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	Wellness Profile – We Offer Wellness (WOW) Simplified
Name: _________________________________   Date: ________________   Gender:  ( F  ( M

Age: _____   Weight: ______   % Body Fat: ______   Weight Loss Goal in Pounds to Lose: ______ 

Phone: _____________________  Best time to call: _________________  E-mail: ________________________

1. Occupation (noting any exposure to toxins on the job): ____________________________________________

2. Examples of daily eating habits:  Water: ______________  Breakfast: ________________________________
Lunch: _________________________________  Dinner: _________________________________________
Snacks: ______________________  Salad Dressing: ____________________  Other Fluids: ____________

3. When was your last physical? __________   Did it include a blood workup?  ( YES  ( NO

Challenges with:  Blood Pressure ( YES  ( NO   Cholesterol ( YES  ( NO   Triglycerides ( YES  ( NO 

Other ( YES  ( NO   If YES, specify: ________________________________________________________

4. Any allergies?  ( YES  ( NO   If YES, list: ____________________________________________________

5. Are you taking any medications?  ( YES  ( NO   If YES, what for?  ________________________________
6. Are you taking any supplements?  ( YES  ( NO   If YES, list: ____________________________________
7. Are you diabetic?  ( YES  ( NO   If YES, what type? ___________________   How long? ________
If NO, are you hypoglycemic or do you experience high and low sugar levels? ________________________
8. Are you pregnant or lactating or a child?  ( YES  ( NO

9. Have you recently suffered from or been diagnosed with...? 
Thyroid problems  ( YES  ( NO    Kidney problems  ( YES  ( NO    Heart attack  ( YES  ( NO

Liver problems  ( YES  ( NO    Cancer  ( YES  ( NO

10. Any sleep challenges (e.g. snoring, apnea)?  ( YES  ( NO  If YES, specify: __________________________

11. Are you fatigued most of the time?  ( YES  ( NO

12. Do you have cravings?  ( YES  ( NO   If YES, list cravings: ______________________________________
13. Do you suffer from heartburn?  ( YES  ( NO    Gas or bloating?  ( YES  ( NO
14. Do you feel tired after eating?  ( YES  ( NO
15. Do you experience diarrhea, constipation, cramps, foul odor and/or other bowel movement Issues? 
( YES  ( NO   If YES, specify: _____________________________________________________________
16. How many good, large bowel movements do you have per day? ___________________________________
17. Rate yourself (1-10): Energy ___  Mental Clarity/Focus ___  Stress Mgmt ____  Joint Comfort/Flexibility ____ 
18. On a scale of 1 to 10, how committed are you to changing your wellness? __________
19. Are you interested in natural health only for yourself or maybe sharing it with others if it works for you?
( For myself only    ( Possibly share with others    ( Definitely share with others
COMMENTS: ______________________________________________________________________________

  ________________________________________________________________________________________

  _________________________www.WeOfferWellnessSimplified.com__________________________________


