




Full Name:_______________________
(Please Print)

 (Body) 1 2 3 4 5  (Mind) 1 2 3 4 5
Headaches/Migraines Anxiety/Nervousness
Pain in Joints/Arthritis High Stress
Back Pain / Hip Pain Low Productivity
Fatigue Irritability/ Impatience
Cold Hands/Feet Depression
Muscle Pain/ Numb/ Cramping Low Motivation
Limited Motion/Exercise Fear
Neck Pain / Shoulder Pain Over Eating
Hand/Elbow/Wrist Pain Insomnia/Poor Sleep
Digestion/Acid Reflux Foggy Brain
Diarrhea / Incontinence Grief/Sadness
Foot Pain Indecisiveness
Eczema/Skin Problems Cravings
Allergies/Sinus Bipolar Disorder
Over Weight Difficulty Concentrating
Infertility/Libido Obsessive Compulsive Disorder

Edema (Swelling) Restlessness
Asthma/Lung problem ADD/ADHD
Chest Pain/ Palpitation Poor Attitude
Hormone Imbalance Alcohol or Drug Usage
Total points: Total points:

   *Subtract total Points From 100    *Subtract total Points From 100
Body Total ____/100 Mind Total____/100

> 3 Medications Excersise Over 3x Per Week.
Hospitalized in Last 12m Take Daily Suppliments/Herbs 

Smoking Other:
Pacemaker
High Blood Pressure
Diabetes 1 Body + Mind ____ !2 =_____
Cancer 2 Subtract Risks Total: -_____
Cardiovascular Disease 3 Add Benefits Total: + _____ =
Other:

Total Wellness Score

Please Sign
Signature:________________________ Date:__________________
Office Initials:______

______/100

Health Risks (-10 Pts.) Health Benefits (+5 Pts.)

Body & Mind Balance
Free Health Assessment

Cell Phone:________________________________
Email:______________________________

 Rate the following 1-5: 1-2 (Mild) 3 (Moderate) 4-5 (Severe/Chronic) X appropriate box








