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Confidential Client Information Sheet Confidential 

This consultation is intended to improve the use of bio-identical hormones, prescription, non-prescription medicine 
and products, non-drug approaches to self-care and/or referral to other health care providers.  

 

Name _____________________________________________________   Date____________________ 

Address _________________________________________  Age ______  Gender � Male  � Female     

City ______________________________   State _____   Zip _____________ Birth Date ___/___/___ 

Day Phone    (____) ____-______ Mobile Phone (____) ____-______ Night Phone (____) ____-______   

Fax Number (____) ____-______ E-mail Address ___________________________________________ 

Best time to call ____________________________  Best phone number for us to call ______________  
Would your prefer test results be mailed, faxed or emailed to you?  _____________________________ 

Height _________    Weight ______    Race _______________  Marital Status  � Married   � Single          
Occupation __________________________________________________________________________   

Whom may we thank for your referral? ___________________________________________________ 
Blood Type_____________________ 
Do you use tobacco?   � Smoke   � Chew   � Other   � None 
Do you use alcohol?   � None  � Occasionally   How much? ________________________ 
Which do you consume most often? � Home Cooking   � Low fat   � Fast food 
How many servings of fruits and vegetables do you consume each day?  � None   � 1-3  � 4-6  � 7 Plus 
How often do you exercise?  � None   � Occasional   � 2-3 Times a week   � 4-5 Times a week 
Pregnant?   � Yes   � No      Breast Feeding? � Yes   � No   
Do you drink filtered or bottled water?  �Yes   � No 
Food Allergies _______________________________________________________________________ 

Supplement Allergies (Vitamins, minerals, herbs, etc.) _______________________________________ 

___________________________________________________________________________________ 

Medication Allergies __________________________________________________________________ 

Medication Reactions__________________________________________________________________ 
 

Medical History 
� Arthritis 
� Chronic Infections  
� Asthma / Bronchitis 
� Allergies / Hay Fever 
� Emphysema 
� Cancer _________________ 
� Chronic Tiredness / Fatigue 
� Thyroid Dysfunction 
� Digestion Problems 

� Angina / Heart Attack 
� Heart Disease ____________ 
� Pacemaker 
� Defibrillator 
� High Cholesterol 
� High Homocysteine 
� High Blood Pressure 
� Diabetes / Hypoglycemia 
� Osteoporosis 

� Hormone Imbalances  
� Vaginal Dryness  
� Prostate  
� Depression 
� Headaches / Migraine 
� Eye Problems ____________ 
� Dry Eyes 
� Kidney / Bladder disorders 
� Liver Disease 
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Other health concerns not listed on previous page ________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________  

___________________________________________________________________________________ 
 
Health Care Providers 
Primary Care Physician ____________________________________ 
Dentist _________________________________________________ 
Chiropractor ____________________________________________ 
Pharmacy _______________________________________________ 

 
Phone (____) ____-______ 
Phone (____) ____-______ 
Phone (____) ____-______ 
Phone (____) ____-______ 

 

May we contact your health care provider(s) for additional information or to inform them of health 
concerns that we may have?  � Yes   � No 
 

Today's Health Concern(s)  

____________________________________________________________________________________ 

____________________________________________________________________________________ 

Current Prescription Medications  

_________________________________________ _________________________________________ 

_________________________________________ _________________________________________ 

_________________________________________ _________________________________________ 

_________________________________________ _________________________________________ 

_________________________________________ _________________________________________ 

Current Non-Prescription Medications, Vitamins, Minerals, Herbal Supplements, and Self-Care 
_________________________________________ _________________________________________ 

_________________________________________ _________________________________________ 

_________________________________________ _________________________________________ 

_________________________________________ _________________________________________ 

_________________________________________ _________________________________________ 

_________________________________________ _________________________________________ 

Certification Statement of Client: To the best of my knowledge, the information I have entered on this 
form is correct.  

Client Signature __________________________________________________   Date: ____/____/_____ 

 
 



DETOXIFICATION QUESTIONNAIRE
Patient Name: Date:

Rate each of the following symptoms based on your typical health profile for the specified duration: 

p Past month p Past week   p Past 48 hours

Point Scale: 0—Never or almost never have the symptom  1—Occasionally have it, effect is not severe 2—Occasionally have it, effect is severe
3—Frequently have it, effect is not severe 4—Frequently have it, effect is severe

I. Medical Symptoms Questionnaire (MSQ)

HEAD Headaches

Faintness 

Dizziness

Insomnia TOTAL

EYES Watery or itchy eyes

Swollen, reddened or sticky 
eyelids

Bags or dark circles under eyes

Blurred or tunnel vision TOTAL

EARS Itchy ears

Earaches, ear infections

Drainage from ear

Ringing in ears, 
hearing loss TOTAL

NOSE Stuffy nose

Sinus problems

Hay fever

Sneezing attacks

Excessive mucus formation TOTAL

MOUTH/ Chronic coughing

THROAT Gagging, frequent need to 
clear throat

Sore throat, hoarseness, 
loss of voice

Swollen or discolored 
tongue, gums, lips

Canker sores TOTAL

SKIN Acne

Hives, rashes, dry skin

Hair loss

Flushing, hot flashes

Excessive sweating TOTAL

HEART Chest pain

Irregular or skipped heartbeat

Rapid or pounding 
heartbeat TOTAL

LUNGS Chest congestion

Asthma, bronchitis

Shortness of breath

Difficulty breathing TOTAL 

DIGESTIVE Nausea, vomiting

TRACT Diarrhea 

Constipation

Bloated feeling

Belching, passing gas

Heartburn

Intestinal/stomach pain TOTAL

JOINTS/ Pain or aches in joints

MUSCLE Arthritis

Stiffness or limitation of movement

Feeling of weakness or tiredness

Pain or aches in muscles TOTAL

WEIGHT Binge eating/drinking

Craving certain foods

Excessive weight 

Water retention

Underweight

Compulsive eating TOTAL

ENERGY/ Fatigue, sluggishness

ACTIVITY Apathy, lethargy

Hyperactivity

Restlessness TOTAL

MIND Poor memory

Confusion, poor comprehension

Difficulty in making decisions

Stuttering or stammering

Slurred speech

Learning disabilities

Poor concentration

Poor physical coordination TOTAL

EMOTIONS Mood swings

Anxiety, fear, nervousness

Anger, irritability, aggressiveness

Depression TOTAL

OTHER Frequent illness

Frequent or urgent urination

Genital itch or discharge TOTAL

GRAND TOTAL TOTAL



1. Are you presently using prescription drugs?
p Yes (1 pt.)
If yes, how many are you currently taking? ____ (1 pt. each)
p No  (0 pt.)

2. Are you presently taking one or more of the following over-the
counter drugs?
p Cimetidine (2 pts.)
p Acetaminophen (2 pts.)
p Estradiol (2 pts.)

3. If you have used or currently use prescription drugs, which of the
following scenarios best represents your response to them:
p Experience side effects, drug(s) is (are) efficacious at lowered
dose(s) (3 pts.)
p Experience side effects, drug(s) is (are) efficacious at usual
dose(s) (2 pts.)
p Experience no side effects, drug(s) is (are) usually not efficacious
(2 pts.)
p Experience no side effects, drug(s) is (are) usually efficacious
(0 pt.)

4. Do you currently use or within the last 6 months had you regularly
used tobacco products?
p Yes (2 pts.)   p No (0 pt.)

5. Do you have strong negative reactions to caffeine or caffeine
containing products?
p Yes (1 pt.)   p No (0 pt.)    p Don’t know (0 pt.) 

6. Do you commonly experience “brain fog,” fatigue, or drowsiness?
p Yes (1 pt.)   p No (0 pt.)

7. Do you develop symptoms on exposure to fragrances, exhaust
fumes, or strong odors?
p Yes (1 pt.)   p No (0 pt.)   p Don’t know (0 pt.) 

8. Do you feel ill after you consume even small amounts of alcohol?
p Yes (1 pt.)   p No (0 pt.)   p Don’t know (0 pt.) 

10. Do you have a personal history of 
p Environmental and/or chemical sensitivities (5 pts.)   
p Chronic fatigue syndrome (5 pts.)   
p Multiple chemical sensitivity (5 pts.)   
p Fibromyalgia (3 pts.)   
p Parkinson’s type symptoms (3 pts.)   
p Alcohol or chemical dependence (2 pts.)   
p Asthma (1 pt.) 

11. Do you have a history of significant exposure to harmful chemicals
such as herbicides, insecticides, pesticides, or organic solvents?
p Yes (1 pt.)   p No (0 pt.) 

12. Do you have an adverse or allergic reaction when you consume
sulfite containing foods such as wine, dried fruit, salad bar
vegetables, etc?
p Yes (1 pt.)   p No (0 pt.)   p Don’t know (0 pt.) 

GRAND TOTAL:

II. Xenobiotic Tolerability Test (XTT)

III. Alkalizing Assessment

For Practitioner Use Only:

OVERALL SCORE TABULATION

MET1229 8/05 Rev 3/06

See doctor brochure for protocol suggestions.
MSQ SCORE _________ (High >50; moderate 15-49: Low <14)

XTT SCORE _________ (High >10; moderate 5-9: Low <4)

URINARY pH _________

Note: Patients with high MSQ but low XTT may be exhibiting pathology that is not related to toxic load. Other mechanisms should be considered such as

inflammation/immune/allergic gastrointestinal dysfuntion, oxidative stress, hormonal/neuro-transmitter dysfunction, nutritional depletion, and/or mind body. Individualize

support with specific medical foods, diet, and/or nutraceuticals.

1. Do you have a history or currently have kidney dysfunction?
p Yes    p No 

2. Have you ever been diagnosed with a condition known as hyperkalemia?
p Yes    p No

3. Are you currently on diuretics or blood pressure medication?
p Yes    p No

Note: Prescribe non-alkalizing nutrients if patient answered yes to
any part of this section.
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Clinical Nutritionist Consultation 15-60 Minutes $30-$120 

Obtain optimal health with a comprehensive consultation with the Clinical Nutritionist by assessing and evaluating signs 

of nutritional deficiency or imbalance.  Consultation can include drug induced nutrient depletion evaluation, prescription 

review, hormone analysis, nutritional interpretation of laboratory and medical tests, non-laboratory tests, nutrition 

physical and other evaluation techniques. Appointments are also available for 2nd opinion of medical treatment 

programs. 

hCG Consultation Up to 40 Days  $150 

Comprehensive preparation for a healthy lifestyle change. Consultation Includes Natural Wellness Screening, progress 

tracking, eating guidelines, menus and exercise guide. Additional information sheet available. 

Hormone Consultation 30-60 Minutes $60-$120 

Consultation with Pharmacist or Clinical Nutritionist to evaluate current symptoms, tests and treatment options 

including nutrition, lifestyle, supplements and if needed prescription therapies. 

Natural Wellness Screening  15 Minutes $30 

Electronic measurement of your cell health, cell wall health, water retention, toxin concerns and body fat. Includes saliva 

acid pH, zinc level, blood pressure, adrenal blood pressure response and iodine level. A 5-minute Report of Finding is 

included. Additional products, tests and consultations with a Wellness Specialist or Clinical Nutritionist are available, if 

desired, at established fees.  Ask for your Natural Wellness Screening packet.  

Skin Analysis  30 Minutes $30 

The BioView Facial Scanner identifies problem areas on the face such as dry, oily, dehydrated and aging problem areas, 

as well as, normal skin with aging problems.   

Stress Assessment 30 Minutes $30 

Testing, evaluation of symptoms and consultation with a Wellness Specialist for improved health and stress 

management.  

Wellness Specialist Consultation 30-60 Minutes $30-$60 

Comprehensive consultation with a Wellness Specialist for a healthy lifestyle change. Handouts may include weight 

management, guide books, progress tracking, eating guidelines, menus and exercise recommendations.  

Natural assessments and consultations are available for most health issues including Alzheimer’s, Parkinson’s, Cancer, 

Pain, Depression, Hormones, Digestion, ADDHD, ADD, Allergies, ED, Blood Pressure, Cardiovascular Disease, Diabetes.
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ADVANCED TESTING 

Test kits are purchased at the pharmacy. Saliva and blood spot samples require at home specimen collection and are 

mailed (typically pre-paid) directly to a third party laboratory. Test results take 7-10 business days and can be 

interpreted and explained through an appointment through an appointment with the Clinical Nutritionist.   

Comprehensive Female Panel $345* 

Saliva (Estradiol, Progesterone, Testosterone, DHEA, Cortisol x4) 

Blood Spot (Thyroid Stimulating Hormone, Free T4, Free T3, Thyroid Peroxidase Antibody) 

Comprehensive Male Panel $345* 

Saliva (Estradiol, Testosterone, DHEA, Cortisol x4) 

Blood Spot (Prostate Specific Antigen, Thyroid Stimulating Hormone, Free T3, Free T4, Thyroid Peroxidase Antibody) 

Saliva Female Panel I $170* 

Saliva (Estradiol, Progesterone, Testosterone, DHEA, Cortisol) 

Saliva Female Panel III $260* 

Saliva (Estradiol, Progesterone, Testosterone, DHEA, Cortisol x4) 

Vitamin D3 $75 (blood spot) DPD Bone Metabolism $84 (urine) Cortisol $138 (saliva) 

Progesterone $45 (saliva) Testosterone $45 (saliva) DHEA $45 (saliva) 

Estradiol $45 (saliva) Estrone  $45 (saliva) Thyroid Panel $130 (blood draw) 

Intracellular Nutrient Analysis, HS-Omega-3 Index, DNA Telomere Length, Food and Environment Allergy/Sensitivity 

and Brain Chemical tests are available. Please ask for details.  
 

WELLNESS SCREENINGS 

 

 

 

 

This list is not a comprehensive list of all tests and services. Testing and screening prices are subject to change. Blood 

draw tests may require a $12 blood draw by Vascular Disease Laboratory. 

Cardiovascular Screening 
$15 Value: FREE! 

Blood  Pressure $5 Iodine Paint 
Absorption $5 

Oxidative Free Radical 
Damage (urine) $30 

ArterSol Cardiovascular 
Function $50 

Adrenal Blood Pressure 
Response $10 

Zinc Level Taste  
Challenge $5 

Toxic Heavy Metal 
Screening (urine) $30 


