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LIFESTYLE QUESTIONNAIRE

2. DesCribO YOUPAYPICE! IUMCIL .o ciitiiaisimmsrersrnssersserresasas b (60308104 0 st s 4P T R E bSES st s mn st bt 00
3. DESCID YOUP tYPICA! QMBI ... . tiiiuuiimiimmmenmsssssesiiossiahis s e s bt P e T AL AL b s

4, Describe any snacks you have:

...................................................................................................

5. Do you smoke? Yes/No I 8O, NOW MIUCRT .iiicaranissririmrssnmsasissisnssrmmmnrongonessas HOW IONG7 ....ovvreerereereneees
6. Do you drink alcohol? Yes/No  If so, how much?

7. Do you drink coffee? Yes/No I so, how many cups?

...............................................................................

8. Do you drink tea? Yes/No  If so, how many cups per day? ........... fsowhatkind? ..........ccocceiieinnninsns
Q.mywwadadmelvawnyouw\smcdfeinaledbevmges? DN VOGN S A PRI A A NIR

10. Do you drink cola, fizzy or sports drinks? Yes/No If yes, how much?

T LD

13, How often do you eat red meat?

14, How much raw food do you eat on a daily basis? (i.e. fruit, veges)

....................................................................

15. How many glasses of water do you drink each day? ...

...........

16. How much sleep do you get? ........civmmmmmimsssiesans Do you have any problems SIEeping? ...........veresssenssa
17. How often do your bowels eliminate? ... per day, Constipation

.....................................

18. How much physical exercise do you get? ...t Spork? e
19. Are you under a doctor’s care for any iliness? Yes/No if so what?

.......................................................

20. Are you taking any medications? Yes/No U Y88, WHBLZ ....oocerurrmrremseamsssissrnrssrs b i s sniesensssnb s n b

21. What long-term medication have you been on previously?(e.g. the pill)



LIFESTYLE QUESTIONNAIRE (continued)

22. Are you taking any nutritional supplements? Yes/No Hyes whatandhow long? ...
23. On a scale of 1 to 10. rate your energy level.............. DOOS It NUCTIBIET o.oviicinvissiaonisivsmmpmssrvisessirssvssnsissssiane
24. Describe your current state of health (SYMPOMS) ... ..ot iiiiiiiin it e s reear s srr s s saeneann
25, What surgery have you had? ... ..........c....

26. Have you received treatment from Natural Therapists before? .............ccccoveviciiiinnnnanns

27. Do you use over-the-counter medication? e.g. Antacids, ASPIfiN.........c.ocoveiiirenimiinisiiiiiniisssss e

e asissrpavess N RO IOWORGINE: csoonenranes
28. If in a relationship - What is it's current and long term state? .............ccooiiiit i s e

29. Do you enjoy your work? Yes /No ’

..............................................................................................................

30. Do you live in a pleasant environment?

.............................................................................................................

31, HOW 00 YOU FRIAXS GOt @WRYT ....vivivvui oo varvnssrmsrrvarssnsss snnsisssnass isass sas sanwus sns s0e 498 0400 408 £he 400 0e v0s sos anssababrnny

32. Do you regularly practice any form of stress reduction, yoga, or meditation? Yes/No ...
33. Are you prepared to persevere at getting well? Yes/No
34. Did another person refer you? Yes/No

35. Do you sit at the table or TV for meals?

...........................................................................................................

36, How often do you have takeaways?

.................................................................................................................

37. Are you religious / philosophical beliefs important to you? Yes/No

38, Are you very sensitive to fragrances, exhaust fames or strong odours? Yes/No

39. Are you significantly bothered by video display terminals and fluorescent lights? Yes /No

40. In your work or home environment, are you exposed to any chemicals or electromagnetic radiation? Yes /Na

41, Do you eat microwaved food? Yes/NO  .......coooiieeinene NOWORBAT (it
42 Do you have a known history of significant exposure to any harmful chemicais like herbicides, insecticides,
pesticides, styrofoam, solvents or other harmful substances? Yes/No

43. Do you use any hormonal medications, in the form of pills, patches or creams? Yes/NO ...



