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Patient Name Patient #

Rate the following systems using the scale below based on how you've felt in the last 30 days.

How Toxic Are You?

0 Never or almost never have the
symptom

1 Occasional ly  have th is  symptom,
effect is NOT severe

2 Occasional ly  have th is  symptom,
effect lS severe

3 Frequent ly  have th is  symptom,
effect s NOT severe

4 Frequent ly  have th is  symptorn,
effect lS severe

DIGESTIVE SYSTEM
_ Nausea or  vomit ing
_ Diarrhea
_ Const ipat ion
_ Belching or  passing gas

_ Bloated feeling

_ Heartburn
- TOTAL

EARS
_ t lcny ears
_ Earaches, ear nfection

_ Drainage f rom ears

_ Ringing in  ears
_ Hear ing loss
_ Total

EMOTIONS
_ Mood swings
_ Anxiety, fear, nervousness

_ Anger,  l rn tabi l i ty

_ Depression
_ Total

ENERGY/ACTIVITY
_ Fat igue,  s luggishness
_ Apathy, lethargy
_ Hyperactivity
_ Rest lessness
_ Total

EYES
_ Watery, itchy eyes
_ Swol len,  reddened,  or  s t icky eyel ids

_ Dark c i rc les under eyes
_ Blurred/ tunnel  v is ion

_ Total
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HEAD
_ Headaches
_ Faintness
_ Dizz iness
_  Insomn ia
_ Total

HEART
_ Skipped heartbeats
_ Rapid heartbeats
_ Chest  Pain

_ Total

JOINTS/MU5CLES
_ Pain or  aches in  jo ints

_  A r th r i t i s
_ Stiffness, l imited movement

_ larn,  aches in  rnuscles

_  Weakness  o r  l i r edness  i n  j o i r t s

- TOTAL

LUNGS
_ Chest  congest ion
_ Asthma, bronchi t is
_ Shortness of  breath
_ Diffrculty breathing
_ Total

M IND
_ Poor memory

Confusion
_ Poor concentration GRANDTOTAL

_ Poor coordinat ion
_ Di f f icu l ty  making decis ions
_ Stut ter ing,  s tammer ng
_ Slurred speech
_ Learning d isabi l i t ies
_ Total

MOUTH/THROAT
_  Cr ' on  c  cough  ng
_ Gagging, frequent need to clear

throat
_ Sore throat, hoarse
_ Swol len or  d iscolored tongue,

g u m s ,  o r  l p s
_ Canker sores
- Total
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TffiLLNESS

NOSE
_ Stuffy nose
_ Sinus problems

_ Hay fever
Sneezlno at tacks

_ Excessive mucus
_ Total

SKIN
_ Acne
_ Hlves,  rashes,  dry sk in
_ Hair  loss
_ Flushing or  hot  f lashes
_ Excessive sweating
_ Total

WEIGHT
_ Binge eat ing/dr ink ing
_ Craving certain foods
_ Excessive weight
_ Compuls ive eat ing
_ Water retention
_ Underweight
_ Total

OTHER
_ Frequent  i l lness
_ Frequent  or  urgent  need to ur inate
_ Geni ta l  i tch,  d ischarge
_ Total

Add up the numbers for a total
of each section and then add the
totals of each section to arrive at
the grand total. Please contact your
Wellness Professional to review
your results


