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**CONFIDENTIAL**
Health Questionnaire


Name__________________________________ 
Age: ________
Gender: M / F
Address: ______________________________________________________________

Email: ______________________________ 
Phone: ______________________

1. What is the main difficulty you need help with? 


2. Explain your digestion

· How often do you open your bowels

· Do you suffer from gas or wind?

· Do you have any difficulty after eating certain foods?

3. Explain your sleep

· Do you snore?






Yes / no

· Do you wake up feeling tired?




Yes / no

· Which side of your body do you sleep on?


Front / back /side

· Do you wake thirsty and with a dry mouth?


Yes / no

· Do you sleep through the night?




Yes / no

· Do you sleep during the day?




Yes / no

· Do you sleep with your mouth open or closed?

Yes / no

· How deeply do you sleep?




Deep / light

4. How many glasses of water to do you drink daily?

5. Are you allergic to anything?  

6. Please give brief details of your occupations, past and present (sitting job/standing job/heavy lifting/driving, etc).

7. Please give details of any family medical history that may affect your health.

8. If any, what medication are you currently taking?

9. If any, which exercise do you do regularly? 

10. Have you suffered from any previous illness? Please give details. 

11. Do you wear glasses? 

· If so, are you near or farsighted? 

· What is your glasses prescription?

Please complete and return before arrival.  Email to info@bodytree.org


