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FLOW OPTIMUM HEALTH & ALLERGY REPORT – APPLICATION

Personal Details

	Name:
	Tel:

	Address:

	Mobile:

	
	Email:

	Postcode:
	Age:

	
	Occupation:

	Practice Details:

	


	Postcode:                                                  Tel:

	Please indicate where the test results should be sent to: 

Practice jo@flowfood4health.com

	Medication (prescription only)
	

	

	

	

	Supplements:
	

	

	

	Medical Conditions:
	

	

	

	Analysis of symptoms  - Please tick those which apply to you

Have you undergone any operations? (Dates & conditions)

Was your mother’s pregnancy routine?

Were you jaundiced as a baby?

Have you suffered from any serious health illnesses?

Do you suffer from any of the following?

Insomnia – what time do you wake?

Recurrent headaches

Low energy levels

Poor tolerance to alcohol and what type.

Light headed or dizziness when standing up 'Brain fog' i.e. difficulty concentrating

Easily irritated or angry

Depression

Inability to cope with stress - Palpitations

Deteriorating memory function

Poor concentration

Muscle weakness e.g. restless legs, numbness

Do you suffer from any of the following?

Diarrhoea 

Constipation or fluctuations between the two

What colour are your stools

What consistency anre your stolls and do they sink or float.

Taken antibiotics during the past year

Stomach upsets

Suffered from thrush or cystitis (underline)

Irregular periods

Belching

Experienced distended abdomen

Difficulty digesting fatty food Experienced 'brain

fog' i.e. difficulty focusing

Indigestion

A history of food poisoning or gastric infections

Hard to pass stools

Suffered symptoms following foreign travel

White coated tongue

Experienced regular feelings of nausea

Bad breath

Experienced sugar cravings

Flatulence or bloating after eating

Suffered anal irritation

Bloating several hours after eating

Experienced tooth grinding

Do you get a burning sensations in your stomach

How many bowel movements do you have in a 24

hour period

Do you suffer from any of the following?

Eczema Asthma

Difficulty shaking off infections

Experience mood swings or depression

Loss of libido

Frequent urination or difficulty urinating

Aching or inflamed joints.
NOW PLEASE ATTATCH ANY SAMPLES REQUIRED OVER THE PAGE AND SEND TO THE ADDRESS BELOW.




Symptoms

	Please list the top five symptoms from which you are currently suffering, in order of seriousness.  



	1
	

	2
	

	3
	

	4
	

	5
	


Hair

	Place a minimum of three hairs in the space below making sure that the root of the hair is attached. Please DO NOT TAPE OVER THE ROOT.

This will be used for testing if required. Any other samples required upon assessment will be asked for. e.g saliva.


Medical History – please enclose extra pages if this space is not enough

	

	

	

	

	

	


Please return this form to: FLOW Nutrition, 75 Staunton Road Kingston KT2 5TN. Ensure that you fill in as much as possible, that your hair is attached. Allow up to 10 days for results

If you have any queries about this test application please call Jo @ FLOW on: 07769 587 177

