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Hello and welcome to the Hudson Valley Whole Llfe Center. Your nutntlonal consultation
has been scheduled for

Please arrive 15 minutes prior to your appointment time to allow for check in.

In addition to this initial appomtment we have also scheduled your follow up appointment.
That follow up appointment is scheduled for

If you are unable to keep this appointment, please call us at 845-567-9190 at least 24
~ hours prior to your appointment to reschedule or cancel.

Your fee for the Initial Consultation is $75 in addition to any whole food nutritional
supplementation that may be recommended to address your specific nutritional weaknesses.
Please read the “Whole Food Concentrates verses Synthetic Supplements™ article enclosed
before your appointment so that you will know what to expect on your first visit.

Before your first appointment there will be a few things that you need to do. Please mail or
drop off to the office at least 72 hours before your scheduled appointment:

¢ The Initial Intake form completed.

¢ The Systems Survey form completed.

¢ The 7 Day Diet Diary completed.

¢ A copy of any recent blood work

We have enclosed directions to the Center.

We look forward to meeting you and working with you.

Sincerely,

Dr. Chad Weinstein
Dr. Suzanne Tamlyn

*254 Route 17KeSuite 203*Newburgh NY 12550¢
*Phone:(845)567-91509Fax:(845)567-9197 ¢
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Welcome to Hudson Valley Whole Life Center

In order for us to give you the attention you deserve on your path to wellness, we ask you
to please be aware of the Center’s Mission, Philosophy, and Policies:

Our Mission is to assist you in achieving physical, spiritual, and emotional well-being.

Our Philosophy is to educate and empower you to live in optimal wellness. This
approach is comprehensive and compliments any existing health care program.

Tardiness Please be courteous and arrive on time for your scheduled appointment. Late
arrivals force us to deduct time from your appointment in order to keep the schedule for
other clients throughout the day.

Anyone arriving more than five minutes past their scheduled time will need to rebook
their appointment.

Cancellations We do request a minimum of 24 hours advance notice for any
cancellation or rescheduling of your appointment. Short notice or no notice will result in
an office visit charge.

Payment of Services Payment in full is expected at the time of service. The Center
receives payment in cash, check and credit form.

Returned Checks A standard fee of $35.00 will be charged for any returned checks.
I have read and understand the Center’s mission, philosophy and policies.

Print Name:

Signature:

Date:

HUDSON VALLEY WHOLE LiFE CENTER .
254 RouTE 17K, SUITE 203 » NEWBURGH NY 12550 = TeL 845.567.9190* Fax 845.567.9197
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Patient Name: Patient Date of Bicth: /

Past Medieal History
Please include any of your previous conditions,
1f possible, inclnde: dates, diagnosisptreatment received and any residuals you stilt suffer

General ealih Mistory: Have YOU had any of the following?

from.

Injuries, Accidents, Falls or Traumas ONo [Yes Explain:

Thnesses/Hospitalizations: [ONo [Yes Explain:

Surgertes: ONo OYes BExplaw

botor Vehicle Aceidenls TNe OYes Explain:

Work Injuries ONo OVes [xplam:

Females Only: Menopausal Symptoms ONone OYes Explain:

Habils
Cigarelles/Cigars | ONope OYes How much per week?
Alcohol ONope OVYes How many drinks per week?
Colfee CNone OYes How many cups per weelk? -
igercise ONone OYes Hows/days per week? N -
Water ONone OYes How many glasses per week?
Solt Drinks ONone DYes Amount per week? -
Sleep : CONone O¥es Average per night?

Do you have difficulty falling asleep or staying asleep?

Hours desired per night?
Eating Meals per day? What {ypes of [ood do you eat?

Do vou cousider your diet healthy? ONe [Ves Explain:

Have auy of your FAMILY MEMBERS ever suffercd from any of the {ollowing conditiens?

(ODiabetes DHeart Disease OStroke ONewological Disorders

OAatoimmune Disovders DCancer

DiOther




Patient Name:

T B

Personal Health History

Patient Date of Birth: / /

Medlications: Please list your current medications aud what they are taken for,

[
nyo o )

Vitamins and Miverals: Please lisl your current supplements and by who prescribed.

Cheelt the left box Tor any condition YOQU had in the PAST and the

General Health History

riglit box for any condition this is CURRIENT.

rC P C P C rc

{10 Mental Disorders 0 0O Diabetes 0O O Pneumoaia 0 0 Infective Disense
0 Epilepsy 00 Anemia 0 0 Tuberculosis 10 Fungal Infection
00 Tumors 0 0 Glauwcoma O O Hepatitts O O Clerpes

(301 Aleohohisin 0 0 Heart Disease {0 O Thyroid Disease 0 O Artheitis

1 0 Drug Addiction

{1 0 Rheumalic Fever

1 0 Parasites

11 Autosumune -
Disease

_[] 1 Cancer

0 O Scarlel Fever

00 Asthina

0 Chicken Pox

Nervous System

ILyes/Kars/Nose/Throat

Gastromtestingl

OO Venereal Infection

P

rac

P C

Musculoskeletal

) [ Depression

7 0 Vision Problems

O O Poor/Excess Appelite

P C

11 Memory

0 0 Flashing Lights

O O Excessive Thirst

1103 Iaw Pain

0 Confuzion

1 0 Black Spots

0 O Frequent Nausea

O O Diflicutty Chewing

113 Dizziness

1O Blurriness

0 0 Hemorthoids

' O [0 Face Pain

010 Fainhng

O [0 Hearing Loss

O O Black/Bloody Stools

113 Neck Pain

0 O Convulsions

O 0 Ringing in Ears

00 0 Digestive Problems

0 0. Arm/EIhow Pain

[0 Weakness

O O Swallowing Dilhiculty

[0 O Abdominal Cramping

00 Wyst/Hand Pamn

{111 Poor Balance

Cavdiovascular

0 0 Gas/Blouting

[0 Mid Back Pain

13 Twilches/Tremar

O 1 Chest Pain

O O Heartburn

0 O Lower Back Pain

1 [ Cold/Tingle Exlremities

O O Irregular Heavtheat,

0 Weight Problems

00 Thigh/Kuee Pain

{0 11 Sleeping Difficulties

[ O High Blood Pressure

0 O Gall Bladder Problems

0 10 Ankle/Foot Pain

[1 1 Headaches

00 O Shortuess of Breath

01 Liver Problems

[ O Difficulty Walking

Genilouvinary

[ 3 Lung/Congeslion Prob.

Reproductive

0 O Leg/Arm Faligue

1 [ Bladder Trouble

0 O Varicose Veins

0 O Erectile Difliculiies

01 O Panfu) Urigation

0 O Anlde Swelling

O O Sexual Dystunction

O T Incontinence

O J Menslrual lrregularity

(10 Dhseolored Unine

O O Menstrual Cramping

Females Only: When did yourmenses [irst begin?

How ofren do you have a bowel movement?

How many tupes per day do you annate?
I ) 3

Do yvour stoals OFlaat or CSink?

Do you experience any urgency, dribbling, or

incontinence?

Are your bowel movemenls consistent?

Is this urination paltern cousistent? O¥es MNo




SYSTEMS SURVEY FORM

Patient

Doctor

Birth Date r 1

Approx Weight

Date

Vegetarian: Yes [] No []

INSTRUCTIONS: Fill in only the circles which apply to you. Leave bilank if you don't have the problem.

Fill in the circle marked 2 for MODERATE symptoms (occurs several times a month).
Fill in the circle marked 3 for SEVERE symptoms (occurs almost constantly).

GROUP 1

@ OO Fillin the circle marked 1 for MILD symptoms (occurs rarely).
o] JO)
efeY | :
OOO . Leave circles BLANK if they don't apply to you!
123 123

1 OO Q Acid foods upset

2 OO QO Getchilled often

3 OO O "Lump"in throat

4 O QOO Dry mouth-eyes-nose

5 O OO Pulse speeds after meal
68 QOO Keyed up - fail to calm
7 O QOO Cut heals slowly

8 OO O Gag easily
9 O OO Unable to relax; startles easily
10 OO O Extremities cold, clammy:
11 OO QO Strong light irritates
12 QO O Urine amount reduced
13 O OO Heart pounds after retiring
14 O OO "Nervous" stomach

12 3
21 O QO Joint stiffness on arising

22 O QOO Muscle-leg-toe cramps at night
23 O OO "Butterfly" stomach, cramps
24 O QO Eyes or nose watery

25 OO QO Eyes blink often

26 O OQ Eyelids swollen, puffy

27 O OO Indigestion soon after meals

28 O OO Always seems hungry; feels
"lightheaded" often

123 .
15 O OO Appetite reduced
16 O OO Cold sweats often
17 O O QO Fever easily raised
18 O OO Neuralgia-like pains
19 O O QO Staring, blinks little
20 O O Q Sour stomach often

123
29 O O QO Digestion rapid
30 O OO Vomiting frequent
31 OO O Hoarseness frequent
32 OO O Breathing irregular

123
42 O OO Eatwhen nervous

43 O OO Excessive appetite

44 O O O Hungry between meals

45 O O QO lrritable before meals

46 QOO Get "shaky" if hungry

47 O QO Fatigue, eating relieves

48 O QOO "Lightheaded" if meals delayed

123
37 OO QO "Slow starter”

38 OO QO Get "chilled" infrequently
39 O O Q Perspire easily
40 O O QO Circulation poor, sensitive to

33 OO O Pulse slow; feels “irregular” cold
34 O OO Gagging reflex slow 41 O OQ Subject to colds, asthma,
35 OO Q Difficulty swallowing bronchitis
36 O OO Constipation, diarrhea
alternating
GROUP 3
123 123
49 OO QO Heart palpitates if meals missed 53 O OO Crave candy or coffee in
or delayed afternoons

50 OO O Aftemoon headaches
51 QO O Overeating sweets upsets

52 O O QO Awaken after few hours sleep -
hard to get back to sleep

123

56 O OO Hands and feet go to sleep
easily, numbness

57 O OO Sigh frequently, "air hunger"

58 O OO Aware of "breathing heavily"

59 OO O High altitude discomfort

60 O OO Opens windows in closed
rooms

61 OO QO Susceptible to colds and fevers

62 OO QO Afternoon "yawner"

54 O OO Moods of depression - "blues”
. or melancholy '

55 O OO Abnormal craving for sweets
or snacks -

GROUP 4
12 3
63 OO O Get “drowsy" often
84 OO O Swollen ankles, worse at night
65 OO O Muscle cramps, worse during
exercise; get "charley horses"
66 O OO Shortness of breath on exertion

67 O OO Dull pain in chest or radiating
into left arm, worse on exertion

123

68 O OO Bruise easily, "black and blue"

spots

69 O OO Tendency to anemia

70 O OO "Nose bleeds" frequent

71 O OO Noises in head, or "ringing in
ears"

72 O OO Tension under the
breastbone, or feeling of
“tightness", worse an exertion




SYSTEMS SURVEY FORM -

123

73 O QO Dizziness

74 OO O Dryskin

75 O OO Burning feet

76 O OO Blurred vision

77 O OO itching skin and feet

78 OO O Excessive falling hair

79 OO O Frequent skin rashes

80 OO O Bitter, metaliic taste in mouth
in mornings

81 O OO Bowel movements painful or
difficuit

82 O OO Worrler, feels insecure

PAGE 2

123

83 O OO Feeling queasy; headache over
eyes -

84 OO O Greasy foods upset

85 C OO Stools light colored

86 O OO Skin peels on foot soles

87 O OO Pain between shoulder blades

88 OO O Use laxatives

89 O OO Stools alternate from soft to

sy ., watery

90 O O O History of gallbladder attacks or
gallstones

123
98 OO O Loss of taste for meat
99 O OO Lower bowel gas several hours
after eating

100 O O QO Burning stomach sensations,
eating relieves

GROUP &

123
91 O OO Sneezing attacks
92 O OO Dreaming, nightmare fype bad
dreams
93 O OO Bad breath (halitosis)
94 OO O Milk products cause distress
85 O OO Sensitive to hot weather
86 OO O Burning or iiching anus
97 O QO Crave sweets

123
101 O OO Coated tongue
102 O OO Pass large amounts of
foul-smelling gas

103 O OO Indigestion 1/2 - 1 hour after
eating; may be up to 3-4 hrs.

123 (A)

107 OO0 Insomnia

108 O OO Nervousness

109 O QOO Can't gain weight

110 OO O Intolerance to heat

111 OO O Highly emotional

112 O QO Flush easily

113 QO O Night sweats

114 O OO Thin, moist skin

115 O OO Inward trembling

116 OO O Heart palpitates

117 O OO Increased appetite without
weight gain

118 O OO Pulse fast at rest

118 QO Q Eyelids and face twitch

120 QO Q lrritable and restless

121 OO O Can't work under pressure

123 (B)

122 O QO Q Increase in weight

123 OO O Decrease in appetite

124 O QO O Fatigue easily

125 OO QO Ringing in ears

126 OO O Sleepy during day

127 OO QO Sensitive to cold

128 O OO Dry or scaly skin

128 QOO Constipation

130 QOO Mental sluggishness

131 O OO Haircoarse, falls out

132 O O O Headaches upon ariging, wear
off during day

133 OO O Slow pulse, below 65

134 O OO Frequency of urination

135 QOO Impaired hearing

136 OO O Reduced initiative

GROUP 7

123
104 O OO Mucous colitis or "irritable
bowel"
1058 O QO Gas shortly after eating
108 O OO Stomach "bloating” after

123 (©
137 O OO Failing memory
138 OO O Low blood pressure
139 O OO increased sex drive
140 O OO Headaches, "splitting or
rending” type )
141 Q Q Q Decreased sugar tolerance

123 (D)
142 O O O Abnormal thirst
143 O OO Bloating of abdomen
144 O O Weight gain around hips or

waist

1456 O OO Sex drive reduced or lacking
148 OO O Tendency io ulcers, colitis
147 OO O Increased sugar tolerance
148 O O Q Women: menstrual disorders

149 O OO Young girls: lack of menstrual
function

123 (E)
150 O OO Dizziness
151 O OO Headaches
152 O QO Hot flashes
183 O OO Increased blood pressurs

154 O OO Hair growth on face or body
(female)

1858 QOO Sugar in urine
(not diabetes}

156 O OO Masculine tendencies
{female}

123 (F)-

157 O OO Weakness, dizziness

188 O OO Chronic fatigue

158 OO O Low blood pressure

160 O OO Nails weak, ridged

161 G OO Tendency to hives

162 OO O Arthritic tendencies

163 O OO Perspiration increase

164 O OO Bowel disorders

165 O OO Poor circulation

1668 OO O Swollen ankles

1867 O QO Crave sait

168 OO O Brown spots or bronzing of
skin

168 O OO Allergies - tendency to
asthma

170 O OO Weakness after colds,
influenza

171 O OO Exhaustion - muscular and
nervous

172 O OO Respiratory disorders
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SYSTEMS SURVEY FORM - PAGE 3

123
173 OO Q Apprehension
174 QOO Irritability
175 O OO Morbid fears
176 OO Q Never seems to get well
177 OO O Forgetfulness
178 O QO indigestion
1179 O OO Poor appetite
180 O QO Craving for sweets
181 OO O Muscular soreness
182 OO Depression; feelings of dread

, GROQPS
123 .

183 O QO Noise sensitivity

184 O OO Acoustic hallucinations.

185 O OO Tendency to cry without reason

186 OO O Hairis coarse and/for thinning

187 O OO Weakness

188 O QO Fatigue

189 O OO Skin sensitive to touch

190 O O Q Tendency toward hives

191: @ OO Nervousness

192 O O O Headache

123
193 OGO Insomnia
194 O OO Anxiety
185 O OO Anorexia
186 OO O inability to concentrate;
confusion

197 O O O Frequent stuffy nose; sinus
infections

188 OO O Allergy to some foods

188 QOO Loose joints ‘

123

200 OO O Very easily fatigued

201 O OO Premenstrual tension

202 O OO Painful menses

203 O O Q Depressed feelings before
menstruation

204 O OO Menstruation excessive and
prolonged

205 O OO Painful breasts

FEMALE ONLY

MALE ONLY

123
206 O OO Menstruate too frequently

207 OO QO Vaginal discharge
208 O Hysterectomy / ovaries

: removed
209 OO O Menopausal hot flashes
210 OO O Menses scanty or missed
211 OO O Acnse, worse at menses
212 OO QO Depression of long standing

IMPORTANT

Please list the five main complaints you have in the order of their imporiance:

12 3
213 OO QO Prostate trouble

214 OO Q Urination difficult or dribbling

215 O OO Night urination frequent

218 O QOO Depression

217 O OQ Pain on inside of legs or

heels

218 OO O Feeling of incomplete bowel
’ evacuation

219 GO O Lack of energy

220 O OO Migrating aches and pains

221 QOO Tire too easily

222 O OO Avoids activity

223 OO O Leg nervousness at night

224 OO O Diminished sex drive




SYSTEMS SURVEY FORM - PAGE 4§

Use the letters listed below to indicate the type and
location of your pain and sensations:

KEY

A= ACHE

B = BURNING

S = STABBING

N.= NUMBNESS

P = PINS & NEEDLES
.. . O=OTHER

AV

N
4

4
CEMTE CLEEE T K elRErssy

(oa

7
S

PLEASE INDICATE THE LEVEL OF PAIN YOU ARE EXPERIENCING

NO PAIN SEVERE PAIN

¢! 1 2 3 4 5 8 7 8 9 10

Patient Signature

Date



Daily Record of Food Intake | Your diet may be the key to better health.

Each day, record all the items you eat and drink. Be sure to include the approximate amount of each
itern. When you have completed this form, return it to your health care professional for evaluation.

Name:

' Day 1 - Date:
BREAKFAST Time:_

Standard
Process.

DINNER Time: . .

MID-DAY SNACK Time:

Meat&Daity: o _m N
Vegelables&Fruts: ot .

Breacs, Cereals, 8Grans: .

Fais (butter, margarine, olis,ete): R U OIS
" Candy, Sweets, & JunikFood: e e e e
Waterintake fl.oz): o e e S

Other Drinks: . o

AD-IMORNING SNACK Time MID-DAY SNACK Time: NIGHTTIME SNACK Time: o
Bowel Movements(tandeonsiteney): ____ __ HowsofSleep: Quality of Sleep: (gooty] 2 3 4 Sooy
Day 2 - Date:

BREAKFAST Time: LUNCH Time: DINNER Time:

Meat&Daity: e e

Vegetables & Fruts: e e e
Breads, Cereals, & Grains: __ e ; _
Fats {putter, margarine, olls, etc.):

Candy, Sweets, &JunkFoodt _— — - . R
Waterlntale (flozy: _ e e

OO DS, e e e

NIGHTTIME SNACK Time:

Snack:

Bowel Movements(and onsisticy):

Day 3 - Date:
BREAKFAST Time:

Hours of Sleep:

Quality of Sleep: ooyl 2 38 4 Bgpow)

!.yNL'H Time:

DINNER Time:

Msat & Dairy:

Vegetables & Fruits: B

Breads, Cereals, &Grains: e e e e
Fats (butter, margarine, ofls, efe): I ——— rr s+ it e nte + e £am o 1t ot s £ o
Candy, Sweets, & Junk Food: o

Water infake (fl. 02): a

OfherDrinks: R
MD-MORNNGSNACK Tone ___ _ MID-DAYSNACK Tme _ _ _  MIGHTTIMESNAGK Time: e
Snac

Bowel Movementstand consistensy):

Hours of Sleep:

Notes:

©1991 Standard Process Inc. All rights reserved. Permission to copy for distribution fo patients is granted by Standard Process Inc. L1400 10/0¢
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Day 4 - Date:
BREARFAST Time:

Meat8Da:
Vegembles & Fruits: ..
Breads, Cereals, &Grains: ...
Fats {outter, margarine, afts, ete):
Candy, Sweets, & Junk Food: -
~ Water Intake (fl. 0z): o _
Otheannks e
MID-MORNING SNACK Tiree )

Snack:

Bowel Movemems(# am‘l mtmmzqy)

Day 5 - Date:
BREAKFAST Time: | e
MeatdDaty: e

Vegelebles& Fruits:

Breads, Coreals, &Grains: ...
Fats (butter, margarine, offs, elc);
Candy, Sweets, & Junk Fo
Water Intake (f
Other Drinks: ]
MD-MDRNWGSMCK Time
Snack:

Bowel Mavements(#mzd consistericy)t

LUNCH Timee

MID-DAY SNACK Time:

T e e mm
HowrsofSteep: . -
LUNCH Time: ... .

MID-DAY SNACK Time: ...

Hours of s;feep

Day 6 - Date:

BREAKFAST Time: . .. .. LUNGH Time I .
Meat&Dairy: R . e e e
Vegelables & Fruits: B e e e e e e e e
Breads, Coreals &Grains:_ . L. e
Fats {outter, margarine, ols, elc): - e e e e et e e
Candy, Sweets, & Junk Food: e e e e . I
Weteritabe (1.02): ...
Other Drinks: . -

NAD-MORNING SNACK Time:

Snack:

Bowel Movemenis(randconsiney),

Day? Date
BREAKFAST Time: . _ ...
Meal &Dairy: . . .

Vegetables & Fruits: . _

Breads, Cereals, & Grains:

Fats {putter, margarine, oils.ete):
Candy, Sweets, & JunkFood: . .
Waterintake (. oz):
OtherDrinks: ...
BID-MORNIIG SNACK T+
Snack: _

BowelMovemmis{#andmmagg): e

MID-DAY SNACK Time: _

Hsars of Sfeep

LUNCH Time:

M;&mmmcx Time:

Hours of Sleep: _

DINNER Time:

MGH???MESNACK Time:

aualriyafsafeep (gnnun 2 3 4 Spoy)

DINNER Time:

MGH?TIMESMCK Time:

e i mitr

OualltjlofSIeep (gnad}'l 2 3 4 5(pour)

DINVER Time:

MGHTTfMESNACK Time; o

aualityafSIeep. (Qund)'l 2 3 4 5(p00r)

DINNER Timee:

MGHTHMESNACK Time:

Oualztyofsmep (good)'l 2 3 4 5(pnnr)
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