
Health Evaluation Profile

Name:_________________________________________________________________   Age:______   Birth Date:_____________________

Address:___________________________________________________City__________________  State:_______  ZIP: ________________

Phone:_______________________________       E-mail (to send results):__________________________________________________

Emergency Contact:   name__________________________________________________ phone:_______________________________

Referred by?_____________________________________________________________

Height_____________ Weight_______________  Where would you like your weight?______________________

List any vitamins or other supplements you are currently taking: _________________________________________________________

____________________________________________________________________________________________________________________________________

Check any of your following conditions or medications you are taking:

	____ Antacids
	____ Cholesterol Meds
	____ Oral Contraceptives

	____ Antibiotics
	____ Heart Medications
	____Radiation and/or Chemo

	____ Anti-depressants
	____ High Blood Pressure Meds
	____ Steroids

	____ Anti-Inflammatories
	____ Hormones
	____ Thyroid

	____ Blood thinners
	____ Laxatives
	____ Ulcer Medications

	____ Calcium   
	____ Osteoporosis Meds
	____ Vit  D



List here any other medications:_______________________________________________________________________________________________

Vaccinations? No_______ Yes (list)______________________________________________________________________________________________

Are you taking any hormone replacements:   No______  Yes (if so what)____________________________________________________

Do you smoke?  No____  Yes_____  -or- Have you ever smoked?  No____ Yes____

Do you drink alcohol and if so how often?________________________________________

Have you had your gallbladder removed?  No____  Yes____

Any other surgeries?  __________________________________________________________________________________________________________________

Allergies? (food/environmental)_______________________________________________________________________________________________

	Any mold exposure in the past?_______________________________________________________________________________________

Do you have mercury fillings?  Yes_______ No_______

What is your typical diet now?  Do you eat Meat/poultry/fish?   Yes_____     No______    

Breakfast:_______________________________________________________________________________________________________________________

Lunch:___________________________________________________________________________________________________________________________

Dinner:__________________________________________________________________________________________________________________________

Snacks: __________________________________________________________________________________________________________________________

Is this different from your diet in the past and how so?______________________________________________________________________

____________________________________________________________________________________________________________________________________

Cravings:  Sweet_________ Salty_________  BOTH________  What foods do you crave___________________________________________

How is your digestion?  Burping______     Bloating______     Gas_______     Diarrhea________ Constipation________

Please mention any other digestive concerns_________________________________________________________________________________

Do you exercise?  No____  Yes_____  How often?_______________________________________________________________________________

	What type of exercise routine do you have?________________________________________________________________________
	
	__________________________________________________________________________________________________________________________

Have you ever been diagnosed with any health conditions by a doctor? No_____ Yes____ please explain _____________

____________________________________________________________________________________________________________________________________

Please explain reason for seeking help:_______________________________________________________________________________________

____________________________________________________________________________________________________________________________________


This information is provided for nutritional purposes.

Signature:____________________________________________________________________  Date:_________________________________
parent/guardian signature if under 18


Fees:
· Initial consultation fee is $150.  This fee “may” also include follow-up if we need to do labs/testing before continuing initial consult.
· Follow-ups are pro-rated at $100/hr.  
· E-mail questions may be subject to pro-rated rates.  















DECLARATION OF CLIENT REQUEST, AUTHORIZATION & AGREEMENT

I, the undersigned, request that Kendell Reichhart provides educational assistance and tutoring as consulting and coaching services to help me understand concepts in nutrition, diet, farming, food and it’s preparation and other areas deemed important to live a fuller and healthier life, and in association with this education to learn specifically of the foods, dietary supplements or more that can assist in balancing my state of health.

I further request and accept the use of any tools of the “health trade,” per and at my sole discretion under retained right, in whatever form available in the free market that may be provided for my use to further my health education be it software, workshops, testing or health auditing apparatus, clinical or laboratory equipment.

I understand that Kendell Reichhart has received certification (non-accredited) in Microscope and Flow Systems technology for health auditing through professional training programs from Biomedx, has a BS in Biology and Psychology from the University of Maryland, College Park, has been certified with Columbia University and the Institute for Integrative Nutrition as a Integrative Nutrition Health Coach and  Nutritional Consultant, but is not offering nor providing service under this agreement under any official government certification and/or license as a health, agricultural or diet professional. 

I understand that the requested service under this agreement does not, can not, and will not provide
any diagnosis, prescription, or treatment options for any medically or otherwise defined health ailment wherein only a licensed professional may be competent to address such issue, and further, should miscommunication result in a perception that such is the case, I acknowledge that I alone bear full responsibility for any actions taken due to the miscommunication.  At no time is this service intended as a substitute for regular medical or other licensed care.



AMENDMENT IX, U.S. CONSTITUTION
“The enumeration in the Constitution, of certain rights, shall not be 
construed to deny or disparage others retained by the People.”

Under the 9th Amendment to the Constitution of the United States of America, I retain the right to freedom of choice in health care and education.  This includes the right to choose my diet, and to obtain, purchase and use any therapy, regimen, modality, remedy, device or product recommended by the therapist, doctor, practitioner or consultant of my choice.  The enumeration in this declaration shall not be construed to deny or disparage other rights retained by me, or my right to amend this declaration at any time.

CONSTRUCTIVE NOTICE

Notice is hereby give to any person who receives a copy of this Declaration and who, acting under the color of law, intentionally interferes with the free exercise of the rights retained by me, that they may be in violation of my private property rights under contract as well as my civil and constitutionally protected rights (see Title 42, U.S.C. 1983 seq. and Title 18, Section 241).


Signed____________________________________________ Date_________________
