
























Habits: List type and quantities where valid 

_ Exercise x's/week._ ____ _ Seek conflict._ _____ _ _ Un-protected sex. _____ _ 
_ Sports. ________ _ Walks. ________ _ _ Regular Religious activity __ _ 
_ Regular Spiritual activity __ _ Seatbelts. _______ _ _ Helmets/Protective gear __ _ 
_ Road Rage ______ _ 

Smoke/chew tobacco ___ _ 
Consume Alcohol ____ _ 

= Recreational drugs use. __ _ 
_ Crave sugar/salt/fats ___ _ 
_ Other _________ _

_ Un-necessary risk taking...., __ _ _ Caffeine/pills/coffee/tea/drinks _ _ Participate in community 

events. __________ _ 

Nutritional: List typical ounces/servings per week and type 

Drink soda oz/wk. ____________ _ _ Fruit juices oz/wk. ____________ _ 
Gatorade oz/wk. ____________ _ Coffee/black tea ____________ _ 
Caffeine ______________ _ Chocolate. ______________ _ 
Alcohol _______________ _ Health drinks ____________ _ 
Nutritional Shakes. ___________ _ _ Health bars. _____________ _ 

_ Protein powders. ____________ _ _ Cravings salt/sweet/fats. _________ _ 
Meat. _______________ _ Protein _______________ _ 

_ Milk, oz/wk _____________ _ _ Dairy, Type _____________ _ 
_ Veg, serving/day ____________ _ _ Fruits, serving/day ___________ _ 
_ Food Allergies ____________ _ _ Chew Gum with Aspartame or Nutra-sweet? __ _ 

Environmental Stressors: Do you have or use (How often?) 

_ Scented Laundry Detergent._ _______ _ _ Scented Dryer Sheets. __________ _ 
_ Perfumes or Colognes. __________ _ Scented Lotions ____________ _ 
_ Scented Candles or Plug-ins _______ _ 

Hot Tub _______________ _ 
_ Pool. ________________ _ 
_ Memory Foam Bedding (Mattress, Pillow, etc) __ _ 

_ Is your home or office near a major thoroughfare? ______________________ _ 
_ Any "New Construction" at home or work - Paint, Carpet, Tile, Flooring, etc. _____________ _ 
_ Is there or has there been any water damage or flooding at home or work? ______________ _ 
_ Does your bedroom contain plants, books or any dry cleaned items? ________________ _ 
_ Are there any bedrooms or living areas in your home located above the garage? ____________ _ 
_ In the last year have you purchased a new car, appliance or furniture? _______________ _ 
_ Do you have a water filter? If so, when was the last time the filter was changed? ____________ _ 

Other _____________________________________ _

Current Immunizations: Have you received any of the following?  (recently or regularly)

__Shingles:____Date____Frequency          _HPV:___Date____Frequency
_Pneumonia:____Date____Frequency         _Influenza:___Date____Frequency
_COVID 19:____Date____Booster? _____Which one?
_Other:_____________________________________


























