Metabolic Assessment Form

Name______________________________________________
D.O.B__________
Age_______
Sex______
Date__________


PART I    -   LIST MAJOR HEALTH CONCERNS
      1.  ___________________________________________________
2.______________________________________________________
3.____________________________________________________
4.______________________________________________________
5.____________________________________________________
6.______________________________________________________

PART II   -   Answer Questions:
 0 = Never     1 = Occasional     2 = Often     3 = Constantly

Category I



0    
1  
 2
3

Category V



0
1
2
3
Feel bowels do not empty completely
__
__
__
__

Greasy foods cause distress

__
__
__
__

Lower abdominal pain relieved by
 




Low bowel gas/bloating several

passing stool or gas


__
__
__
__
     

hours after eating

__
__
__
__

Alternating constipation/diarrhea
__
__
__
__

Bitter metallic taste in mouth
__
__
__
__

Diarrhea




__
__
__


Unexplained itchy skin

__
__
__
__

Constipation



__
__
__
__

Yellowish cast to eyes

__
__
__
__

Hard, dry or small stool


__
__
__
__

Clay colored stools


__
__
__
__

Coated or fuzzy tongue


__
__
__
__

Reddened skin or palms

__
__
__
__
Pass large amounts foul smelling gas
__
__
__
__

Dry flaky skin, scalp or hair
__
__
__
__
More than 3 bowel movements a day
__
__
__
__

Gall Bladder attacks/stones

__
__
__
__

Use laxatives



__
__
__
__

Gall Bladder removed

Yes ____
No ____

Blood in stools/tarry stools

__
__
__
__

Pain between shoulder blades
Yes ____
No ____
Category II








Category VI

Excessive burping, bloating

__
__
__
__

Crave sweets during the day
__
__
__
__

Gas immediately following a meal
__
__
__
__

Irritable if meals are missed

__
__
__
__

Offensive breath



__
__
__
__

Depend on coffee to get going
__
__
__
__

Difficult bowel movement

__
__
__
__

Get lightheaded if meal missed
__
__
__
__
Sense if fullness during/after meals
__
__
__
__

Eating relieves fatigue

__
__
__
__

Difficulty digesting fruit or vegetables
__
__
__
__

Fell shaky/jittery or have tremors
__
__
__
__

Undigested food found in stools

__
__
__
__

Agitated, easily upset, nervous
__
__
__
__












Poor memory, forgetful

__
__
__
__












Blurred vision


__
__
__
__
Category III








Category VII




Stomach pain/burning hours after eat
__
__
__
__

Feel hungry 1-2 hours after eating
__
__
__
__
Use antacids



__
__
__
__

Fatigue after meals


__
__
__
__

Heartburn laying down or bending
__
__
__
__

Crave sweet during the day

__
__
__
__

PART II   -   Answer Questions:
 0 = Never     1 = Occasional     2 = Often     3 = Constantly
Category III (continued)


0    
1  
 2
3

Category VII (continued)

0    
1  
 2
3
Temporary relief from antacids, food





Eating sweets does not stop craving__
__
__
__

milk, carbonated beverages

__
__
__
__

Crave sweets after meals

__
__
__
__
Digestive problems stop with rest
__
__
__
__

Waist equal to/larger than hips
__
__
__
__

Heartburn due to spicy foods, chocolate




Frequent urination


__
__
__
__


citrus, peppers, alcohol, caffeine
__
__
__
__

Increased thirst/appetite

__
__
__
__












Difficulty losing weight

__
__
__
__
Category IV    








Category VIII
Roughage and fiber cause constipation__
__
__
__

Cannot stay asleep


__
__
__
__
Indigestion & fullness lasts 2-4 hours





Crave salt



__
__
__
__


After eating


          
__
__
__
__

Slow starter in morning

__
__
__
__
Pain/tenderness/soreness left side       
__
__
__
__

Afternoon fatigue


__
__
__
__
Under rib cage bloated

            __
__
__
__

Dizzy when standing up quickly
__
__
__
__

Excessive passage of gas


__
__
__
__

Nausea or vomiting


__
__
__
__

Headaches w exertion or stress

__
__
__
__

Afternoon headaches

__
__
__
__
Stool undigested or foul smelling
__
__
__
__

Weak nails



__
__
__
__
Stool mucus like/greasy/poorly formed__
__
__
__
        

Frequent Urination


__
__
__
__

Category X
Increased thirst or appetite

__
__
__
__

Tired, sluggish


__
__
__
__

Difficulty Losing weight


__
__
__
__

Feel cold, hands, feet all over
__
__
__
__












Need excessive amounts of sleep
__
__
__
__
Category IX








Gain weight even w low calories
__
__
__
__
Cannot fall asleep


__
__
__
__

Bowels move infrequently/difficult __
__
__
__
Perspire easily



__
__
__
__

Depression – lack motivation
__
__
__
__
Under high amounts stress

__
__
__
__

A.M. headaches that wear off
__
__
__
__

Weight gain under stress

__
__
__
__

Outer 1/3 eyebrow thinning

__
__
__
__

Wake up tired – even w 6+ hours sleep__
__
__
__

Thinning hair scalp/genitals

__
__
__
__


Perspire with little activity

__
__
__
__

Excess hair falling out

__
__
__
__

      Excess perspiration


__
__
__
__

Dry skin, hair, scalp


__
__
__
__











Mental sluggishness


__
__
__
__
Category XI








Category XII




Heart palpitations


__
__
__
__

Diminished sex drive


__
__
__
__

Inward trembling


__
__
__
__

Menstrual disorders


__
__
__
__

Increased pulse even at rest

__
__
__
__

Lack menstruation


__
__
__
__

PART II   -   Answer Questions:
 0 = Never     1 = Occasional     2 = Often     3 = Constantly
Category XI (continued)


0    
1  
 2
3

Category XII (continued)

0    
1  
 2
3
Nervous and emotional


__
__
__
__

Increased ability to eat sugar

Insomnia




__
__
__
__


without symptoms

__
__
__
__
Night sweats



__
__
__
__



Difficulty gaining weight

__
__
__
__

Category XIII











Increased sex drive


__
__
__
__












Tolerance to sugars reduced
__
__
__
__
Category XIV
(male only)






“Splitting” type headaches

__
__
__
__
Urination difficult or “dribbling”
__
__
__
__



Frequent urination


__
__
__
__

Category XV  (male only)

Pain inside legs or heels


__
__
__
__

Decrease in libido


__
__
__
__

Feeling incomplete bowel evacuation
__
__
__
__

Decrease morning erections

__
__
__
__

Leg nervousness at night

__
__
__
__

Decrease in fullness erections
__
__
__
__












Spells of mental fatigue

__
__
__
__












Inability to concentrate

__
__
__
__

Category XVI (Menstruating females only)




Episodes of depression

__
__
__
__

Alternating cycle lengths

__
__
__
__

Muscle soreness


__
__
__
__
Menstrual cycles more than 32 days
__
__
__
__

Decrease in physical stamina
__
__
__
__

Menstrual cycles less than 24 days
__
__
__
__

Unexplained weight gain

__
__
__
__

Pain or cramping during periods
__
__
__
__

Increased fat stomach,hips,chest
__
__
__
__

Scanty blood flow


__
__
__
__

Sweating attacks


__
__
__
__

Heavy blood flow



__
__
__
__

More emotional than in past
__
__
__
__

Breast pain or swelling during cycle
__
__
__
__

Pelvic pain during cycle


__
__
__
__

Category XVII  (menopausal woman only)
Irritable or depressed during cycle
__
__
__
__

Uterine bleeding


__
__
__
__

Acne during cycle


__
__
__
__

Hot flashes



__
__
__
__

Facial hair growth


__
__
__
__

Night sweats



__
__
__
__

Hair loss or thinning hair

__
__
__
__

Mental fogginess


__
__
__
__











Disinterest in sex


__
__
__
__











Mood swings



__
__
__
__












Depression



__
__
__
__












Painful intercourse


__
__
__
__












Shrinking breasts


__
__
__
__












Vaginal pain, dryness, itching
__
__
__
__











Facial hair growth


__
__
__
__











Acne




__
__
__
__
PART III
1. How many alcoholic beverages do you consume per week _____________________________________________________________
2. How many caffeinated beverages per day do you consume ____________________________________________________________

3. How many times a week to you work out and what type ______________________________________________________________

4. Do you use  tobacco?     (  yes     (  no     

5.  Do you smoke?     (  yes     (  no     
6. Rate your stress level on a scale of 1 – 10 ___________
7. Addictions? _____________________________________  8.  Allergies? _________________________________________________

9. Have you traveled outside the USA – where/when? __________________________________________________________________
10. Any surgeries? ________________________________________________________________________________________________

11. Any trauma/accidents? _______________________________________________________________________________

12. Have you been diagnosed with any of the following- Hepatitis, Aids, Herpes, Lyme Disease, Malaria, Mononucleosis

Epstein Barr Virus, Bartonella, Babesiosis, Erlichiosis, or Tuberculosis? (please circle all that apply)
13. List the three healthiest foods you eat _____________________________________________________________________________
14. List the three worst foods you eat _________________________________________________________________________________
15. 15. Do you eat raw nuts or seeds?     (  yes     (  no     If yes,  how often? _______________________________________________

16. LIST ALL MEDICATIONS AND THE PURPOSE AND DIAGNOSIS

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________
17. LIST ALL SUPPLEMENTS, VITAMINS AND THE PURPOSE


_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________
18. Do you have amalgams?     (  yes     (  no     Have they been removed?     (  yes     (  no  
19. Please describe any painful areas in your body _____________________________________________________________________

20. Have you ever been diagnosed with anemia?     
(  yes     (  no      
21. Do you eat breakfast?     (  yes     (  no      If yes – what? _________________________________________________________
22. Do you have a pacemaker?     


(  yes     (  no

23. Have you ever had a seizure?     

(  yes     (  no 
24. Have you ever had a heart attack?     

(  yes     (  no 
25. Have you ever had migraine headaches?    
(  yes     (  no 
26. Have you ever experienced abuse?     

(  yes     (  no 
27. How often do you eat in restaurants ______________________________________________________________________________
28. Do you eat fried foods?     (  yes     (  no      If yes – how  often? ______________________________________________________
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