
@R. cffEATHER McORTER 
4315 Emerson Ave. 

Parkersburg, WV 26104 

304-428-8300

Name: 

Address: 

City: 

PHONE I Home: 

Email Address: 

Date: 

Unit: 

I State:

I Mobile: 
I 

Zip: 

Work: 

M�CAR!ER 
HEALTH 
CENTER 

I 

Height: ____ _ Age: ___ _ Date of Birth: Gender: 0 Male D Female 
-------

Body Frame: 0 Small O Medium D Large Blood Type if known: ______ _ 

Weight: Current: _____ _ Lowest: 
-----

Highest: ____ _ Ideal: 

Status: D Married 0 Separated O Divorced O Widowed O Single 

Do you have any children? D Yes O No If so, how many? _____ _ 

Live with: D Spouse D Partner D Parents 0 Children 0 Friends 

------

D Partnership 

□ Alone 

Occupation: _________________ Hours per week: _______ O Retired 

Emergency contact: __________ Relationship: _______ Phone: _________ _ 

How did you hear about us? 

Why would you like to coach with us? 

What is your major complaint? Please List when each symptom began and be as descriptive as possible. 

On a Scale of 0-100 (0 being absolutely horrific and 100 being AMAZING), rate the following: 

Your Health: ____ _ Your Energy: ____ _ Your Emotional Health: ____ _ 

Your Diet: ____ _ Your Fitness: ___ _ Your Brain Health: ____ _ 

Your Relationships: ____ _ Your Finances: ___ _ Your Sleep: ____ _ 



During the past year, how many days did you miss work, or have your regular activities curtailed, due to illness? __ _ 

In the past 12 months, how many days were you in the hospital? ___ _ 

Please list all medications you are currently taking INCLUDING the condition for which it is taken, dosage and frequency. 

Medication 
,, 

Condition Dosage J: Jimes per day 
"' 

Please list all supplements you are currently taking INCLUDING the condition for which it is taken, dosage and frequency. 

Supplement 
"' 

Condition Dosage""' Times per day ,. 

Please describe any current or past usage of recreational drugs. 

Please list your current and past health conditions (i.e. Diabetes Mellitus, etc.). 

Is there anything else in your medical history that you consider to be relevant? (Even from childhood) 
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□ Yes □ No

□ Yes □ No

□ Yes □ No

□ Yes □ No

□ Yes □ No

□ Yes □ No

□ Yes □ No

□ Yes □ No

□ Yes □ No

□ Yes □ No

□ Yes □ No

□ Yes □ No

□ Yes □ No

□ Yes □ No

□ Yes □ No

□ Yes □ No

□ Yes □ No

□ Yes □ No

□ Yes □ No

□ Yes □ No

□ Yes □ No

Microbiome & Digestive Health 

Do you often have gas that has a sulfur or foul smell? 

Do you get heartburn or reflux? 

Are you sensitive to supplements? 

Have you ever been vegan or vegetarian for any length of time? 

Can you tolerate Meat? 

Do you have a history of using anti-acids, proton pump inhibitors or anything that blocks acid? 

Do you currently or have you used birth control? 

Do you currently or have you used hormone replacement therapy? 

If/When you consume alcohol, do you get brain fog or a toxic feeling even after 1 serving? 

Have you been on antibiotics in the last year? If so, how many rounds? ____ _ 

Does your gut temporarily feel better after a round of antibiotics? 

Do you have a history of antibiotic use as a child or adult? 

Were you caesarian delivered (aka C-section)? 

Were you breast fed? If so, how long? _______ _ 

Do you drink filtered water? If so, what type of filter do you have? __________ _ 

Do you have a water filtration system for your entire house? If so, what type? _____ _ 

Do you have a history of cold sores, warts or skin tags? 

Have you gotten food poisoning before? 

Do you skin issues? 

Do you have a history of athlete's foot or foot fungus such as on toenails? 

Do you have a history of jock itch or vaginal yeast infections? 

How many times a day are you having a bowel movement? _______ _ 

Do your bowel movements have a tendency to be more: D Harder (constipated) or D Loose Stool (diarrhea) 

Please explain your housing history (type of homes, where and when). 
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