
 



Please check all of the following symptoms/conditions you are currently experiencing 

 Abdominal 

cramping 

 Adverse reaction to 

medical treatment 

 Alcoholism 

 Allergies 

 Anxiety/panic 

attacks 

 Arthritis or 

rheumatism  

 Asthma/wheezing 

 Attempted suicide 

 Birth trauma 

 Bleeding disorder 

 Bloating/gas 

 Blood disease 

 Brain fog or 

memory loss 

 Candida 

 Cancer or tumor 

 Chronic fatigue 

 Chest pain 

 Constipation 

 Coughing/sneezing 

 COPD 

 Cramps during 

menstruation 

 Depression 

 Diabetes 

 Diarrhea 

 Difficulty eating 

fatty/greasy foods 

 Difficulty 

swallowing 

 Digestive issues 

 Dizziness or 

lightheadedness 

 Double vision 

 Eating disorder 

 Epstein-Barr 

Disorder 

 Fainting/loss of 

consciousness 

 Fatigue 

 Feeling of fullness 

 Fever/chills 

 Fibromyalgia 

 Headaches or 

Migraines 

 Heartburn 

 Hepatitis/Liver 

Disease 

 Herpes 

 High blood 

pressure 

 HIV/AIDS 

 Irritable Bowel 

Syndrome (IBS) 

 Insomnia 

 Immune Disorder 

 Indigestion/GERD 

 Joint Pain 

 Join Replacement 

 Kidney Disorder 

 Loss of appetite 

 Low blood 

pressure 

 Low or loss of 

libido 

 Lupus 

 Lyme’s Disease 

 Lymph nodes 

removed 

 Mental Illness 

 Mercury/Metal 

Fillings 

 Multiple Sclerosis 

 Nerve pain 

 Nausea/vomiting 

 Osteoporosis 

 Pacemaker 

 Painful urination 

 Painful bowel 

movement 

 PMS 

 Polio 

 Ringing in the ears 

 Sciatica 

 Scarlet fever 

 Seizers/epilepsy 

 Shortness of 

breath/emphysema 

 Sinus congestion 

 Sleep apnea 

 Skin 

rash/eczema/skin 

conditions 

 Sleep disturbed by 

pain 

 Special diet 

 Stroke 

 Substance abuse 

 Thyroid disease 

 Tuberculosis  

 Ulcers 

 Urinary 

incontinence 

(frequency) 

 Urinary tract or 

bladder infections 

 Venereal 

Disease/STD 

 Other: __________ 



 

Have you had any abdominal/pelvic surgeries? If so, please explain and list any 

complications (e.g, bleeding, infection, etc.). 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

 

Do you have any other medical issues (past or present) not mentioned above? 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

 

 

 


