
	
	
	
	
	Drink Alcohol

	
	
	
	
	Internal Shakes
	
	
	
	
	Irritable Bowel

	
	
	
	
	Faintness
	
	
	
	
	Loss of Flexibility

	
	
	
	
	Crying Spells
	
	
	
	
	Lack of Coordination

	
	
	
	
	Dark Circles under Eyes
	
	
	
	
	Spontaneous Fractures

	
	
	
	
	Severe Backache
	
	
	
	
	Loss of Twisting or Bending

	
	
	
	
	Excessive Mucous in Throat
	
	
	
	
	Insomnia

	
	
	
	
	Slow Healing
	
	
	
	
	Tense Shoulders

	
	
	
	
	No Energy
	
	
	
	
	Low Back Pain

	
	
	
	
	Nervousness
	
	
	
	
	Painful Intercourse

	
	
	
	
	Heart Palpitations
	
	
	
	
	Stress

	
	
	
	
	Forgetfulness
	
	
	
	
	Premenstrual Tension

	
	
	
	
	Unprovoked Anxiety
	
	
	
	
	Easily Fatigued

	
	
	
	
	Crave Sugar
	
	
	
	
	Painful Menstruation

	
	
	
	
	Irregular Periods
	
	
	
	
	Crave Salt

	
	
	
	
	Hives
	
	
	
	
	Menstruation Excessive

	
	
	
	
	Headaches Around Eyes
	
	
	
	
	Vaginal Itch

	
	
	
	
	Puffiness Around Eyes
	
	
	
	
	Hot Flashes
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	Bruise Easily
	
	
	
	
	Depression

	
	
	
	
	Weak, Splitting Nails
	
	
	
	
	Weight Gain

	
	
	
	
	Extremities Cold and Clammy
	
	
	
	
	Hemorrhoids

	
	
	
	
	Halitosis
	
	
	
	
	Sinus Trouble

	
	
	
	
	Foul Smelling Stool
	
	
	
	
	Allergies

	
	
	
	
	Bloating
	
	
	
	
	Endometriosis

	
	
	
	
	Numbness in Extremities
	
	
	
	
	Hysterectomy Partial

	
	
	
	
	Shortness of Breath
	
	
	
	
	Hysterectomy/Oophorectomy

	
	
	
	
	Heartburn
	
	
	
	
	Birth Control Pill

	
	
	
	
	Gas Pains
	
	
	
	
	HRT

	
	
	
	
	Gas has a Foul Odor
	
	
	
	
	Antidepressants

	
	
	
	
	Rectal Itch
	
	
	
	
	Antibiotics

	
	
	
	
	Constipation
	
	
	
	
	Aspirin

	
	
	
	
	Diarrhea
	
	
	
	
	Pain Killers

	
	
	
	
	More Tired in the Morning
	
	
	
	
	Hypoglycemia

	
	
	
	
	Low Self Esteem
	
	
	
	
	Lactose Intolerant

	
	
	
	
	Childhood Sexual Abuse
	
	
	
	
	Stressful Work Environment

	
	
	
	
	Adult Child of Alcoholic
	
	
	
	
	Stressful Home Environment

	
	
	
	
	Bulimia
	
	
	
	
	Worry

	
	
	
	
	Anorexia
	
	
	
	
	Never Pregnant

	
	
	
	
	Miscarriage
	
	
	
	
	Adhesion Pain


