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FOOD PREFERENCE LIST

Please complete this form as completely as possible so that we can create a dietary program
specifically for you. The column headings are self-explanatory.

FOOD I LIKE & EAT QUANTITY TIMES PER
WEEK

FOOD I LIKE
BUT DON’T EAT

FOOD I DO NOT
LIKE OR EAT 
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DAILY FOOD RECORD 
 

USE THIS PAGE FOR ONLY ONE DAY                    NAME _____________________________ 
 
DATE: __________________   DAY (circle one): MON   TUE   WED   THU   FRI   SAT   SUN 
 
 

TIME FOOD ITEM BRAND QUANTITY REACTION 
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BASAL TEMPERATURE CHART 
 
Please follow these instructions to test your basal metabolic rate: 
 
1. Shake down the thermometer at night before bed. 
2. FIRST THING upon arising place thermometer in your armpit for ten (10) minutes. 
3. Record the results in the chart below by marking an "X" in the box corresponding to your temperature. 
4. Female patients should make a note on the chart indicating the start & finish of your menstrual cycle. 
5. Women who are menstruating should do this for thirty (30) days. 
6. Men & non-menstruating women should do this for seven (7) days. 
 
DATE  

 
TEMP  

 

                              

99.5                               
99.4                               
99.3                               
99.2                               
99.1                               
99.0                               
98.9                               
98.8                               
98.7                               
98.6                               
98.5                               
98.4                               
98.3                               
98.2                               
98.1                               
98.0                               
97.9                               
97.8                               
97.7                               
97.6                               
97.5                               
97.4                               
97.3                               
97.2                               
97.1                               
97.0                               
96.9                               
96.8                               
96.7                               
96.6                               
96.5                               
96.4                               
96.3                               
96.2                               
96.1                               
96.0                               
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Part XIII – Metabolic Clearing Assessment

Check the box that best describes the frequency AND severity of your symptoms over the last 30 days. If you
have completed this questionnaire within the last 30 days, please fill it out based on your symptoms over the
last 48 hours.
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1 2 3 4
 1 Nausea or vomiting
 2 Diarrhea
 3 Constipation
 4 Bloated feeling
 5 Belching, or passing gas
 6 Heartburn
 7 Watery or itchy eyes
 8 Swollen, reddened or sticky eyelids
 9 Bags or dark circles under eyes

 10 Blurred or tunnel vision (excluding near or
far-sightedness).

 11 Headaches
 12 Faintness
 13 Dizziness
 14 Insomnia
 15 Itchy ears
 16 Earaches, ear infections
 17 Drainage from ear
 18 Ringing in ears, hearing loss
 19 Stuffy nose
 20 Sinus problems
 21 Hay fever
 22 Sneezing attacks
 23 Excessive mucus formation
 24 Chronic coughing
 25 Gagging, frequent need to clear throat
 26 Sore throat, hoarseness, loss of voice
 27 Swollen or discolored tongue, gums, lips
 28 Canker sores
 29 Irregular or skipped heartbeat
 30 Rapid or pounding heartbeat
 31 Chest pain
 32 Chest congestion
 33 Asthma, bronchitis
 34 Shortness of breath
 35 Difficulty breathing
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1 2 3 4
 36 Pain or aches in joints
 37 Arthritis
 38 Stiffness or limitation of movement
 39 Pain or aches in muscles
 40 Feeling of weakness or tiredness
 41 Acne
 42 Hives, rashes, or dry skin
 43 Hair loss
 44 Flushing or hot flashes
 45 Excessive sweating
 46 Fatigue or sluggishness
 47 Apathy, lethargy
 48 Hyperactivity
 49 Restlessness
 50 Mood swings
 51 Anxiety, fear or nervousness
 52 Anger, irritability, or aggressiveness
 53 Depression
 54 Poor memory
 55 Confusion, poor comprehension
 56 Poor concentration
 57 Poor physical function
 58 Difficulty making decisions
 59 Stuttering or stammering
 60 Slurred speech
 61 Learning disabilities
 62 Binge eating/drinking
 63 Craving certain foods
 64 Excessive weight
 65 Compulsive eating
 66 Water retention
 67 Underweight
 68 Frequent illness
 69 Frequent or urgent urination
 70 Genital itch or discharge
 71 Intestinal and/or stomach pain



The Hormone Balance Test 
 
Check each symptom that applies to you  
 
Group 1 
 

 Insomnia  
 Early Miscarriage  
 Painful or lumpy breasts  
 Unexplained weight gain  
 Cyclical headaches  
 Anxiety  
 Infertility  

 
Total Checked _____/ 8     % _____ 
 

Group 2 
 

 Vaginal dryness  
 Night sweats  
 Painful intercourse  
 Memory problems  
 Bladder infections  
 Lethargic depression  
 Hot flashes  

 
Total Checked _____/ 7     % _____  
 

Group 3 
 

 Puffiness and bloating  
 Cervical dysplasia (abnormal pap test)  
 Rapid weight gain  
 Breast tenderness  
 Mood swings  
 Heavy bleeding  
 Anxious depression  
 Migraine headaches  
 Insomnia  
 Foggy thinking  
 Red flush on face  
 Gallbladder problems  
 Weepiness  

 
Total Checked _____/ 13       % _____  
 

Group 4 
 
This group is a combination of the 
symptoms in groups 1 and 3. If you’ve 
checked two or more in each of these two 
groups, you may belong to this group.  
 
Total Checked _____  
 

Group 5 
 

 Acne  
 Polycystic ovary syndrome  
 Excessive hair on the face and arms  
 Hypoglycemia  
 Thinning hair on the head  
 Infertility  
 Ovarian cysts  
 Midcycle pain  

 
Total Checked _____ / 8      % _____  
 

Group 6 
 

 Debilitating fatigue  
 Unstable blood sugar  
 Foggy thinking  
 Low blood pressure  
 Thin and/or dry skin  
 Intolerance to exercise  
 Brown spots on face  

 
Total Checked _____ / 7      % _____  
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