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Energy Medicine Bay Evaluations Today’s Date: ___
Name: Sex: ( M/F )
Street: City: Zip:
Phone #: (H) ( ) (W) ( ) (C)( )
Email: DOB: / / Age: Ht: Wt:
Married / Divorced / Single / Widowed / Separated / Partnered (circle one) Place of Birth:
Emergency Contact’s Name and Phone #:
Occupation:

Occupational Stresses (Chemical, physical, psychological, etc.):

Referred by: Physician: Phone:

Main Concern/health issue:
List your top 3 main complaints and circle the ONE you want us to focus on during the evaluation

(M

(2)

3)

Recent Exams: (give dates)

Physical: Eye: Dental:
Ob/Gyn: Specialist:

What is your philosophy of health care?:

Do you have health questions that do not get answered at the doctor’s office?: (Y / N)

During your Bay Evaluation, we will be evaluating four areas that are usually the cause of any illness/injury; structural,

chemical, emotional and energetic.

STRUCTURAL
1. Please list all physical pain and complaints you are currently experiencing.

Please circle: headaches / shoulders / neck / mid-back / low back / arm / elbow / hand / leg / knee / hip / feet

CHEMICAL

1. Describe all forms of chemical stress you have been exposed to as part of your employment or lifestyle.
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Please fill out the following questions and check the internal organ systems that are out of balance. Instructions: Below is a list of condi-
tions which may seem unrelated to the purpose of your session. However, there are many conditions that respond favorably when treatment
is given that increases your body’s ability to function correctly. Please check the symptoms you have experienced in either (or both) of the

chronic (recurrent symptoms) or acute (symptoms you have now.)

Hemorroids
Frequent Vomiting
Colitis / Diverticulitis

Tremors in hands or feet
Knee Pain / Hip Pain (circle one)
Joint Pain or loss of function

Gastro-intestinal Structural/Neurological
Acute Chronic Acute Chronic
Digestive Complaints Headaches
Stomach Pain Muscle Cramps / Muscle Spasms
Ulcers Neck Pain
Frequent Heartburn Jaw Pain
Nausea Dizziness
Frequent Diarrhea Back Pain
Frequent Constipation Shoulder / Elbow / Wrist Pain (circle
Irritable Bowel Numbness/Tingling

Black or bloody stool
Gallbladder Trouble
Frequent Burping/Belching

T
T

Osteoporosis / Osteomalacia
Current bone fracture or injury
Tendonitis / Bursitis

Immune Response Cardiovascular
Acute Chronic Chronic
Frequently Sick Irregular Heartbeat
Frequent swollen glands/sore throats Heart Murmur/Palpitations
Depression and/or Anxiety High or Low Blood Pressure
Achy Joints / Muscle Pain Chest Pain
Headaches/migraines Previous Heart Trouble
Recurrent Digestive Complaints Poor Circulation
Chronic Fatigue Previous Heart Surgery
Food Allergies Varicose or Spider Veins
Eczema or Hives Hands and Feet cold all the time
Respiratory Genito-Urinary
Acute Chronic Acute Chronic
Chronic Cough Too Frequent Urination
Asthma Discolored or foul smellin urine
Emphysema Blood in urine
Recurrent Head Colds Recurrent Kidney or Bladder Infections
Recurrent Sinus Infections Kidney Stones
Recurrent Bronchitis Bedwetting
Smoker Inability to control bladder
Eyes / Ears Miscellaneous
Acute Chronic Acute Chronic
Recurrent Ear Infections Difficulty Sleeping
Eye Infection Restless / Uneasy Sleep
Slowly Losing Vision Edema
Floater in Eyes Unusual swelling in arms or legs
Glaucoma
Macular Degeneration For Men Onl
Cataracts Acute Chronic

Patient Name:

Diabetic Retinopathy

Date:

Prostate Trouble
Urination Problems
Reproductive Problems
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Endocrine (Glandular)

Acute Chronic

Cold Hands and Feet

Low Blood Pressure

Weight Problems (over or under)
Thyroid Problems

Diabetes

Irritable if meals are missed
Anxiety / Nervousness / Irritabilty
Dizzy upon standing too quickly
Weak and Shaky

Hyperactive Behavior
Depression

Very susceptible to infections
Frequent Headaches

Digestive Complaints

TR

List Nutritional Supplements you are presently taking:

SIRIA

For Women Only

NI

AN

Recurrent urinary tract infections
Yeast Infections

Vaginal Discharge

Menstrual Irregularity

Cramping

Mood Swings / Depression
Pre-menstrual Syndrome
Infertility

Frequent Miscarriages

Hot Flashes

Currently taking hormone medication

Currently taking birth control pills
Lumps in Breasts

Uterine Cysts / Ovarian Cysts
Bladder leaks too easily
Endometriosis

List Prescription Medication you are presently taking:

List foods you love to eat:

List foods you like to eat:

List foods you avoid or cannot eat/tolerate:

EMOTIONAL

Describe any significant mental or emotional stress you have encountered in the past or present.

ENERGETIC

Please describe any energetic disturbances or insults you are experiencing now or in the past:

Patient Name:

Date:
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Chief Complaint Worksheet
Symptom/Complaint:

Onset (What caused it & When did it begin?):

Provoke (What worsens the complaint: position, activity, stress, food/drinks, motion, etc.?):

Palliative (What makes it better: ice, massage, position?):

Quality (Describe what you feel. Is it sharp/dull, burning/aching, throbbing/constant, stabbing/shooting, pinpoint/general):

Radiation (Does the pain travel from one area to another?):

Reference: What is the worse pain you’ve ever experienced?:

Severity:

At Its Worse:
012345678910 012345678910

Percent of time: Percent of time:

Timing: (Is the pain constant or intermittent? Has the pain occurred before? Does it change with time of day or day of week?):

At Its Best:

Possible Hospitalization Correlation:

Possible Infection Correlation:

Possible Traumatic Correlation:

Possible Surgical Correlation:

Possible Medication Correlation:

Possible Genetics Correlation:

Please mark where you have pain or symptoms. Write down how it
stabbing or dull, throbbing or constant:

feels, such as deep or surface,

5\ 1 i
e 3{ | &—co [

T 3 | g Co_F*

Patient Name: Date:
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Metabolic Assessment Form

Name: Age: Sex: (M/F) Date:

Please list the 5 major health concerns in your order of importance:

(1)

(2)

(3)

(4)

(5

Please circle the appropriate number “0 - 3” on all questions below.

0 as the least/never to 3 as the most/always.

Category | Bitter metallic taste in mouth,

Feeling that bowels do not empty completely......... 0123 especially in the morning..........cccovevevnivnennnnnnn.n. 0

Lower abdominal pain relief by passing stool or gas..0 1 2 3 Unexplained itchy skin .........cccovvivieeiniiininnns, 0123
Alternating constipation and diarrhea................... 0123 Yellowish cast to eyes.........oeevvvnievinnenvenenannnnnn, 0123
Diarrhea ......covviiii 0123 Stool color alternates from clay colored

Constipation ........ovueiiiiii e 0123 LoiNOrMAL BEOWH vosvnsusssmasssmii e 65855k euncmenonree s 0123
Hard, dry, or small Stool .............coveniuveeenenannnn... 0123 Reddened skin, especially palms ...............ecuvn.... 0123
Coated tongue of “fuzzy” debris on tongue ............ 0123 Dry or flaky skin and/or hair ............cceovuvuinnn.. 0123
Pass large amount of foul smelling gas................... 0123 123
More than 3 bowel movements daily .................... 0123 123
Use laxatives frequently ..............cccvveuiinenncnnnnn.. 0123 ategory VI

Category |l Crave sweets during the day ............cceuvuernannnn... 0123
Excessive belching, burping, or bloating................ 0123 Irritable if meals are missed ..........cc.cvevvnenennnnnn.. 0123
Gas immediately followingameal ....................... 0123 Depend on coffee to keep yourself going or started ..0 1 2 3
Offensive breath ........ccooveiveiiiiiiiiiiiiee i, 0123 Get lightheaded if meals are missed .................... 0123
Diffi cult bowel movements ............cceevvuvevrennnn... 0123 Eating relieves fatigue ..........c.cocovevveieninninnannn., 0123
Sense of fullness during and after mealts................ 0123 Feel shaky, jittery, or have tremors...................... 0123
Difficulty digesting fruits and vegetables; Agitated, easily upset, nervous.................ccu.n..... 0123
undigested foods found in stools .............ccveuennn... 0123 Poor memory/forgetful .........cccoeveiveeinenaniinininn, 0123
Category il Blurred Vision........oovuiriniiiiiiie e, 0123
Stomach pain, burning, or aching 1- 4 Category Vii

hours after eating.........c..cooveiviniiiiniinieiennnn., 0123 Fatigue after MealS: vu: ssesimsavensssissons vossnssansonve es 0123
Use antacids Crave sweets during the day ..........ccceveuvueunnnnn.n.. 0123
Feel hungry an hour or two after eating ................ 0123 Eating sweets does not relieve cravings for sugar ..... 0123
Heartburn when lying down or bending forward....... 0123 Must have sweets after meals .............ccvenenennn... G123
Temporary relief from antacids, food, Waist girth is equal or larger than hip girth ............ 0123
milk, carbonated beverages..............c....oeevunnn... 0123 Frequent Urnation .. e essssessssin sss ssssneinsnamonenas 0123
Digestive problems subside with rest and relaxation .0 1 2 3 Increased thirst and appetite................ccuuveen..n. 0123
Heartburn due to spicy foods, chocolate, citrus, Difficulty losing weight........ccoovviiiiiiinineinnnnnnnn, 0123
peppers, alcohol, and caffeine .............ccoccvuenennn. 0123 Category VI

Category IV Cannot stay asleep........cocvuviviiueiniiniiniieinannnn.. 0123
Roughage and fiber cause constipation.................. 0123 Crave salt ....ooveieiiniiiiic e 0123
Indigestion and fullness lasts 2-4 Slow starter in the morning ..............c.cveuvenennnn... 0123
hours after eating...........ccovvuviiiiiiiiiiiiinen, 0123 Afternoon fatigue ..........oeuveiveviiiiniiniiiiieinnenn.s 0123
Pain, tenderness, soreness on left side Dizziness when standing up quickly...................... 0123
UNder rib CaGE .. .uvuvueriein i 0123 Afternoon headaches..........ccvvvvvvininennnneninannnn., 0123
Excessive passage of gas........c.cvvevveviviiiinininnnnnnn. 0123 Headaches with exertion or stress ....................... 0123
Nausea and/or vomiting ............c.oeuvevininineenennnn, 0123 Weak Nails........oeuveiviiiiiiiiiiiie e 0123
Stool undigested, foul smelling, Category IX

mucous-like, greasy, or poorly formed .................. 0123 Cannot fall asleep ........ccovivvieiinrieinieinannanninnn, 0123
Frequent Urination.....ccceceveerersrncneseecncnsnessananes 0123 Perspire @asily .........ouuuiviiniiniiiiei e, 0123
Increased thirst and appetite ...............ccceeunnnn... 0123 Under high amounts of Stress .........oveuveuvueernanenn.. 0123
Difficulty losing weight.........ccoovuiviiiiiininiiininan, 0123 Weight gain when under stress ..............cccvevvn..... 0123
Category V Wake up tired even after 6 or more hours of sleep ...0 1 2 3
Greasy or high-fat foods cause distress ................. 0123 Excessive perspiration or perspiration with ............ 0123
Lower bowel gas and or bloating......................... 0123 little or No actiVity ....vvvvevviinienieieeeeeiennnnnn, 0123
several hours after eating..............ocvvuiuivennennnn. 0123

Patient Name: Date:
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Category X

Tired, sluggish ......coovviiiiiiii e
Feel cold - hands, feet, all over.................oooeues

Require excessive amounts of sleep to

function properly .....ooeeiiiiiiiiiii e
Increase in weight gain even with low-calorie diet ...
Gain weight €asily ....coeveveiriiiiiiiiiiiiiiiiienian.,
Difficult, infrequent bowel movements .................
Depression, lack of motivation ...........................

Morning headaches that wear off

as the day progresses .........ooeveiiiiniiniinienneninnns
Outer third of eyebrow thins................c..oooiai,

Thinning of hair on scalp, face, or genitals or

excessive falling hair ...,
Dryness of skin and/orscalp .......ccccoeeviiiiiniinnnn.n,
Mental sluggishness.........cooevviiiiiiiiiiiiiiiienn

Category XI

Heart palpitations .........cooeiuiiiiiiiiiiiiiiiiien,
Inward trembling.......ccouiiiiiiiiiiiiie
Increased pulse even atrest .......cceevviiiininnnnnnn..
Nervous and emotional.........covevveiiiiiiiiniiiiannn...
INSOMINIA .. .eitiitiieii e
Night SWeats ....ooviniiiiiiiiiie e,
Difficulty gaining weight.......cooveiviiiiiiiiiiniinennn,

Category Xl

Diminished sex drive ........ccoeviiiiiiiiiiiiiiiienannn,
Menstrual disorders or lack of menstruation ...........
Increased ability to eat sugars without symptoms.....

Category Xili

Increased seX drive .......ccoueviiiiiiiiiiiiiiiieieinenens
Tolerance to sugars reduced ..........ccovvveninnennnnnn..
“Splitting” type headaches............ccoeveiiiiinnininnnn.

Category XIV (Males only)

Urination diffi culty or dribbling............c.ccoooai. .
Frequent urination.........cooviiiiiiiiiiiiiiiiinieens
Pain inside of legsor heels .......c.cccvevviiiiiiniinen..
Feeling of incomplete bowel evacuation................
LegINErVOUSHESS atMIBNE. .os vsessavesesdamssassusmosssnsng

Category XV (Males only)

Decrease in libido.......coeiuiiiiiiiiiiii e,
Decrease in spontaneous morning erections............
Decrease in fullness of erections.........c.ceceveueninen.
Diffi culty in maintaining morning erections............
Spells of mental fatigue ........cocoveviiiiiiiiieiinnn...
Inability to concentrate........cccoeveiiiiiiiiiiinninnnn,
Episodes of depression ........ccccoeevieiviiiiiiineiinnannn.
MUSCLE SOTENESS «e'vieeeeeiniineiiiieieneieneeneeaeaenaenes
Decrease in physical stamina ........cccceceevvneniininnn.
Unexplained weight gain .........cccovviiiiiiieaninnn.n,
Increase in fat distribution around chest and hips ....
Sweating attacks .....cceeeiriciisisciisesiorierscsnnranncns
More emotional than in the past ..........ccceevvenenn..

Category XVI (Menstruating Females Only)

Are you perimenopausal ....coevereeieieeceaneancnrencanses
Alternating menstrual cycle lengths .....................
Extended menstrual cycle, greater than 32 days......
Shortened menses, less than every 24 days ............
Pain and cramping during periods...........cccvevvnn...
Scanty blood oW s sussssswssssssss ine ssesspaasonasssos 5s &
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Heavy blood TlOW: s s msstsimsstmivessioossnommsomsns 0123
Breast pain and swelling during menses................. 0123
Pelvic pain during MeNSES ;. .usssuessss vessvnsmmisinssssss 0123
Irritable and depressed during menses.................. 0123
ACNE BIEAKOUES «u55s avs somams swsen s5555 55 55 h i nmia s s 0123
Facial Nair STOWEN s sos svs svsans s s assmomennomsnsmne 0123
Hair loss/thinning ........................................... 0123
Category XVII (Menopausal Females Only)

How many years have you been menopausal?..........

Since menopause, do you ever have uterine bleeding? (Y / N)
O lashie S, wos sos samensmn sssias messnsoriconmmesnse seommmene 0123
Mental fogginess .......ccvueuiiiniieiiiiiiiiiiiieienenees 0123
DISINLErest in SeX: ses swmimssisis 5o isminesmsrmmsnoanvmesanons 0123
MOBd SWANES sxssmemmamsissmssasmsensinnsm smmmnesionmonanne 0123
DEPFESSION w sunsumonssnsnm st o505 8em 55 708 S0k somsnoiossion 0123
Painful TREEICOUNSE: sswvsnvss sowiansmmis somee s fsmsasnmsnes 0123
ShENKING Dreasts su cusssssnsns wmsmmamsemsssmmins sommmmsss 0123
Facial NAIrSTrOWEN: wiusssswmass snsmsmsmansnsemmsnsemessmn 0123
ACIE siss0mvasies s 55 S5 50 RE T8 EPRSTRE TS STE S Sommrmiomomnmini 0123
Increased vaginal pain, dryness or itching.............. 0123

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 a week do you eat raw nuts or seeds?
How many times a week do you eat fish?

How many times a week do you workout?

List the three worst foods you eat during the average week:

)

List the three healthiest foods you eat during the average week:

Do you smoke? If yes, how many times a day:

Rate your stress levels on a scale of 1-10 during the average week:

(123456789 10)

Date:
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Health Questionnaire (NTAF)
Name:

Please circle the appropriate number “0 - 3” on
0 as the least/never to 3 as the most/always.

SECTION A

Is your memory noticeably declining? ...................... 0123
Are you having a hard time remembering names......... 0123
and phone NUMDbErs?.....o.oiiiiiii e 0123
Is your ability to focus noticeably declining?.............. 0123
Has it become harder for you to learn things? ............ 0123
How often do you have a hard time remembering

VOUT apDOINtMENESYswssmarisss v sosnssienisssssse oy smaswsmssne 0123
Is your temperament getting worse in general?........... 0123
Are you losing your attention span endurance? ........... 0123
How often do you fi nd yourself down or sad?............. 0123
How often do you fatigue when driving compared

T0 the PASt usvsss svsansssisies sosssnems onesssuses G5 aowenas 0123
How often do you fatigue when reading compared

t0 the Past?'cssessssssmemenmsnsies soe fesemsveseesen o s9s aesemss 0123
How often do you walk into rooms and forget why?
.................................................................... 0123
How often do you pick up your cell phone and forget why?
.................................................................... 0123
SECTION B

How high is your stress level?...... SR SRR AR SR SR 0123
How often do you feel that you have something that

must: be done? s s sssamsasanssen s isamsaissrass sossas R 0123
Do you feel you never have time for yourself?............ 0123
How often do you feel you are not getting enough

SIEBDIOT FESEY soovdonms sumomsns vsenss sus vawssssonsspsessusy sooms 0123
Do you fi nd it diffi cult to get regular exercise?.......... 0123
Do you feel uncared for by the people in your life?
.................................................................... 0123
Do you feel you are not accomplishing your life’s purpose?
.................................................................... 0123
Is sharing your problems with someone difficult for you?
.................................................................... 0123
SECTION C

SECTION C1

How often do you get irritable, shaky, or have lightheadedness
between meals? ......o.vveieiiiiiiiiiiiiiiii 0123
How often do you feel energized after eating? ........... 0123
How often do you have difficulty eating large

meals: ifi the MOFATINGT covesves sepsmmsnssssmsesssmmsvsssevsnne 0123
How often does your energy level drop in the afternoon?
.................................................................... 0123
How often do you crave sugar and sweets in the afternoon?
.................................................................... 0123
How often do you wake up in the middle of the night?
.................................................................... 0123
How often do you have diffi culty concentrating before eating?
.................................................................... 0123
How often do you depend on coffee to keep yourself going?
.................................................................... 0123
How often do you feel agitated, easily upset, and nervous
between Meals? :; ;s sammassinioniss s amssss shasuvs 0123
SECTION C2

Do you get fatigued after meals?.........ccceviveinnninnen. 0123
Do you crave sugar and sweets after meals? .............. 0123

Do you feel you need stimulants such as coffee after meals?

Patient Name:

atl

Age: Sex: (M/ F) Date:
questions below
.................................................................... 0123
Do you have diffi culty losing weight? ..........c.c.o....... 0123
How much larger is your waist girth compared to your hip girth?
.................................................................... 0123
How often do you urinate? .........cccevveveiinniniininnnnnn, 0123
Have your thirst and appetite been increased? ........... 0123
Do you have weight gain when under stress?.............. 0123
Do you have difficulty falling asleep?.........ccccveennen... 0123
SECTION 1 -S
Are you losing your pleasure in hobbies and interests?
.................................................................... 0123
How often do you feel overwhelmed with ideas to manage?
.................................................................... 0123
How often do you have feelings of inner rage (anger)?
.................................................................... 0123
How often do you have feelings of paranoia? ............. 0123
How often do you feel sad or down for no reason?....... 0123
How often do you feel like you are not enjoying life?
.................................................................... 0123

How often do you feel you lack artistic appreciation?...0 1 2 3
How often do you feel depressed in overcast weather? .0 1 2 3
How much are you losing your enthusiasm for your favorite

ACIVIEIOST' | cvas vnamn e is s ane o5 555 595 3305 55 Bab G bo bos s S5i07 0123
How much are you losing enjoyment for your favorite foods?
.................................................................... 0123
How much are you losing your enjoyment of friendships and
relationships? e smemsnasssimarms ssaes nssmeservessesasnes 0123
How often do you have diffi culty falling into deep restful sleep?
.................................................................... 0123
How often do you have feelings of dependency on others?
.................................................................... 0123
How often do you feel more susceptible to pain? ........ 0123
How often do you have feelings of unprovoked anger?..0 1 2 3
How much are you losing interest in life?.................. 0123
SECTION 2 - D

How often do you have feelings of hopelessness? ........ 0123
How often do you have self-destructive thoughts?........ 0123
How often do you have an inability to handle stress?....0 1 2 3
How often do you have anger and aggression while under stress?
.................................................................... 0123
How often do you feel you are not rested even after long hours
OF SIEEPL . o ssncamemsrocnsiirmmeis daco i muessisivncSumnioiseme siasarmrrdisiasiatsio 0123
How often do you prefer to isolate yourself from others?
.................................................................... 0123
How often do you have unexplained lack of concern for family
AN T EICNASTL s urniio mcnemimmasimsisinin:omecsinssinnbsis ssismnioriassiainiacaiaminion 0123
How easily are you distracted from your tasks?........... 0123
How often do you have an inability to fi nish tasks?...... 0123
How often do you feel the need to consume caffeine to stay
alertl i s et sis SR e s S S e e 0123
How often do you feel your libido has been decreased?.0 1 2 3
How often do you lose your temper for minor reasons? .0 1 2 3
How often do you have feelings of worthlessness? ....... 0123
SECTION 3 -G

How often do you feel anxious or panic for no reason?..0 1 2 3

How often do you have feelings of dread or impending doom?

Date:
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.................................................................... 0123
How often do you feel knots in your stomach?............ 0123
How often do you have feelings of being overwhelmed for no

= (30 SRR - RS 0123
How often do you have feelings of guilt about everyday decisions?
.................................................................... 0123
How often does your mind feel restless?................... 0123
How diffififi cult is it to turn your mind off when you want to
FOLAXT v cr B ot o BT . cuwe owomosmi s o Samsninsassse 0123
How often do you have disorganized attention? .......... 0123
How often do you worry about things you were not worried about
DEfOre?... . ieieieerietieie e e e e 0123
How often do you have feelings of inner tension and inner
excitability?......ouiiiii 0123

Patient Name:

SECTION 4 - ACH

Do you feel your visual memory (shapes & images) is decreased?
.................................................................... 0123
Do you feel your verbal memory is decreased? ........... 0123
Do you have memory lapses?........ccveeeeeveeneannnnannnn.. 0123
Has your creativity been decreased? ....................... 0123
Has your comprehension been diminished?................ 0123
Do you have diffi culty calculating numbers?.............. 0123
Do you have diffi culty recognizing objects & faces?..... 0123
Do you feel like your opinion about yourself has changed?
.................................................................... 0123
? Are you experiencing excessive urination?................ 0123
Are you experiencing slower mental response? ........... 0123

Date:




