Restoring your health. Revitalizing your life.

SHAPE ReClaimed Intake Form

Name: Today’s Date:

Birthdate: Age: Sex: 0O Male OFemale

Home Address:

City: State: Zip:
Home Phone: Cell Phone:

Email:

Occupation:

Do you primarily: O Sit O Stand O Perform repetitive tasks
Areyou: [ Married 0O Single 0[O Divorced O Widowed

Names and ages of children:

How did you hear about the SHAPE ReClaimed program?

What health benefits do you want to achieve with the SHAPE ReClaimed program?
O Improved eating habits [ Improved well-being [ Decreased inflammation [ Weight reduction

O Increased energy O Improved sleep 0O Increased stamina [ Other

Physical Health
Height: Weight:

Avre there any areas of your body that are not functioning optimally? O No [ Yes

If yes, what forms for stretching do you perform?

On average, how many hours do you sleep per night? O<5 O6 O7 O8 O9 O10
Do you wake up feeling refreshed? [ Always [ Sometimes [ Rarely [ Never
Have you ever been hospitalized or had surgery? O No 0O Yes

If yes, why and when:
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Have you been ed with any clinical condition or disease? O No [ Yes

If yes, what:

Have you ever been in a motor vehicle accident? CONo [ Yes

If yes, what kind and when:

Were you evaluated and treated after each accident? O No O Yes
Have you had any non-vehicle accidents or falls? O No [ Yes

If yes, please explain:

Have you had any imaging performed in the last year? O No O X-ray O MRI OUS 0OPET
Have you had blood work performed in the last year? OO No [ Yes
Were your test results in medically normal ranges? OO No [ Yes

If not, which results were abnormal?

Mental/Emotional Health

Rate the current level of personal stress in your life: O None 0O Low 0[O Moderate O High
Rate the current level of relationship stress in your life: O None O Low O Moderate O High
Rate the current level of health stress in your life: O None 0O Low 0O Moderate O High
Rate the current level of family stress in your life: O None 0O Low 0[O Moderate O High
Rate the current level of occupational stress in your life:1 None O Low [ Moderate [ High

How do you manage the stress in your life?

Chemical Health

Do you choose to get annual flu shots? OO No [ Yes

Have you used antibiotics in the last year? OO No [ Yes

How many cups of water do you drink perday? OO0 0O1-3 O4-6 O7-9 O10+

How many cups of coffee/energy drinks do you drink perday? OO0 0O1-3 O4-6 O7-9 O10+
How many glasses of juice/soda/sports drinks do you drink perday? OO0 O1-3 O4-6 O7-9 O 10+
Do you eat wheat products (bread/pasta/crackers/baked goods)? O No O Yes

If yes, how many servings per day?

Do you eat refined sugar? OO No [ Yes

If yes, how many servings per day?
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Do you ingest artificial sweeteners (Splenda, Aspartame, Equal, diet drinks, gum)? O No 0O Yes

Do you have any food/drink allergies, sensitivities or intolerances? O No [ Yes:

Doyousmoke? ONo [OYes Oluseditfor:  vyears
Are you/have you been exposed to second-hand smoke? [ No [ Yes
Do you take probiotics? O No [ Yes
Do you take Vitamin D? O No [O Yes
Do you take Omega-3? OO No [ Yes

Other supplements or homeopathics:

Please list any medications that you take regularly and why:

Food Health
Please list the foods you commonly eat for:

Breakfast:

Lunch;:

Dinner:

Snacks:

How many cups of vegetables do youeatperday? 00 O1 O2 O3 O4 O5 O6 O7+

What foods do you crave?

Please state specifically what you goals are with this program:

| , hereby grant permission to
receive a professional and complete physical examination and consultation, including urinalysis and
evaluation.

Patient Signature Date
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BLOOD WORK:

If you have recent blood work (within the last 6 months), please include a copy with this form. It is not
required, but can be extremely helpful in understanding your full health picture.

SHAPE RECLAIMED INFORMED CONSENT:

1, , understand that SHAPE Reclaimed is a lifestyle modification, health
transformation program designed to help me improve my overall health. This program is not intended to
replace the guidance of my primary health care experts. While this program is not used to diagnose, treat,
cure or prevent any disease, | understand any medications | am currently taking may need dosage
adjustment. | agree to notify my prescribing physician that I am working with
and will be closely monitored while incorporating this program for embracing a healthier lifestyle. |
understand an anti-inflammatory nutritional regimen will be recommended based on my unique health
history, urinalysis, and symptoms.

Signature (patient/parent/guardian):

FINANCIAL AGREEMENT:

I, , agree to full financial responsibility for services rendered and
products purchased. | understand that payment is required in full prior to service or purchase unless
arrangements were agreed to in advance. Cash, check and credit card are the only accepted forms of
payment at this time. Notice of 24 hours is necessary for cancelled appointments. | may be charged a $15
fee for a missed appointment.

Signature (patient/parent/guardian):
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SHAPE ReClaimed Questionnaire

Patient:

Age:

OFFICE USE ONLY

DATE:
[ ]HATODAY
[ JHAPHASEI

[ ]1CURRENT HA NC PROT.

M/ F: Menstruating/Menopausal/Pregnant

Medication List

Do you want to get

OFFICE USE ONLY

off this medication? Date/Amt of Reduction Or Elimination
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO

Have you been formally diagnosed by a physician with Diabetes or Insulin Resistance? YES NO

Do you have a history of any of the following? Circle those that apply.

Gall Stones Gall Bladder Attacks Gall Bladder Surgery Skin issues: psoriasis, eczema, rashes, fungus
Headaches Constipation Belching/Indigestion Pain in shoulders, hips, side of body
Anger Knee Issues Ear/Eyes Issues Muscle tightness, cramping, spasms

What are your main reason(s) for doing SHAPE ReClaimed?

Are you currently undergoing any of the following cancer treatments?

| Chemotherapy | Radiation | Trial Drugs

What things can’t you do due to Pain/Inflammation/

Weight that you wish you could?

1. 1.

2. 2.

3. 3.

If you are doing SHAPE ReClaimed for weight reduction, what are your short & long term goals?
SHORT TERM: LONG TERM:
Food Habits
Do you mostly cook at home or do you mostly eat out? COOK  EATOUT
Are you comfortable cooking in the kitchen? NO
Do you rely on recipes for cooking or do you get creative? RECIPES CREATIVE
Are you an emotional eater? YES NO
If yes, what emotion causes you to eat: ANGER SADNESS HAPPINESS GRIEF ANXIETY DEPRESSION
OTHER

Do you eat out of boredom? YES NO

What food is your favorite/your weakness?

INFORMED CONSENT: | understand that if | am on any medications, | have been advised to consult my prescribing physician in regards
to dosage reduction and/or elimination of my medication(s) as my physiology changes while on the SHAPE ReClaimed program. | also
agree to remain compliant with the guidelines of the program. If | stray from the requirements and outlined recommendations, |
understand that results are not guaranteed and that continued purchase of the SHAPE ReClaimed supplement will not be allowed per

(physician name) and SHAPE ReClaimed.

Signature: Date:
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