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LOVE YOUR BODY PROGRAM HEALTH QUESTIONNAIRE & ASSESSMENT

(please circle
answer)

Do you consider yourself in good physical health? YES
Are you currently taking any medications? YES

Do you take vitamin supplements? YES
1f yes, what, for how long?

Do you have a history at any time in your life or do you
currently have any of the following symptoms or body signs?

Headaches - How often?
Does not eating make them worse? YES
What makes them better?

Dizziness - How often?
Does it occur when you bend down to pick something up

or get out of a bath quickly? YES
From missing a meal? YES

Heart palpitations - how often?

Kidney or bladder infections, painful, frequent or

applicable burning urination, none of these?

sgg;ggtoms

Circle

Lung or respiratory conditions - painful inhalation
or exhalation, frequent colds, sinusitis, wheezing,
shortness of breath, allergies, asthma, none of these?

Skin - dry, oily, rashes, acne, hives, boils, eczema,
psoriasis, allergic dermatitis, none of these?

How often do you have a bowel movement

Do you ever have blood with your stools? YES

Heartburn, burping, bloating, nausea, vomiting,

applicable gas or flatulence, diarrhea, constipation,

symptoms noné of these?
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Do you crave any specific foods? YES
If yes, which foods?
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