
                                                     

VITAL BODY READINGS AND CONSULTATION

Name: ________________________         DATE:      /      /
(please print new address below if it is different than on-file)
______________________________  Phone Number: (      )
______________________________ Fax #: (      )

1.Head temperature: (warm, cool)

2.Hand Condition: (temperature, swelling & color)

3.Feet Condition: (temperature, swelling & color) 

4.Bowel Movement Frequency:  ____ times a day

5.Bowel Consistency:

6.Urine Color & Frequency: _____ times a day,    (clear, light yellow, yellow)

7.Appetite: (good, strong, moderate, low)

8.Sleep Pattern: 

9.Thirsty: Preferred Temperature (cold, cool, warm, hot, room, ice)

10.Tongue Coating: (dry, wet, yellow, white, black, thick, thin )

11. Color of Mucus (if present):

NOTES ON BODY FUNCTION CHANGES:

ALL ORDERS WILL BE 
SHIPPED VIA USPS 
PRIORITY MAIL UNLESS 
OTHERWISE REQUESTED. 
FOR FEDEX OVERNIGHT (AT 
ADDITIONAL CHARGE) 
PLEASE PLACE CHECK MARK 
HERE ____

NI’S ACUPUNCTURE CENTER 
C.T.M.A.

    3149 N. Courtenay Parkway 
Merritt Island FL 32953

PHONE: 321-454-9259  FAX: 321-454-9974


