
 
 
PATIENT INFORMATION   (OFFICE USE)    Ins  Code_______Pat ient  ID     DR.  
Please  g ive your  Dr iver ’ s  l i cense and  insurance  card  to the  f ron t  desk  so  they  can  make a  
copy  fo r  your  records .  
Pat ien t  Name:  Las t  _______________________ Fi r s t  __________________________  Date  
______/______/______ Address  ________________________________ C i t y  
____________________  Sta te_______  Z ip_______________ Phone (____)  ____-   ______    
Dr iver ’ s  L i cense  #  ___________________ __B i r thda te_____/_____ /_____  Age____  
Sex:  ___M___F   Pa t ient  Soc .  Sec .  #  ________-________-_________ Mar i ta l  S ta tus   S   M  D   W    
Chi ld ren  #  ____ Spouse’ s  Name _______________________  Person  respons ib le  fo r  payment  
_______________________________ Pat ien t  emp loyed  by  ______________________________ 
Occupat ion  _____________________________________ Work  phone (____) _______-________ 
Refer red  by _______________________ E-ma i l  ______________________  

 
CURRENT COMPLAINTS /  HEALTH GOALS:      
             
             
             
             
HEALTH HISTORY 
Please  ind i ca te  whether  the  fo l lowing  app l ies  to  the  “ I ”  I nd iv idua l ,  “ F ”  Fami ly  Member ,  
or  “B ”  Both .  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Please  l i s t  a l l  Cur ren t  Medica t ions  and Supp lements :       
             
             
             
             
  
WEIGHT LOSS GOALS & HISTORY 
 
I f  you  want  to  lose  we ight ,  how much we igh t  do  you want  to  l ose? 

� Abdomina l  Pai n       �   D is l oca ted  Jo in t s �  H igh  B lood Pressure �  Mu l t ip le  
Sc le ros is  

� Al le rg ies       �   D izzi ness  �  H ip  Pa in  �  Neck  
Pa in 

� Ang ina       �   Duodenum Ulcer  �  HIV/A IDS  �  Os teoporos is  
� Anorex ia       �   Emphysema  �  Hyper tensi on  �  

Pa in fu l  Ur ina t ion 
� Aor t i c  Aneurysm      �   Ep i l epsy  �  Hyper thyr o id ism  �  

PMS 
� Ar th r i t i s        �   Esophagea l  Cancer  �  Hypo thyroi d i sm  �  

Po l io 
� Asthma       �   Fa int i ng  �  I r regu la r  Bowe l  Hab i t s �  Pro fuse  

Menst rua l  
� Blood  D isorder      �   F ib r omya lg ia  �  I r regu la r  Mens t rua l  �  Pros ta te  Cancer 
� Bone Cancer      �   Gouty  Ar th r i t i s  �  K idney  D i sease  �  Pros ta te  

Prob lems 
� Bra in  Cancer      �   Hay  Fever  �  K idney  S tones  �  Rap id  

Hear t  Ra te 
� Breas t  Soreness      �   Headaches  �  Knee Pa in  �  Rec tum 

Cancer 
� Breas t  Cancer       �   Heart  A t tacks  �  Leg  Pa in  �  Sco l ios is  

B l i H t D i L i D i Sh ld

Pat ien t  uses a lcoho l :     �   Excess ive ly    �  Modera te ly    �  Occas iona l l y    �   Rare l y    �  
N Q i t

Pat ien t  Smokes :      �   2+ Packs  per  day    � 2  Packs  per  day    �  1  Pack  per  day     � ½ Pack  
per  day  o r  l ess 
                               �   Never                      �  Qu i t  (how long  ago)  

Please  l i s t  any  perv ious i n ju r ies  and/o r  acc ident s  w i th  
date__________________________________________________ 
_____________________________________________________________________________________________
_______ 
Past  Surg ical  H is to ry  ( I nd ica te  da te,  l oca t ion ,  surgeon ’s  name,  t ype  o f  surgery ,  and 
compl i ca t ions)  
_____________________________________________________________________________________________
_______ 
_____________________________________________________________________________________________



� 5-10  lbs 
� 10-20  lbs 
� 20-30  lbs 

� 30-40  lbs 
� 40-50  lbs 
� 50 lbs .  + 

 
What  wou ld  you cons ider  your  idea l  we igh t  to  be? _______ lbs.  
 
In  your  own words ,  wou ld you  descr ibe  your  body  as :  

� Loose 
� F labby 
� Sk inny 

� Toned 
� St rong 
� Other :_____________________ 

 
Do you  ga in  weigh t  eas i l y? Y    N 
 
Lose  we igh t  eas i l y?  Y N 
 
Do you  usua l l y  rega in  the  we igh t  you have  los t  on  a  d ie t? Y N 
 
How long  have you  kep t  t he  we igh t  o f f ,  a f te r  havi ng  los t  i t ?  

� 1  month 
� 2  months 
� 3-6  months 

� 6-12  months 
� Over  a  year .  

 
 
EATING HABITS 
 
Check  i f  you ea t ,  d r ink  or  use :  

� Cof fee  /Tea 
� Processed  Meats 
� Ref ined  sugars  
� Candy 

� Soda/Pop 
� Sa l t  
� Fr ied  Foods 
� Margar ine 

� Ar t i f i c ia l  
Sweeteners 

� Choco la te 

 
Descr ibe  your  da i l y  wa ter  in take :  

� 2-4  g lasses 
� 4-6  g lasses 
� 6-8  g lasses 

� 8-10  g lasses 
� 10 o r  more 

 
What  o ther  l i qu ids  do  you d r ink  regul a r l y? 

� Soda 
� d ie t  sodas 
� co f fee 

� j u i ces 
� mi lk   
� tea   

� a lcoho l  
� o thers 

 
How many cups  o f  co f fee / tea /d ie t  soda do  you  d r i nk  each  day? 

� 2-4  g lasses 
� 4-6  g lasses 
� 6-8  g lasses 

� 8-10  g lasses 
� 10 o r  more 

 
Do you  mon i t or  your  sa l t  i n take?  __yes  __no 
 
Do you  avo id foods  w i th  add i t i ves  o r  p reserva t i v es?  __yes  __no 
 
Do you  fee l  “ o ve r - fu l l ”  o r  uncomfor tab le  a f te r  meals?  __________ 
 
How many t imes  do  you  eat  each  day  ( i nc lud ing  snacks)? 

� 5-7  t imes 
� 3-5  t imes 

� 1-3  t imes 
� l ess  than  twi ce  a  da i l y  

 
When do  you  usua l l y  ea t  your  las t  mea l? 

� 3-6pm 
� 6-9pm 

� 9-12am 
� a f te r  m idn ight  

 
Are  you  hungry  shor t l y  af te r  you  ea t ?  __yes  __no __somet imes 
 
Do you  ge t  s l eepy  dur ing the  day?  __yes  __no  __somet imes 
 
I f  so ,  When?  

� 8am-  noon   
� 1-4pm 

� 4-8pm 

 
How many hours  o f  s leep  do you  ge t  a n igh t?   

� 2-4 
� 4-6 
� 6-8 

� 8-10 
� 10-12 

 



Do you  ever  get  shaky?  __yes  __no 
 
What  foods  do you  c rave?  

� fa ts   
� sugars   
� choco la te 

� sa l t s   
� a lcoho l  
� bread   

� pas t ry 
� da i ry  
� carbohydra tes 

 
Do you  have  to  ea t  ou t  f requent l y  for  bus iness  r easons? ___yes  ___no  
 
Do you  ea t  when you  a re :  

� Depressed 
� St ressed 
� happy   

� not  hungry 
� f rus t ra ted 

 
How wou ld  you ra te  your  metabo l i sm? 

� Slugg ish 
� Slow 

� Medium 
� fas t  

 
Are  you  a l le rg ic  to  any  o f  the  fo l lowing  foods? 

� sea food 
� nuts 
� wheat  

� da i ry   
� gra ins 
� corn 

� f ru i t   
� sugars 
� o ther :  

 
 
 
EXERCISE HABITS 
 
Are  you  fo l l owing  an  exerc ise  p rogram? __Yes  __No 
 
What  t ime do you  usua l l y  work  ou t?   

� 6-9am 
� 9-12pm 

� 12-3pm 
� 3-6pm  

� 6-9pm 
 

 
Do you  s t re t ch  be fo re  work ing  ou t?  ___yes  ___no  
 
Do you  incorpora te  we ight s  ( res is tance)  in to  your  workou t  rou t ine?  ___yes  ___no 
 
What  i s  your  da i l y  ac t i v i t y  leve l? 

� Low 
� Modera te 

� Medium 
� very  ac t i ve 

 
 
MERIDIAN TESTING CONTRAINDICATIONS 
 
Do you  have  a  pacemaker  __Yes  __No 
 
Are  you  cur r ent l y  do ing  a  nu t r i t i onal  de tox i f i cat i on  p rogram o r  pur i f i cat i on?  __Yes  __No 
MERIDIAN ASSESSMENT 
Please  use  the  fo l low i ng  key  to  i nd ica te  your  responses to  the  fo l l ow ing  quest i ons :  

1= Never 2=Rare ly 3=Somet imes         4=Frequent l y    5=  Da i l y  
 
Mark only one answer for each question. 
Meridian Question Rating 

LY Do you experience recurrent infections, sinusitis, postnasal drip, or swollen lymph nodes, 
etc.? 

 

LU Do you experience recurrent respiratory infections, coughs, bronchitis, pneumonia, asthma, 
etc.? 

 

LI Do you experience bouts of diarrhea or constipation, gas, bloating, etc.? 
 

 

NE Do you experience irritability, nervousness, trembling, anxiety, or memory problems?  

CI Do you have cold fingers or toes, blood pressure problems, varicose veins, arteriosclerosis, 
etc.? 

 

AL Do you react to pollens, molds, foods, seasonal irritants, perfumes, animal dander, etc.?  



OR Do you have slow metabolism, are you always hungry, have low energy at specific times of 
day? 

 

TW Do you have mood swings, problems sleeping, are you always cold, have chemical 
imbalances, etc.? 

 

HT Do you experience palpitations, arrhythmia, impairments from prior infections, weak 
valves, etc.? 

 

SI Do you have recurrent yeast infections, frequent antibiotic use, poor diet gas, bloating, etc.?  
GV Do you experience spinal stiffness or pain, headaches, mental confusion, depression, etc.?  
PA Do you have diabetes, hypoglycemia, irritability, shaking if you skip a meal, etc.?  
SP Do you experience chronic fatigue, recurring infections, lowered immune response, etc.?  

LV Do you experience jaundice, high cholesterol, discomfort in the liver region, blood 
disorder, etc.? 

 

JO Do you have arthritis, back pain, discomfort when moving, weather triggered ailments, 
etc.? 

 

ST Do you experience digestive disturbances, acid reflux, burping or upper digestive bloating 
meals, etc.? 

 

FI Do you have fibromyalgia, rheumatism, carpel tunnel, slow recovery after exercise, etc.?  
SK Do you have rashes, dryness or cracking, scaly patches, eczema, acne, psoriasis, etc.?  
FA Do you have lipomas, degenerative liver disease, breast tumors, problems burning fat, etc.?  

GB Do you have a history of gallstones, discomfort after eating rich foods low fat metabolism, 
etc.? 

 

CV Do you experience impotence, miscarriages, sterility, gynecologic or genital disorders, 
etc.? 

 

KI Do you experience edema, gout, pain in the lower back, burning urination, kidney stones, 
etc.? 

 

UB Do you have recurring infections, itching or yeast problems, painful urination, “leaking”, 
etc.? 

 

Female Do you have PMS, menstrual pains or discomfort, irregular periods, mood swings, hot 
flashes, menopausal symptoms, etc.? 

 

Male Do you experience urinary discomfort, frequency of urination, etc.?  

Teeth Do you have sensitive teeth or experience pain or discomfort in the teeth, gums, or jaw 
region? 

 

Stress Do you experience stress from work, finances, society, or relationships that you feel cause 
physical ailments? 

 

Energy Do you lack motivation, drive, perseverance, stamina, or endurance?  
Well-
Being 

Do you lack a sense of happiness, joy, feelings of fulfillment, a positive outlook on life?  

Immune Are you susceptible to infections, allergies, or sensitive to pollution, or work environment?  
 


