WELLNESS SURVEY

	PERSONAL DATA
	
	
	DATE:
	

	
	
	
	
	
	

	LAST NAME:


	     
	FIRST NAME:
	     
	
	

	AGE:


	     
	BIRTHDAY:
	     
	HOME:
	     

	ADDRESS:


	     
	WORK:
	     

	CITY:
	     
	STATE:
	     
	E-MAIL:
	     


	
	
	
	

	
	
	
	

	Which of these words best describes your lifestyle?
	 FORMCHECKBOX 
 Calm
	 FORMCHECKBOX 
 Active
	 FORMCHECKBOX 
 Stressed

	Do you think you get 100% of the daily nutrition needed for good health?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	Do you take nutrition supplements (vitamins, minerals, protein)?
	 FORMCHECKBOX 
 Daily
	 FORMCHECKBOX 
 Never
	 FORMCHECKBOX 
 Sometimes

	Do you experience a loss of energy during the day?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Sometimes

	Are you currently at your ideal weight?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	     If not, how much weight do you want to lose?
	      lbs.
	
	

	What other programs / products have you tried in the past?
	     

	Why do you feel these programs did not work?
	     

	Do you have cellulite that you want to get rid of?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	Do you eat three meals a day?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	     If no, which meals do you skip?
	     
	
	

	Do you have a problem with snacking?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	     If yes, at what time of day or evening is it hardest to control?
	     

	What is your favorite snack?
	     

	Where do you carry most of your unwanted weight?
	     

	Do you take vitamins or any type of nutritional supplements?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	How many glasses of water do you drink daily?
	     

	Do you eat out?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	How often?      

	Where is your energy level on a scale of 1 to 10? (10 high)
	     

	Are you currently taking any prescription medications?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	     If yes, for what?
	     

	
	
	
	

	
	
	
	


	PLEASE CHECK ALL HEALTH CONDITIONS THAT APPLY TO YOU:
	Mark with an X
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	 FORMCHECKBOX 


	Acne
	
	 FORMCHECKBOX 

	Chronic Sinusitis
	 FORMCHECKBOX 

	Hernia
	 FORMCHECKBOX 

	Premenstrual Syndrome
	
	

	 FORMCHECKBOX 

	Alcohol Consumption
	 FORMCHECKBOX 

	Chronic Sore Throat
	 FORMCHECKBOX 

	High Blood Pressure
	 FORMCHECKBOX 

	Pregnant
	
	
	

	 FORMCHECKBOX 

	Allergies
	
	 FORMCHECKBOX 

	Poor Circulation
	 FORMCHECKBOX 

	High Cholesterol
	 FORMCHECKBOX 

	Recent Surgery
	
	

	 FORMCHECKBOX 

	Alzheimer's Disease
	
	 cold hands or feet
	 FORMCHECKBOX 

	High Triglycerides
	 FORMCHECKBOX 

	Sick Child
	
	
	

	 FORMCHECKBOX 

	Anemia
	
	 FORMCHECKBOX 

	Colitis
	
	 FORMCHECKBOX 

	Hyperactive Child
	 FORMCHECKBOX 

	Skin Disorder
	
	

	 FORMCHECKBOX 

	Anxiety
	
	 FORMCHECKBOX 

	Depression
	
	 FORMCHECKBOX 

	Hypoglycemia
	 FORMCHECKBOX 

	Smoking
	
	
	

	 FORMCHECKBOX 

	Arthritis
	
	 FORMCHECKBOX 

	Diabetes Mellitus: 
	 FORMCHECKBOX 

	Infections
	 
	Stress Level :
	
	

	 FORMCHECKBOX 

	Asthma
	
	
	diet, oral med, insulin
	 FORMCHECKBOX 

	Insomnia
	
	 FORMCHECKBOX 

	Low
	
	

	 FORMCHECKBOX 

	Back Pain
	
	
	 controlled
	 FORMCHECKBOX 

	Kidney Disease
	
	 FORMCHECKBOX 

	Medium
	

	 FORMCHECKBOX 

	Bladder Infections
	 FORMCHECKBOX 

	Fatty-Food Consumption
	 FORMCHECKBOX 

	Kidney Stones
	
	 FORMCHECKBOX 

	High
	
	

	 FORMCHECKBOX 

	Bruise Easily
	 FORMCHECKBOX 

	Gall Bladder Disease
	 FORMCHECKBOX 

	Low Energy
	 FORMCHECKBOX 

	Stretch Marks
	
	

	 FORMCHECKBOX 

	Caffeine Consumption
	 FORMCHECKBOX 

	Gall Stones
	
	 FORMCHECKBOX 

	Low Sexual Stamina
	 FORMCHECKBOX 

	Ulcers
	
	
	

	
	   Amount:      
	 FORMCHECKBOX 


	Gall Bladder Removed
	 FORMCHECKBOX 

	Lupus
	 FORMCHECKBOX 

	Unhealthy Gums
	
	

	 FORMCHECKBOX 

	Calcium Deficiency
	 FORMCHECKBOX 

	Gout
	
	 FORMCHECKBOX 

	Menopausal
	 FORMCHECKBOX 

	Water Retention/Bloating
	

	 FORMCHECKBOX 

	Cancer
	
	 FORMCHECKBOX 


	Heartburn
	
	 FORMCHECKBOX 

	Menstrual Cramps
	 FORMCHECKBOX 

	Wrinkles
	
	
	

	
	   Type :      
	 FORMCHECKBOX 


	Heart Disease
	 FORMCHECKBOX 

	Migraine Headaches
	
	
	
	
	

	 FORMCHECKBOX 

	Cellulite Accumulation
	 FORMCHECKBOX 

	Arteriosclerosis
	 FORMCHECKBOX 

	Mood Swings
	
	
	
	
	

	 FORMCHECKBOX 

	Cholesterol High 
	 FORMCHECKBOX 

	Congestive Heart Failure
	 FORMCHECKBOX 

	Multiple Sclerosis
	
	
	
	
	

	 FORMCHECKBOX 

	Chronic Constipation
	 FORMCHECKBOX 

	Heart Attack
	 FORMCHECKBOX 

	Nursing Mother
	
	
	
	
	

	 FORMCHECKBOX 

	Chronic Fatigue
	
	
	
	 FORMCHECKBOX 

	Osteoporosis
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	If you were to choose 2-3 things that concern you most, what would they be?      
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	*** For best results, please fill out honestly and email to your Mentor ***
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