PERSONAL HEALTH ANALYSIS

So you want to cleanse? Great we can help. But first we need some information from you so that we can determine how to best support you. Please complete this form and email it to PA@HeyYouGetReal.com 
You can open this document in word, fill in the boxes then email it directly from Word by going to FILE, SEND TO and typing in: PA@HeyYouGetReal.com.
Step 1: Watch Are You Toxic?

Step 2: Watch Cleansed For Life.

Step 3: Complete this form

Step 4: Email it to PA@HeyYouGetReal.com 

	 Name:
	
	Date:
	

	Address:
	
	Primary Phone #:
	

	City:
	
	Other phone #:
	

	Zip/Postal Code:
	
	Referred by:
	

	Primary Email: 
	


INSTRUCTIONS – please complete all areas with what is GENERALLY true for you. For answers with more than one option, please DELETE the option(s) that do not apply. Please be as honest as possible. This is your program GPS. We need to find out where you are to determine how best to get you where you want to go. 
_________________________________________________

How many 8 oz. servings of the following do drink each day (if none, please mark N/A):

	Coffee
	
	Decaf or regular?
	Pop
	
	Diet or regular?

	 Tea
	
	Herbal or regular?
	  Energy or Sports drinks?
	
	

	Juice
	
	
	Alcohol
	
	

	Water
	
	Tap, bottled or filtered?
	
	
	


Give a description of a typical day of eating for you, please include the times:

	Breakfast
	

	AM Snack
	

	Lunch
	

	PM Snack
	

	Dinner
	

	Evening Snack
	

	Other
	


	Do you use artificial sweetener?
	Yes / No
	What kind?

	How many times/week do you eat fast food?
	
	What kind?

	Do you consume artificial flavors, colors, preservatives?
	Yes / No
	What kind?

	How many times/week do you eat processed food?
	
	What kind?

	Do you have cravings?
	Yes / No
	What?

	Do you eat organic food?
	Yes / No
	What? 


	Are you on any prescription medications?
	Yes / No

	If so, what medical conditions are they for?
	

	Are you under a doctor’s care?
	Yes / No

	Are you Pregnant or Nursing?
	Yes / No


	Have you tried other nutritional programs or diets?
	Yes / No

	Have you tried cleansing before?
	Yes / No

	Do you take nutritional supplements?
	Yes / No

	Do you currently exercise? 
	Yes / No

	          If yes, how frequently and what type?
	

	If no, have you exercised before?
	Yes / No


	How much money do you currently spend on your health each month? (include supplements, gym membership, classes, protein bars or shakes etc)
	

	How much do you spend on any sickness? (any medications – prescribed or over the counter)
	

	How much do you spend on food that you know is not good for you? (include fast foods, eating out, stops at Tim’s, packaged “convenience” foods etc)
	

	What would you consider an “appropriate” cost for you to begin your health and wellness program? 
	Less than $5 a day?

Less than $6-11 a day? 

More than $12 a day if necessary? 

	What would it mean to you if you were at your ideal body composition, with optimal health? How would your life change? Think about physical activity, relationships, job performance etc. 
	

	What time frame do you feel is realistic to reach your goals?
	


	What do you VALUE MOST in life?
	


On a scale of 1 – 10 (with 10 being the BEST), how would you rate
	On a scale of 1 – 10 (with 10 being the BEST), how would you rate your General health? 
	

	Where would you like it to be?
	

	On a scale of 1 – 10 (with 10 being the BEST), how would you rate your Energy?
	

	Where would you like it to be?
	

	On a scale of 1 – 10 (with 10 being the BEST), how would you rate your Stress levels? 
(remember 1 is stressed and 10 is you are feeling no stress)
	

	Where would you like it to be?
	

	On a scale of 1 – 10 (with 10 being the BEST), how would you rate your Financial health?
	

	Where would you like it to be?
	


What BENEFITS would you like to experience (put an X beside all that apply):
	Detoxification
	
	Better Sleep
	
	Improved Digestion
	 

	Less Discomfort
	
	Sugar Balance
	
	Decrease Stress Levels
	

	Improved Mobility
	
	Build Lean Muscle Mass
	
	Improve a Relationship
	

	Increased Energy
	
	Get rid of a Habit
	
	Other?
	

	Enhance Mental Clarity
	Better Athletic Performance
	
	

	
	
	

	Weight Loss?
	
	How much would you like to lose?  (sizes or pounds)
	

	Weight Gain?
	
	How much would you like to gain? (pounds)
	

	In what time frame?
	
	If you could change ONE thing in the next 30 days – what would it be?
	

	On a scale of 1 to 10 (high), how important is it to reach these your goals?
	


	WHY are you committed to these goals?  How will your life be different once you are there? Please be specific :
	

	
	

	


	I am 100% committed to YOUR success; HOW CAN I best support you reach your goals? 
	

	How would you describe your willingness to be coached?

	High, Medium, Low

	How do you like to be coached?

	One-to-one / email /  phone / group 

	What is the best way to reach you?

	Phone  /  email     

	You may undergo many changes during this program and you may experience cleansing symptoms - do you commit to staying in touch with your Cleanse Coach?
	     

	Who are the 10 positive people in your life who want you to succeed?
	

	

	Of those 10, who are the 5 that are closest to you?
	


Please complete this form and email it to PA@HeyYouGetReal.com . We will review it and get back to you within 2 business days.  Tell us how to best contact you in the next 2 days:
	Please give us 3 days and times that you are available for a 30 min assessment of your personal analysis 
	1
	Best number to reach you

	
	2


	

	
	3


	


Filling out this form is the first step to you optimal health and wellness. You have made the right decision. 

Remember…If you change nothing, nothing changes. 

We look forward to helping you reach your goals. 

Your Cleansing Team

