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Cardiovascular Profile
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Is your blood pressure above |40/90?

Is your pulse after |5 minutes rest above 75!

Are you more than | 4ibs (7kg) over your ideal weight?
Do you smoke more than 5 cigarettes a day?

Do you do less than two hours exercise a week!?

Do you eat more than one spoon of sugar a day?

Do you eat meat more than 5 times a week?

Do you usually add salt to your food?

Do you have more than 2 alcoholic drinks a day?

Is there a history of heart disease in your family?

Exercise Profile

Do you take exercise that noticeably raises your

heart beat for 20 minutes more than 3 times a week!
Does your job involve vigorous activity?

Do you regularly play a sport? (football, squash, etc))

Do you have any physically tiring hobbies? (gardening, etc.)
Do you consider yourself fit?

Pollution Risk Profile?

Do you five in a city or by a busy road?

Do you spend more than 2 hours a week in traffic?
Do you exercise (jog, cycle, play sports) by busy roads?
Do you smoke more than 5 cigarettes a day?

Do you live or work in a smoky atmosphere!

Do you buy foods exposed to exhaust fumes?

Do you generally eat non-organic produce?!

Do you drink more than | unit or oz of alcohol a day?
(! glass of wine, | pint of beer, or | measure of spirits)
Do you spend a lot of time in front of a TV or YDU?
Do you usually drink unfiltered tap water!

Stress Profile
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Is your energy less now than it used to be?

Do you feel guilty when relaxing!

Do you have a persistent need for achievement?

Are you unclear about your goals in life?

Are you especially competitive?

Do you work harder than most people!

Do you easily become angry?

Do you often do 2 or 3 tasks simuitaneously?

Do you get impatient if people or things hold you up!?
Do you have difficulty getting to sleep?

Glucose Tolerance Profile
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Do you need more than 8 hours sieep a night?

Are you rarely wide awake within 20 minutes of rising?
Do you need something to get you going in the morning,
like a tea, coffee or cigarette? '

Do you. have tea, coffee, sugar containing foods or drinks,
or cigarettes, at regular intervals during the day?

Do you often feel drowsy during the day?

Do you get dizzy or irritable if you don't eat often?

Do you avoid exercise due to tiredness?

Do you sweat a lot or get excessively thirsty?

Do you sometimes lose concentration?

Is your energy less now than it used to be?

Digestion Profile

Do you chew your food thoroughty?

Do you sometimes suffer from bad breath?

Are you prone to stomach upsets?

Do you often get a burning sensation in your stomach?
Do you find it difficult digesting fatty foods!?

Do you occasionally use indigestion tablets?

Do you suffer from flatulence or bloating?

Do you experience anal irritation!

Do you have a bowel movement daily?
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Do your stools float?

Immune Profile

Do you get more than three colds a year?
Do you find it hard to shift an infection (cold or otherwise)?
Are you prone to thrush or cystitis?

Do you often take antibiotics more than twice a year?
Is there a history of cancer in your family?

Have you ever had any growths or lumps biopsied?
Do you have an inflammatory disease such as eczema,
asthma or arthritis?

Do you suffer from hayfever?

Do you suffer from allergy problems?
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Have you had a major personal loss in the last year?

Histamine Profile

Underline the folloWing that apply to you:

Sleep over 8 hours, little sex drive, much body hair, infrequent
colds, sluggish metabolism, slow to wake up, short toes and fingers,
suspicious by nature, fat or ‘well covered’, can tolerate pain.
Sleep less than 7 hours, strong sex drive, little body hair, family
history of allergies, fast metabolism, ‘morning person’, long toes
and fingers, tends towards depression, don't put on weight, poor
tolerance of pain.

Allergy Profile

Do you suffer from any of the following? Please underline.

Nasal problems, hay fever, eczema, dermatitis, asthma, migraine,
irritable bowel syndromé, frequent bloatedness, facial puffiness.
if so what!?

Do you have any allergies?
State type of reaction?

Have they been tested?

What food or drinks would you find hard to give up?

Additional Questions for Women Only
Are you pregnant? If so how many weeks? _________
Are you trying to become pregnant!

Have you ever had 2 miscarriage?
Do you have an 1UD fitted, or use the birth

control pili? State which:
Are your periods regular!
Are you post-menopausal?
Do you suffer from sny pre-menstrual bloatedness,
headaches (Please underine)
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