                                                                    TRANSCENDEVI WELLNESS LLC.
                                                                           HERBAL ASSESSMENT
	                       
NAME___________________________________AGE___SEX__             DATE ____/___/_____
PHONE____________________________ EMAIL __________________________________________________________
PARTICULAR CONCERN _____________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________
WEIGHT________________   
PRESENT OCCUPATION______________________________________________________________________________ 	
SMOKE   CIGAR____ TOBACCO____ RECREATIONAL DRUGS_____ HOW OFTEN_________________
DO YOU USE CAFFEINE________ AMOUNT_______  HOW LONG__________
HAVE YOU HAD OR DO YOU HAVE ANY OF THE FOLLOWING
COVID-19________                                YES  NO	
EYE TROUBLE                                           YES  NO                                                    DIABETES                                                       YES   NO
ASTHMA                                                       YES  NO                                                    HEART DISEASE                                          YES   NO
COUGH                                                        YES  NO                                                    HIGH BLOOD PRESSURE                        YES   NO
CANCER                                                      YES  NO                                                   CONVULSIONS                                            YES   NO
CONSTIPATION                                        YES  NO	                                            LIVER DISEASES                                          YES   NO
ULCER OF STOMACH                            YES   NO	      KIDNEY DISEASE                                         YES   NO
BURNING WHEN URINATE                YES    NO                                                   ALLERGY                                                         YES   NO  
ARTHRITIS                                                   YES   NO
FEVER, CHILLS, NIGHT SWEATS     YES   NO                                                    
KIDNEY/BLADDER STONES               YES   NO                                                     OTHER__________________________
ALLERGIES TO MEDICINE_______________________________________________________

                                                                        FOR WOMEN
MENSTRUAL PERIOD BEGAN________________ ENDED___________
HOW FREQUENT________________ HOW LONG________________________ SPOTTING _____ EXCESSIVE FLOW____
PAIN OR CRAMPS__YES  __NO 
BIRTH CONTROL____YES ____NO                       
	
                                                                                 ALL CLIENTS

PAIN IN CHEST                                       YES___NO____                                  FREQUENT COLDS OR FLU                      YES___ NO___
DO YOU SLEEP WELL                          YES___NO__                                       
DO YOU EXERCISE                                YES __NO__                                       SKIN RASHES                                                  YES___ NO___
DO YOU FEEL TIRED AFTER EATING      YES___ NO__ 
DIMINISHED ENERGY DURING THE DAY   YES____ NO___                HYPOGLYCEMIA                                            YES ___ NO___

OTHER_____________________________________________________________________________
INJURIES___________________________________________________________________________
ARE YOU TAKING VITAMINS OR HERBAL SUPLEMENTS__________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________

