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COMPREHENSIVE LIFESTYLE ASSESSMENT (CLA)

CONSULTATION SERVICE

To schedule your personally customized CLA with "A New Body Lifestyle (ANBL)", please call or email to set up your appointment, and complete the following Questionnaire prior to your appointment.

The consultations can be conducted through mail, telephone or in person. Whenever possible, the Questionnaire is to be filled out ahead of time.  To make the best use of our time, bring your own list of questions and reserve an appropriate amount of time. At the meeting, our staff can help you to understand yourself better, make a recommendation for an upgrade in lifestyle, review your present supplements and diet, identify the areas that need immediate improvement, as well as directions for the future.

During the meeting, we look at each individual's details of the Questionnaire as well as at the traditional eastern vital signs and details of the body: physiology, irises, date of birth, and Acupressure points. The visuals are extremely helpful to give deeper understanding of the whole person's life patterns that brought on dis-ease; furthermore, the date of birth helps to create a clear painting of the individuals past and the anticipated future. Your investment is $150 for 55 minutes (A value of $300.00) with cash, certified or personal checks or money order payment. An audio tape will be made for you at the meeting.  Clients will receive literature, lifestyle transformation program, and nutritional supplement recommendations. 

Consultation via mail: submit the Q/A form, and whenever possible photos with (1) front of face, (2) side of face; and (3) close-up of the eyes, and indicate if you are left-handed. Your CLA investment is $150 by certified or personal checks, money order. Make certified or personal checks, money orders payable and mail to "A New Body Lifestyle" 2260 W. Holcombe Blvd. #417 Houston TX 77030-2008

Consultation is also provided by phone. Your investment is $150 for 55 or less minutes with a completed questioner submitted ahead of time. 

NOTE:  If you wish a written report, that details the theory, the research and the program in relationship to your specific conditions, please send in an extra $150. The report is approximately 6 to 20 pages long, depending on space needed to address your situation.

NOTE:  If you wish to have a CLA conducted in the comfort of your home or office, there is a minimum $20.00 service charge.
“Health Care Is Self Care” ©  “To Heal Is To Make Happy” ©
“Perfect Health is YOUR BIRTHRIGHT – CLAIM IT!” ©
PLEASE answer all questions and Mail or e-mail back to "a New body lifestyle" PRIOR TO YOUR CLA.

HEALTH HISTORY REVIEW FORM

IMPORTANT: ALL THE INFORMATION ASKED FOR IN THIS FORM IS VITAL TO OUR FILES AND IS NEEDED TO NOTE THE PROGRESSION OF YOUR PRESENT CONDITION. ALL INFORMATION WILL BE KEPT IN STRICT CONFIDENCE.  PLEASE SUBMIT FUNDS VIA MONEY ORDER, CERTIFIED CHECK, OR CASH. THERE IS A GREAT DEAL OF TIME. CARE AND LOVE INVLOVED IN PREPARING YOUR REPORT.

Submit recent photos, especially, (1) a frontal of face with hair removed from ears - no earrings) (2) a side photo with ears showing. (3) a close-up of the eyes.

BASICS
1. Name
2. Address
3. City 
4. State
5. Zip + 4 
5. Country
6. Phone (s):
Home                          Work:                                   Cell:
7. E-mail & web site: 
8. Date of birth:
9. Age:
10. Sex:
11. Height (ft, in)
12. Weight  (pounds) today
13. Weight (pounds) 1 yr. Ago
14. Marital status
15. No. and ages of children
16. Highest education and major, minor:
17. Profession:
18. Present occupation:
19. Hobbies:
20. How did you learn about "A NEW BODY LIFESTYLE" products and services?
21. Which health books have you read?
22. Books on raw foods or fasting that helped you?
23. Do you have support of family in diet/lifestyle change?

FULLY EXPLAIN:
24. Names and dates of most recent as well as important ailments and operations.
25. What are your present physical complaints?
26. When did you last consult a physician complaint?
27. Doctor's diagnosis:
28. Describe treatment, prescribed medicines, pills or drugs you are taking
29. What dietary and herbal supplements you are taking?
30 List all form of mechanical (trauma), chemical (toxins), and mental stress you have been exposed to as 

pertaining to your employment or lifestyles:
31. Describe fully: accident, falls, fractures, dislocations or chiropractic care.

32. Do you have any type of partial or permanent physical disability? (paralysis, wheelchair, etc.)

33. Are you following any special diet (don’t know/care; vegetarian, vegan, fruitarian, liquidarian ...  

34. What % of your diet is raw (non-cooked foods; sprouted, etc.)?

35. Vitamins: What brand, type; how many/how often?
36. Herbs & supplements: What brand, type; how many/how often?
37. What type of juices: fresh squeezed, bottled, canned; when and how often?
Details on cleansing and detox:
38. How many times fasted. Do you fast yearly?
39. What type of fast? On what kind liquid?
40. Longest fast (days)?
41. What health resorts you have visited?
42. What has been your experience?
If relevant, give details:

43. Most disliked foods: 
44. Favorite foods:
45. Special diet problems, explain:
46. Dairy: 
47. Fats (mono-, polyunsaturated oils, avocado, nut butters):
48. Protein (Vegetable or other sources):
49. Complex carbohydrates: sprouted grains, sugar, honey (details, how often and when)
50. Seasoning, spices & salt
eating pattern:
51. What is your usual breakfast & time?
52. Lunch (What, detail, when)?
53. Dinner (what & time)?
54. Do you eat only when hungry and stomach is empty?
55. Liquids with meals - describe what type, when, how much?
56. Approximate size of meal in cups (if the whole meal was blended).
57. Number of meals or snacks (small meals) per day
58. Snack  (times/day, are you hungry?)
59. Food/beverage cravings binges (times/week, what)
60. Do you over eat and feel stuffed after meals?
61. Do you feel sleepy few hours after meals?
62. Do you eat close to bedtime & any trouble in falling asleep?
63. Do you feel hungry in the morning?
liquid intake- give details:

64. Juices: fresh, bottled, canned
65. Coffee: kind, # of cups  
66. Tea: kind, # of cups
67. Soda: kind, # of cups/cans
68. Water per day, pattern, kind: spring, distilled, tap, temperature: cold, room-temperature?
potential toxic stressors:

69. Do you use alcoholic beverages  (what. How often, with meals)?
70. Do you use tobacco or marijuana (now or recent) kind how often other drugs?
71. Do you wear removable dentures or plates?  How many dental mercury amalgam fillings?
72. How many airplane journey (s) during the last 52 weeks?
73. How many hours of computer work weekly?

(A) How many hours of cordless or Cell Phone, hand-held electronic device usage per week?

(B)  How much Wi-Fi, EMF and RF Radiation exposure per week?
74. What kind of clothing fabric do you wear most often?
ACtivity details

75. Exercise (what kind, how many times / week; length)?
76. Meditate, # of years?
77. Rest or nap during the day?
78. Hours of sleep at night, feel refreshed​​​​​​​​​​​​​?

79. Do you take sunbaths? How often? Walk in the sun?
80. Do you spend time in the country where. How often?
81. How often you have bowel movement?  Any trouble?
82. Do you have any sexual problems? Explain
83. Do you have any mental/emotional, work stress? Explain
84. Name of health group belong to (natural or otherwise).
85. What are your religious/spiritual beliefs/ Church Affiliation?
86. Additional information that you feel will be helpful to us in understanding you and what you expect to 


accomplish:

Please rate them  0 (not relevant) or 1 -10. 1 Low, 10 very high:
Energy level
Frequent illness
Body odor/breath
Difficulty in digesting certain foods?
Frequent consumption of flesh foods (lunchmeats, chicken, turkey, duck, beef, pork, fish/shell fish: crab, lobster, shrimp)?
Monthly female concerns (pms, headaches, bloating, cramps, mood swings...)
Antibiotics
Daily alcohol
Mood swings
Food allergies
Bags under the eyes
Smoke or expose to 2nd hand smoke
Poor concentration/memory
Get sick easily
Belch or burp after meals
Stress level
Skin/complexion problems
Craving for sweet or junk foods
Dairy food indulgence
Feeling low, uninterested, depressed
Too little sleep or restless sleep
Menopausal concerns (bone, moods, hot flashes)
Frequent urination
Ongoing hair loss
Sore or painful joints
Difficulty in maintaining ideal weight
In activity get tired easily
Daily junk food eat
Slow recovery after illness
Irregular or infrequent bowel movements
Lack of appetite, never hungry
Low sex drive
Brittle or easily broken nails
Dry, brittle or splitting hair
High fat diet (more than 30%)
Unsettled, apprehensive, pressured
Low fiber diet (less than 30 grams a day)
Muscle cramps/spasms

Air pollution exposure
Caffeine consumption (soda, coffee, tea)
Feeling out of control, explosive
Food/chemical sensitivity
Yeast/fungal problems
Structural weakness (bones, skin)
Worry a lot
Easily irritated
Physical activity
Mucus (lung, tongue)
Vision: Do you wear prescription glasses, contact lenses, prisms, pinhole vision training glasses?

if it describes recent or current problem:

1  mild to 10 severe and anywhere in between, depending on how intense:
Indigestion
Nausea
Headaches
Pain behind eye
Earaches
Lower backache
Sore throat
Heartburn
Fever 
Swelling
Sinus
Glands
Gums
Fatigue
Numbness
Circulation
Dandruff

Skin: dry/itchy/rash
Depression
Other:

My signature that follows certifies that the above information is true to the best of my knowledge and that I fully understand that the program offered through "A NEW BODY LIFESTYLE" is solely of an educational and nutritional nature, that no diagnosis, treatment or cures of any kind are given or promised, and that I hereby enroll as a student of health of my own free will. Today's date: ___________________  Signed: ____________________
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