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Kinsei, by Libertas Ministries, SSM 
Clinic Policies and Procedures 

Don't you know that you yourselves are God's temple and that God's Spirit dwells in your midst? If 
anyone destroys God's temple, God will destroy that person; for God's temple is sacred, and you together 
are that temple. Corinthians 3:16-17 

Member-Needs and Questions 

Your questions and concerns are important to us. Should any needs or questions arise at any time, 
please ask for what you need or do not fully understand. 

Office Policies 

The services provided by the practitioners at Kinsei, by Libertas Ministries, SSM are wellness 
services, and offered on a membership basis only. It is to be understood that Rev. Dr. Buckley is not a 
“Medical Doctor” or “Surgeon” or “Physician” who “diagnoses” or treats any disease. Instead, the 
naturopathic practitioners, including Rev. Dr. Buckley, offering their services to members within the 
wellness clinic endeavor to support the body’s natural healing capacity by identifying and removing 
those factors which impair the body’s innate healing expression and to facilitate optimal bodily 
function in order to maximize their potential expression of mind-body-spirit. In short, we treat people, 
not disease. 

It is to be understood that you have the right to accept or refuse the care of any practitioner at any time. 

Emergency Situations 

If you are dealing with an emergency situation, you are advised to call 911 as we do not provide 
emergency medical care. 

Appointments 

The time scheduled with Rev. Dr. Buckley is a block of time that is set aside specifically for you. We 
do not double book appointments as in the majority of practices. Please note that we reserve the right 
to charge for appointments canceled or broken without 48-hour notice, as this time could be used 
to serve other members. We know that your time is as valuable as ours, and the doctor strives to stay on 
schedule. Typical sessions are 30 minutes. 

Member Financial Responsibility 

Unless other arrangements have been made with the doctor, donation is due at the time services are 
rendered. 

Cash, check, venmo, paypal, zelle, and credit cards are accepted.  Electronic payment systems, except 
zelle, are assessed a 5% processing fee to cover their costs   

No insurance is accepted at this time. 

Initial here: 



 

Digital Communication 
 
Short questions pertaining to previous visit and recommendations will be answered as quickly as possible via 
email or text.  As this is not a “doctors’ appointment, digital communication between the practitioner and 
yourself do not adhere to “HIPPA” guidelines.  Text communication directed to 512.327.1771 is preferable to 
email.  If questions are deemed too lengthy by the practitioner you will be advised to schedule an appointment to 
address the questions and concerns you may have.   
A few examples of what is not acceptable digital communication is, “Hey, I woke up with a sore throat and 
cough, what do I do?”  Or, “Hey, my stomach hurts, I think it’s a parasite, what should I take?”  Or, “Hey, my 
daughter has been sick for a few days, what should I give her?”  These types of questions should be redirected to 
“Hey, I would like to schedule an appointment asap.” 
 
Office Hours 
Tues – Thurs 11- 4cst      Fridays  11-3cst 
 
Donation Schedule 

 

Initial Visit: $465* 
 

Annual Membership Fee: $35.00 
 

Subsequent Visits $175 for standard 30 minute session 
 

$250 for extended 1 hr session 
 

*The initial visit is approximately one hour, and will consist of a good history, exam, along with a treatment 
if time permits. 

 
About Nutritional Products 

 

All nutritional purchases are non-refundable. 
 

Authorization and Agreements: 
 

I have read and understand and agree to the Policies and Procedures of Kinsei, by Libertas 
Ministries, SSM. I realize that unless other arrangements have been made with the doctor 
payment is due at the time the services are rendered. I further understand that I am 
financially responsible to pay for all appointments missed or without a FULL 48 hours 
cancellation notice by phone. 

 
 
 

Client Name:    
 

Client Signature: Date:   
 

Guardian or Spouse Name: Date: 
 

Guardian Signature: Date:  



National Sovereign Heritage of Boriken 
State 

International Native Taino Indigenous Church of Hope 

Kinsei, by Libertas Ministries, SSM 
Membership Agreement 

The National Sovereign Heritage of Boriken State is authorized to train, educate, and license 
Doctors of Indigenous Medicine, and Certified Practitioners and Healers from PANAM 
University of Natural Medicine, a private school credentialing under the following categories: 
Indigenous, Monastic, Holistic, Natural and Traditional Medicine. Any jurisdictional claims of 
any city, county, state or federal agencies or medical board etc. et al - are outside their 
jurisdiction and the Providers are “excepted”. The business license authorizes jurisdiction for 
the provider to practice among the membership at large in Puerto Rico and all 50 united States 
of America. The Providers and International Native Taino Indigenous Church of Hope Auxiliaries 
are a private, “members only” and not open to the public. 

Membership in Kinsei, by Libertas Ministries, SSM shall be eligible to all who give evidence to their 
faith in God and who voluntarily hold to the fundamental doctrines of the Christian faith, fellowship, or 
conduct. When a person chooses to be a part of Kinsei, by Libertas Ministries, SSM and involve 
themselves they are automatically considered a member (Ephesians 4:16). A member is one who 
attends regularly, serves at and contributes financially to Kinsei, by Libertas Ministries, SSM, or is 
seeking to be healed. 

I/WE, 

  
(Print names – New Member Name or Guardian if Applicable) 

   
Date of Birth / Date of Birth Guardian 

do hereby request membership under 
Reverend Dr. Matthew Buckley, PSc.D., CTH. and Kinsei, by Libertas Ministries, SSM 

With the signing of this agreement, I/WE, are stating that I/WE have read and agree that 
I/WE, as people, have a Divinely given right to choose any type of healing that we feel is best 
for our Mind, Body and Spirit. These options include but are not limited to: ALL forms of 
natural, Indigenous or earth based healing, Monastic, energy and spiritual healing, whether 
traditional or nontraditional, conventional or unconventional, as well as allopathic medicine. 
International Taino Church of Hope Auxiliaries are not open to the public; and all people 
seeking services are private members only. In addition, I/WE affirm and understand that 
members of the International Taino Church of Hope, are protected by the First and Fourteenth 
Amendments to the US Constitution as well as the United Nations General Assembly (10 
December 1948, Palais de Chailot, Paris). It is therefore outside the jurisdiction and authority 
of Federal, State, County, and City Agencies and Authorities concerning any and all 
complaints or grievances against the International Taino Church of Hope members and 
providers. As a member, I/we agree to take any complaint to arbitration through the Eastern 
Orthodox Ecclesiastical Court, also a part of International Taino Church of Hope. All member 
records are the property of the International Taino Church of Hope Authority and are kept 
completely private.



I/WE also attest that I am here solely on my behalf and not as an agent or representative for 
any Federal, State, County, or City Agencies. Furthermore, I/WE do not represent any 
Massage Board, Chiropractic Board, Medical Board, Zoning Board, Licensing Board, etc... 
Neither am I on a mission of entrapment or investigation on behalf of these or any other 
agencies, either on this or any subsequent visit. Any attempt to take information or matters 
outside this jurisdiction could result in a fine of up to $1,000,000.00. 
( ) Initials ( ) Guardian’s Initials 

MEMORANDUM OF UNDERSTANDING 
I/WE agree to hold the Director(s), Ministers, Healers, Practitioners, however they are titled, staff and 
other members of the National Sovereign Heritage of Boriken State, International Native Taino 
Indigenous Church of Hope and Kinsei, by Libertas Ministries, SSM harmless from any and all 
unintentional liability resulting from such care, except for harm that results from instances from a clear 
and present danger of substantive evil as determined by, International Native Taino Indigenous Church 
of Hope as stated and defined by the US Supreme Court. 

CONSTRUCTIVE NOTICE 
is hereby given to any person who enumerated in this Declaration that they may be in violation of our 
Civil and Constitutional Rights, Title 42, U.S.C 1983 et seq. Title 18, Sec 242, receives a copy of the 
Declaration, and who, acting under the color of law, intentionally interferes with the free exercise of the 
Rights retained by International Native Taino Indigenous Church of Hope members under the Ninth 
Amendment, as enumerated in this Declaration, that they may be in violation of our Civil and 
Constitution Rights, Title 42, U.S.C 1983 et seq. Title 18, Sec 241. I enclose the $35.00 USD required 
as consideration for my affiliation and membership contract. I agree to pay these fees yearly, unless 
otherwise instructed. Said term beginning with the date of the signing of this contract, and by these 
presents do hereby certify, attest and warrant that I have carefully read the above and foregoing 
National Sovereign Heritage of Boriken State contractual membership agreement and I fully 
understand and agree with same. 

I set my hand this day of , 20    . 

   
Members Signature 

   
Guardian’s Signature 

Email Phone Number  



KINSEI 
Confidential Client Information 

 
 

   Today’s Date:   _________________                   
 
Last Name: __________________________  MI: _____ First Name:__________________________  
 
Address:  
 

 
 
___________________________________________________________________________________ 
                         City            State         Zip 
 
 
Home Phone: ____________________________                       
 
Mobile Phone: ___________________________    Email: __________________________________ 
 
Sex:         M           F          D.O.B:__________________________________ 
 
Occupation: ___________________________ Employer: ___________________________________ 
 
Work Phone: _________________________ 
 
Nearest Relative: ___________________________     Phone: ________________________________ 
 
Who may we thank for referring you? __________________________________________________ 
 
Who is your primary care doctor? ______________________________________________________ 
 
Are you still under this doctor's care?        Yes         No     
 
If no, reason for leaving? ______________________________________________________________ 
 
Describe the reason you’re here:    
 
____________________________________________________________________________________
 ____________________________________________________________________________________

 
_________________________________________________________________________

 

____________________________________________________________________________________

 

_________________________________________________________________________

 

____________________________________________________________________________________

 

 
 
____________________________________________________________________________________
 ____________________________________________________________________________________

 
_________________________________________________________________________

 

____________________________________________________________________________________
_________________________________________________________________________
____________________________________________________________________________________

____________________________________________________________________________________
____________________________________________________________________________________
_________________________________________________________________________



Name: ___________________________________________  Age: ______ Sex: _____     Date: ______________ 
 
PART I 
Please list your 5 major health concerns in order of importance:
1. __________________________________________________________________________________________
2. __________________________________________________________________________________________
3. __________________________________________________________________________________________
4. __________________________________________________________________________________________
5. __________________________________________________________________________________________

PART II Please circle the appropriate number on all questions below. 
0 as the least/never to 3 as the most/always.

Metabolic Assessment Form

Symptom groups listed on this form are not intended to be used as a diagnosis of any disease or condition.  

Category I 	
Feeling	that	bowels	do	not	empty	completely	
Lower	abdominal	pain	relieved	by	passing	stool	or	gas		
Alternating	constipation	and	diarrhea		 	
Diarrhea			
Constipation			
Hard,	dry,	or	small	stool		
Coated	tongue	or	“fuzzy”	debris	on	tongue	
Pass	large	amount	of	foul-smelling	gas
More	than	3	bowel	movements	daily	
Use	laxatives	frequently	

Category II	
Increasing	frequency	of	food	reactions	
Unpredictable	food	reactions	
Aches,	pains,	and	swelling	throughout	the	body	
Unpredictable	abdominal	swelling
Frequent	bloating	and	distention	after	eating	 	
Abdominal	intolerance	to	sugars	and	starches

Category III		
Intolerance	to	smells
Intolerance	to	jewelry
Intolerance	to	shampoo,	lotion,	detergents,	etc.
Multiple	smell	and	chemical	sensitivities
Constant	skin	outbreaks

Category IV 
Excessive	belching,	burping,	or	bloating
Gas	immediately	following	a	meal
Offensive	breath
Difficult	bowel	movement
Sense	of	fullness	during	and	after	meals
Difficulty	digesting	fruits	and	vegetables;	
undigested	food	found	in	stools

Category V
Stomach	pain,	burning,	or	aching	1-4	hours		after	eating
Use	antacids
Feel	hungry	an	hour	or	two	after	eating
Heartburn	when	lying	down	or	bending	forward
Temporary	relief	by	using	antacids,	food,	milk,	or
	 carbonated	beverages
Digestive	problems	subside	with	rest	and	relaxation
Heartburn	due	to	spicy	foods,	chocolate,	citrus,
peppers,	alcohol,	and	caffeine

Category VI 
Roughage	and	fiber	cause	constipation
Indigestion	and	fullness	last	2-4	hours	after	eating
Pain,	tenderness,	soreness	on	left	side	under	rib	cage
Excessive	passage	of	gas
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Category VI (continued)
Nausea	and/or	vomiting
Stool	undigested,	foul	smelling,	mucous	like,
	 greasy,	or	poorly	formed
Frequent	urination
Increased	thirst	and	appetite

Category VII 
Greasy	or	high-fat	foods	cause	distress
Lower	bowel	gas	and/or	bloating	several	hours
	 after	eating
Bitter	metallic	taste	in	mouth,	especially	in	the	morning
Burpy,	fishy	taste	after	consuming	fish	oils
Difficulty	losing	weight	
Unexplained	itchy	skin
Yellowish	cast	to	eyes
Stool	color	alternates	from	clay	colored	to
	 normal	brown
Reddened	skin,	especially	palms
Dry	or	flaky	skin	and/or	hair
History	of	gallbladder	attacks	or	stones
Have	you	had	your	gallbladder	removed?

Category VIII	
Acne	and	unhealthy	skin
Excessive	hair	loss
Overall	sense	of	bloating
Bodily	swelling	for	no	reason
Hormone	imbalances
Weight	gain
Poor	bowel	function
Excessively	foul-smelling	sweat

Category IX 	
Crave	sweets	during	the	day
Irritable	if	meals	are	missed
Depend	on	coffee	to	keep	going/get	started
Get	light-headed	if	meals	are	missed
Eating	relieves	fatigue
Feel	shaky,	jittery,	or	have	tremors
Agitated,	easily	upset,	nervous
Poor	memory/forgetful
Blurred	vision

Category X
Fatigue	after	meals
Crave	sweets	during	the	day
Eating	sweets	does	not	relieve	cravings	for	sugar
Must	have	sweets	after	meals
Waist	girth	is	equal	or	larger	than	hip	girth
Frequent	urination
Increased	thirst	and	appetite
Difficulty	losing	weight	
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  Yes    No
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PART III
How	many	alcoholic	beverages	do	you	consume	per	week?						
How	many	caffeinated	beverages	do	you	consume	per	day?		
How	many	times	do	you	eat	out	per	week?	
How	many	times	do	you	eat	raw	nuts	or	seeds	per	week?
List	the	three	worst	foods	you	eat	during	the	average	week:
List	the	three	healthiest	foods	you	eat	during	the	average	week:
PART IV
Please list any medications you currently take and for what conditions:

Please list any natural supplements you currently take and for what conditions: 

Category XI 
Cannot	stay	asleep
Crave	salt
Slow	starter	in	the	morning
Afternoon	fatigue
Dizziness	when	standing	up	quickly
Afternoon	headaches
Headaches	with	exertion	or	stress
Weak	nails	

Category XII
Cannot	fall	asleep
Perspire	easily
Under	high	amount	of	stress
Weight	gain	when	under	stress	
Wake	up	tired	even	after	6	or	more	hours	of	sleep
Excessive	perspiration	or	perspiration	with	little	
	 or	no	activity

Category XIII 
Edema	and	swelling	in	ankles	and	wrists
Muscle	cramping
Poor	muscle	endurance
Frequent	urination
Frequent	thirst
Crave	salt
Abnormal	sweating	from	minimal	activity
Alteration	in	bowel	regularity
Inability	to	hold	breath	for	long	periods
Shallow,	rapid	breathing

Category XIV
Tired/sluggish
Feel	cold―hands,	feet,	all	over
Require	excessive	amounts	of	sleep	to	function	properly
Increase	in	weight	even	with	low-calorie	diet
Gain	weight	easily
Difficult,	infrequent	bowel	movements
Depression/lack	of	motivation
Morning	headaches	that	wear	off	as	the	day	progresses
Outer	third	of	eyebrow	thins
Thinning	of	hair	on	scalp,	face,	or	genitals,	or	excessive	
	 hair	loss
Dryness	of	skin	and/or	scalp
Mental	sluggishness

Category XV
Heart	palpitations
Inward	trembling
Increased	pulse	even	at	rest
Nervous	and	emotional
Insomnia
Night	sweats
Difficulty	gaining	weight

Category XVI
Diminished	sex	drive
Menstrual	disorders	or	lack	of	menstruation
Increased	ability	to	eat	sugars	without	symptoms
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Category XVII 
Increased	sex	drive
Tolerance	to	sugars	reduced
“Splitting”	-	type	headaches

Category XVIII (Males Only)
Urination	difficulty	or	dribbling
Frequent	urination
Pain	inside	of	legs	or	heels
Feeling	of	incomplete	bowel	emptying
Leg	twitching	at	night

Category XIX (Males Only)
Decreased	libido
Decreased	number	of	spontaneous	morning	erections
Decreased	fullness	of	erections
Difficulty	maintaining	morning	erections
Spells	of	mental	fatigue
Inability	to	concentrate
Episodes	of	depression
Muscle	soreness
Decreased	physical	stamina
Unexplained	weight	gain
Increase	in	fat	distribution	around	chest	and	hips
Sweating	attacks
More	emotional	than	in	the	past

Category XX (Menstruating Females Only)
Perimenopausal
Alternating	menstrual	cycle	lengths
Extended	menstrual	cycle	(greater	than	32	days)
Shortened	menstrual	cycle	(less	than	24	days)
Pain	and	cramping	during	periods
Scanty	blood	flow
Heavy	blood	flow
Breast	pain	and	swelling	during	menses
Pelvic	pain	during	menses
Irritable	and	depressed	during	menses
Acne
Facial	hair	growth
Hair	loss/thinning

Category XXI (Menopausal Females Only)
How	many	years	have	you	been	menopausal?
Since	menopause,	do	you	ever	have	uterine	bleeding?
Hot	flashes
Mental	fogginess
Disinterest	in	sex
Mood	swings
Depression
Painful	intercourse
Shrinking	breasts
Facial	hair	growth
Acne
Increased	vaginal	pain,	dryness,	or	itching
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Rate	your	stress	level	on	a	scale	of	1-10	during	the	average	week:
How	many	times	do	you	eat	fish	per	week?
How	many	times	do	you	work	out	per	week?
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CLIENT SYMPTOM SURVEY 
DATE_________________ 
 
CLIIENT’S NAME_______________________________________ DOB ____/____/_____  
WEIGHT_________ HEIGHT_________ BLOOD PRESSURE___________ PULSE___________ O2__________ 
This is a confidential symptom survey.  Please check each condition which is true for you. Take your time. If you are not sure the 
condition applies to you or do not understand a term, do not check the box. Use common sense. For example, Insomnia once last 
month probably isn’t that important and would not be marked. However, Insomnia 1-2 times per week is notable and would be marked.  
Please take your time… 

Primary Complaints
090 5 General Good Health 
091 5 Desires Nutritional &  
      Metabolic Analysis 
001 5 Skin Disorder 692.9 
002 5 Acne 706.1 
003 5 Psoriasis 696.1 
004 5 Urticaria (Hives) 708.9 
005 5 ADD/ADHD 314.00/314.01 
006 5 Allergies, Unspecified 477.9 
007 5 Allergic Rhinitis from food 477.1 
008 5 Sinusitis 461.9 
009 5 Alzheimer’s 331.0 
010 5 Poor Concentration/Memory 310.1 
011 5 Parkinson’s Disease 332.0 
012 5 Anemia 285.9 
013 5 Arthritic Disorder 716.90 
014 5 Osteoporosis 733.00 
015 5 Asthma 493.90 
016 5 Emphysema 492.8 
017 5 Cancer 
     018 5Breast 174.9female 175.9male  
     019 5Prostate 185 
     020 5 Lung 162.9 
     021 5Colon and Rectal 153.9 
     022 5Skin 173.9 
     023 5 Leukemia w/o remission 208.90    
Leukemia w/ remission 208.91  
     024 5 Lymphoma, malignant 202.8 
     025 5Brain Tumor, malignant 191.9 
027 5 Anxiety Disorder 300.00 
028 5 Autism 299.00 
033 5 Edema 782.3 
034 5 Eczema 692.9 
035 5 Chronic Fatigue 780.71 
036 5 Circulatory Disorder 459.9 
037 5 Heart Disease 429.9 
038 5 High Cholesterol 272.0 

039 5 High Blood Pressure 401.9 
040 5 Low Blood Pressure 458.9 
041 5 Tachycardia 
  (High Heart Rate) 785.00 
042 5 Numbness 782.0 
043 5 Constipation 564.0 
044 5 Indigestion 536.8 
045 5 Ulcerative Colitis 556.9 
046 5 Depression 311 
047 5 Diabetes Mellitus 250.0 
030 5 Diabetes Type I 250.01 
031 5 Diabetes Type II 250.02 
029 5 Hyperglycemia  

[high blood sugar] 790.29 
048 5 Hypoglycemia  
 [low blood sugar] 251.2 
049 5 Dizziness/Balance Problem  

780.4 
050 5 Ear Infection 381.4 
051 5 Epstein Barr 075 
052 5 Eye Problems 379.91 
053 5 Cataracts 366.9 
054 5 Glaucoma 365.9 
055 5 Macular Degeneration 362.50 
056 5 Fever 780.6 
057 5 Fibromyalgia 729.1 
058 5 Gallbladder Disorder 575.9 
059 5 Gout 274.9 
060 5 Headaches 784.0 
061 5 Hearing Loss 389.9 
062 5 Infertility, male 606.9 
064 5 Liver Disease 571.9 
     065 5Hepatitis 573.3 
     066 5 Hepatitis B 070.30 
     067 5 Hepatitis C 070.51 
068 5 Kidney Disorder 593.9 or        
Bladder Disorder 596.9 

063 5 Prostate Disorder 602.9 
069 5 Hyperthyroidism 242.90 
070 5 Hypothyroidism 244.9 
071 5 Systemic Lupus 710.0  
072 5 Infertility, female 628.9 
073 5 Interstitial Cystitis 595.1 
074 5 Irregular Menstrual Cycle 626.4 
075 5 Menopausal Symptoms 627.2 
076 5 Hot Flashes 627.2 
077 5 Mental Disorder 300.9 
078 5 Insomnia 780.52 
079 5 Mouth/Throat/Tongue 
080 5 Canker Sores 528.2 
081 5 Overweight 278.02 
082 5 Underweight 783.22 
083 5 Sexual Disorder 302.89 
084 5 Spinal Problems 724.9 
085 5 Obesity 278.00 
086 5 GERD 530.81 
087 5 HIV 042 
088 5 Crohn’s Disease 555.9 
089 5 Irritable Bowel Syndrome 564.1  
092 5 Normal Pregnancy v22.2 
 **only applicable if currently pregnant 
093 5 Shingles 053.9 
140 5 Migraines 346.90 
141 5 Rheumatoid Arthritis 714.0 
142 5 Non-Systemic Lupus 695.4 
143 5 Multiple Sclerosis 340 
144 5 ALS (Lou Gerigs) 335.20 
145 5 Polymyalgia Rheumatica 725 
146 5 Scleroderma 710.1 
171 5 Goiter 240.9 
178 5 Raynaud’s Syndrome 443.8 
179 5 Hemochromatosis 275.0 
180 5 Thalassemia 282.49 
181 5 Brain aneurysm 431

If necessary, please state your most significant concern… 
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General Health
100 5 Fingernail base is pink 
101 5 Fingernail base is purple 
102 5 Fingernails have ridges or white spots 
103 5 Fingernails are soft 
104 5 Fingernails are splitting 
105 5 Fingernails peel 
106 5 Pale fingernail beds 
107 5 Blacks out easily  
108 5 Balance problems 
109 5 Difficulty walking 
110 5 Has tattoos 
111 5 Brittle hair 
112 5 Dry hair 
113 5 Thin hair 
114 5 Hair loss 
115 5 Drinks alcoholic beverages daily 
116 5 Drinks less than 8 glasses of water per day 
117 5 Currently on Chemotherapy  
118 5 Currently on radiation treatment 
119 5 Had chemotherapy in the past 
120 5 Has had radiation treatments in the past 
121 5 Gained over 20 lbs in the last 12 months 
122 5 Somewhat Overweight 
123 5 Somewhat Underweight 
 

124 5 Unexplained loss of >20lbs in last 4 months 
125 5 Energy level is worse than it was 5 years ago 
127 5 Sleeps less than 6 hours per night 
128 5 Unable to recall dreams the next day 
129 5 Sensitive to chemicals, paint, fumes, cologne 
130 5 Had blood transfusion in the past 
131 5 Had transplant in the past 
138 5 Takes anti-rejection drugs 
132 5 Had a major accident or injury 
137 5 Sleep Apnea 
139 5 Toxic chemical exposure 
175 5 Has been out of the country recently 
176 5 Had childhood vaccines 
177 5 Had a vaccine in the last 12 months 
147 5 Had a flu shot last year 
182 5 Had a pneumonia vaccine last year 
183 5 Had a Hepatitis B vaccine in the last 2 years. 
Has a family history of: 

184 5 Cancer 
185 5 Heart Disease 
186 5 Diabetes 
187 5 Alcoholism 
188 5 Depression 
189 5 Obesity

Lifestyle & Environment 
 

Do you use?  5 Well Water   5 City Water Filtered? 5 Yes  5 No   Filter Type? ________________________ 
What kind of pipes are in your home? 5 Steel     5 CPVC     5 Copper     5 Pex      5 Other ______________ 

What year was your home built? ___________    Any renovations in the past year? ___________________________ 
Do you use chlorine bleach or other heavy duty cleaners in your home/work?  5 Yes  5  No    
Have you ever worked around heavy machinery, plumbing, automotive or the metallurgic industry? 5  Yes  5  No  

Explain: ________________________________________________________________________________ 
Have you ever worked around industrial solvents, chemicals or pesticides?  5  Yes  5  No    

Explain: ________________________________________________________________________________ 
 

380 5 Drinks beverages from a can 
370 5 Drinks alcohol 
371 5 Drinks caffeinated coffee 
372 5 Drinks caffeinated pop/soda 
373 5 Drinks caffeinated tea 
374 5 Drinks decaffeinated coffee 
375 5 Drinks decaffeinated pop/soda 
376 5 Drinks decaffeinated tea 
377 5 Drinks >3 cups of coffee daily 
378 5 Drinks >3 cups of tea per day 
388 5 Drinks diet pop/soda 

379 5 Drinks >1 pop/sodas per day 
I had 4 alcoholic drinks in one day: 
     172 5 never 
     173 5 more than 3 months ago 
     174 5 less than 3 months ago 
381 5 Has >5 alcoholic drinks/week 
391 5 Craves sugar / starches 
382 5 Currently smokes 
383 5 Quit smoking in last 5 years 
384 5 Smoked for >5 years 
385 5 Smokes >1 pack per day 

126 5 Rarely exercises 
133 5 Regularly exercises 
386 5 Takes Vitamins 
134 5 Vegetarian 
135 5 Eats no red meat 
136 5 Eats no meat, no dairy 
387 5 Frequent use of artificial  

sweeteners 
389 5 Anorexia 
390 5 Bulimic
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Surgeries
700 5 Tonsillectomy and/or Adenoids 
701 5 Appendix 
702 5 Gallbladder 
703 5 Thyroid 
704 5 Hysterectomy, complete 
705 5 Hysterectomy, partial 
706 5 Tubal ligation 

707 5 Breast implants 
708 5 Cancer 
709 5 Coronary by-pass 
710 5 Spinal surgery 
711 5 Extremity surgery 
712 5 Hip replacement           
713 5 Knee replacement 

714 5 Splenectomy 
715 5 Radiated thyroid 
716 5 Cataract surgery 
717 5 Hemorroidectomy 
718 5 Bariatric/Weight loss        
 Type: _________________

 
Gastrointestinal

265 5 4-5 bowel movements per week 
266 5 3 or less bowel movements per week 
267 5 6 or more bowel movements per week 
268 5 Black tarry stools 
269 5 Pale or yellow colored stool 
270 5 Blood stools 
271 5 Constipation 
272 5 Hemorrhoids  
273 5 Loose bowel movements 
274 5 Frequent diarrhea 
275 5 Frequent nausea 
276 5 Frequent vomiting 
277 5 Abdominal gas 
278 5 Belching and burping after eating 
279 5 Bloated after eating 
280 5 Severe abdominal pains 
281 5 Stomach ulcers 
282 5 Uses digestive aids 
283 5 Uses laxatives 

284 5 Immediate indigestion upon eating 
285 5 Indigestion in 2 hours or more after meals 
286 5 Indigestion within 1 hour after meals 
287 5 Difficulty swallowing 
288 5 Eating relieves fatigue 
289 5 Eats when nervous 
290 5 Excessive hunger 
291 5 Poor appetite  
292 5 Experiences fainting spells when hungry 
293 5 Feels shaky when hungry 
294 5 Frequently drowsy after eating a meal 
295 5 Gall bladder disease 
296 5 Has had intestinal worms 
297 5 Reflux/Hiatal hernia  
298 5 Liver disease 
299 5 Irritable Bowel Syndrome 
300 5 Diverticulitis 
301 5 Diverticulosis

Respiratory
485 5 Catches severe colds 
486 5 Chronic chest condition 
487 5 Chronic cough 
488 5 Constant runny nose 
489 5 COPD 
490 5 Difficulty breathing 

491 5 Frequent colds 
492 5 Frequent nose bleeds 
493 5 Frequent sinus infections 
494 5 Frequent stuffy nose 
495 5 Hay fever 
496 5 Nasal polyps 

497 5 Night sweats 
498 5 Post nasal drip 
499 5 Sneezing spells 
500 5 Spits up blood 
501 5 Spits up phlegm 
502 5 Wheezes

 
 

Mouth and Throat
400 5 Bad breath 
401 5 Bitter taste in the mouth  

in the morning 
402 5 Dry mouth 
403 5 Excessive saliva 
404 5 Sores or cracks in the  

corners of the mouth 
405 5 Glands often swell  
406 5 Frequent canker sores 

407 5 Frequent fever blisters 
408 5 Frequent sore throats 
409 5 Frequently has a sore 

tongue 
410 5 Sore gums 
411 5 Swollen gums 
412 5 Swollen tongue 
413 5 Tongue burns 

414 5 Tongue has grooves or fissures 
415 5 Tongue is coated  
416 5 Gums bleed when brushing teeth 
417 5 Toothaches 
418 5 Amalgam dental fillings 
420 5 Other dental fillings  

(gold, composite, etc) 
419 5 Has had root canal(s)

 



 

 
4 

Endocrine
245 5 Coarse hair 
246 5 Coarse skin 
247 5 Diabetic 
248 5 Excessive thirst 

249 5 Frequently feels cold 
250 5 Frequently feels hot 
251 5 Gets lightheaded when standing quickly 
252 5 Heals slowly 

253 5 Unusually jumpy or nervous 
254 5 Unusually tired most of the time

 
Cardiovascular

190 5 Cold feet 
191 5 Cold hands 
192 5 Experiences shortness of breath while sitting still 
193 5 Heart skips beats 
194 5 Tendency of High blood pressure 
195 5 Leg cramps during bedtime 
196 5 Leg cramps during daytime 
197 5 Low blood pressure at times 

198 5 Pain in leg/hips when walking 
199 5 Frequent swollen ankles 
200 5 Pains in the heart or chest 
201 5 Spells of rapid heart rate 
202 5 Troubled with blood clots 
203 5 Unusually slow pulse rate 
204 5 Varicose veins 
205 5 Heart palpitations

 
Skin

520 5 Bruises easily 
521 5 Excessive perspiration 
522 5 Frequent goose bumps 
523 5 Has acne 
524 5 Has Psoriasis 
525 5 Hives 

526 5 Itchy skin 
527 5 Problems with Eczema  
528 5 Has moles which are changing in size  

and/or color 
530 5 Skin is rough, especially on  

the back of the arms 

529 5 Skin eruptions 
531 5 Skin is tender 
532 5 Sores that heal slowly 
533 5 Troubled with boils 
534 5 Dry skin

 
Ears

220 5 Discharge from ears 
221 5 Hard of hearing 

222 5 Punctured ear drum 
223 5 Recurrent ear infection 

224 5 Ringing or noises in the ears 
225 5 Tinnitus

 
Eyes

320 5 Bloodshot eyes 
321 5 Blurred vision 
322 5 Cross eyes 
323 5 Eye pain 
324 5 Eyes feel gritty 

325 5 Eyes watery 
326 5 Mild Glaucoma 
327 5 Far sighted 
328 5 Developing cataracts 
 

329 5 Mild Macular degeneration 
330 5 Itchy eyes 
331 5 Near sighted 
332 5 Dry Eyes

Feet
350 5 Corns 
351 5 Frequent foot cramps 
352 5 Heel spurs 

353 5 Painful feet 
354 5 Plantar warts 

355 5 Swelling in the feet and/or ankles 
356 5 Plantar fasciitis 
357 5 Fungal Infection

Neuromuscular
440 5 Bites nails 
441 5 Frequent muscle soreness 
442 5 Muscle spasms 
443 5 Muscle weakness 
444 5 Tremors 
445 5 Frequent headaches 
446 5 Often dizzy 
447 5 Frequently feels faint 
448 5 Has Epilepsy 

449 5 Has motion sickness 
450 5 Has Osteoarthritis 
451 5 Has Rheumatism 
452 5 Rheumatoid Arthritis 
453 5 Joint stiffness in the 
morning 
454 5 Swollen joints 
455 5 Leg pain at rest 
456 5 Spinal curvature 

457 5 Low back pain 
458 5 Neck pain 
459 5 Pain between the shoulders 
460 5 Shoulder/arm pain  
461 5 Numbness/tingling in the body 
462 5 Sleep walks 
463 5 Stutters or stammers 
464 5 Nerve pain
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Behavior Patterns
150 5 Afraid to eat anywhere except home 
151 5 Always needs someone to advise 
152 5 Cries often 
153 5 Difficulty concentrating 
154 5 Difficulty falling asleep 
155 5 Difficulty staying asleep 
156 5 Easily angered 
157 5 Feelings are easily hurt 
158 5 Frequently becomes scared for no reason 
159 5 Frequently miserable or blue 
160 5 Has to be on guard even with friends 

161 5 Often annoyed by people 
162 5 Recurrent bad dreams 
163 5 Sometimes wishes to be dead or away from it all 
164 5 Upset by criticism  
165 5 Poor memory  
166 5 Scared to be alone  
167 5 Strange people or places cause fear 
168 5 Under considerable emotional stress 
169 5 Unhappy when other are happy 
170 5 Brain fog 
 

 
Urinary

555 5 Urinates more than 2 times per night 
556 5 Bed wetting 
557 5 Blood in the urine 
558 5 Difficulty starting urination 
559 5 Painful urination 
560 5 Frequent urination 

561 5 Troubled by urgent urination 
562 5 Incontinence when sneezing or laughing 
563 5 Loses bladder control 
564 5 Frequent bladder infections 
565 5 Frequent kidney infections 
566 5 Kidney stones

 
Men Only

585 5 Difficulty completing intercourse 
586 5 Difficulty getting or keeping an erection 
587 5 Discharge from the urethra 
588 5 Had a vasectomy 
589 5 Had difficulty fathering children 
590 5 Lumps in the testicles 

591 5 Painful genitals 
592 5 Prostate troubles 
593 5 Sores on external genitalia 
594 5 Herpes 
595 5 Sexual diseases

 
Women Only

610 5 Heavy hair growth on face or body 
611 5 Cycles are every 27-29 days 
612 5 Abnormal cycle >29 days and/or <26 days 
613 5 PMS 
614 5 Menstrual cramps 
615 5 Painful periods 
616 5 Acne worse at menstruation 
617 5 Excessive menstrual flow 
618 5 Retains fluid during periods 
619 5 Pre-menstrual depression 
620 5 Currently taking birth control medication 
621 5 Has taken birth control medication more than 1 year 
622 5 Has taken birth control medication within the last year 
623 5 Has had miscarriage 
624 5 Hot flashes 
625 5 Takes hormone replacement medication 
627 5 Diminished sexual desire 
628 5 Painful intercourse 
629 5 Poor or infrequent orgasm 

630 5 Lumps in the breasts 
631 5 Tender breasts 
633 5 Vaginal discharge 
634 5 Bloody spotting discharge 
635 5 Yeast infections 
636 5 Sores on external genitalia 
637 5 Herpes 
638 5 Sexual diseases 
639 5 Endometriosis 
640 5 Breast reduction 
641 5 Breast augmentation 
642 5 Abortion 
643 5 D&C 
644 5 Tubal pregnancy 
645 5 Uterine fibroids 
646 5 Ovarian fibroids 
647 5 Breast fibroids 
648 5 Currently Breastfeeding
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Medications 
Please list all drugs you are currently taking on a daily basis. 
 

DRUG   PRESCRIBED FOR:    HOW LONG 
 

_______________ __________________________________ _______________ 
 

_______________ __________________________________ _______________ 
 

_______________ __________________________________ _______________ 
 

_______________ __________________________________ _______________ 
 

_______________ __________________________________ _______________ 
 

_______________ __________________________________ _______________ 
 

_______________ __________________________________ _______________ 
 

_______________ __________________________________ _______________ 
 

_______________ __________________________________ _______________ 
 

_______________ __________________________________ _______________ 
 
Please list all drugs taken within the last year and/or you take as needed including over the counter 
drugs, antibiotics, aspirin, inhalers, etc.   
 

DRUG   PRESCRIBED FOR:    HOW LONG 
_______________ __________________________________ _______________ 
 

_______________ __________________________________ _______________ 
 

_______________ __________________________________ _______________ 
 

_______________ __________________________________ _______________ 
 

_______________ __________________________________ _______________ 
  

Allergies 
Please list any known allergies (ex. foods, medications, spices, environmental, etc.) 
 

5 Dairy 
5 Eggs 
5 Garlic 

5Gluten 
5 Mold 
5 Peanut 

5 Ragweed 
5 Shellfish 
5 Soy 

5 Sulfa drugs 
5 Tree nuts 
5 Wheat

5 Other _____________________________________________________________________ 
 

 

Supplements 
Please list all vitamins/herbs/supplements you are currently taking and dosages.   
VITAMIN  BRAND      DOSAGE 
_______________ __________________________________ _______________ 
 

_______________ __________________________________ _______________ 
 

_______________ __________________________________ _______________ 
 

_______________ __________________________________ _______________ 
 

_______________ __________________________________ _______________ 
 

_______________ __________________________________ _______________ 
 

_______________ __________________________________ _______________ 
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