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Guidance for pH Health

Change Your Water - Balance Your Life




pHBodyBalance Consultation Form
Simply complete form and submit to Maraline@pHBodyBalance.com
Limit one complimentary consultation per customer.         
Consultation (check all that apply): First 15 min free: $25 ea. 15 min 
pH Balance Training 

__I would like a supplement/food protocol

__I would like private pH balance training

__I would like trained in acid/alkaline foods
__Other, explain:
__Water Options (any combination) – Never a charge to discuss
    Complimentary personal pH test kit will be mailed to you.
	Name:

	Email:                                          Phone:

	Time Zone:                                   Preferred Times (9-5 EST):

	Age:                Height:                  Weight:


This form is merely a starting point; however we have found symptoms can form a chain of events surrounding acid/alkaline balance and provide a clearer understanding of what we would do to help ourselves or a family member.

Symptoms range from occasional to seasonal or chronic. Once symptoms are chronic there’s a good chance of a diagnosis. Please complete the following, including any and all symptoms you may have, the extent of those symptoms, and anything else that warrants mentioning.

1. Have you been diagnosed, if so, what is/are your diagnosis(s)? 

Please explain how you were diagnosed (you can include self):
2. Please address the following (you may add up to 10 symptoms to list).
 ___ 1-10 scale (10 = severe)    
 ___ Symptoms occur: O (occasionally), F (frequently), C(chronically), or D (diagnosis)

Sleeping 

___ ___ difficulty falling asleep

___ ___ difficulty staying asleep 

___ ___ waking feeling as though you didn’t sleep

___ ___ wake up in body pain (explain: 

___ ___ sleep hot or cold or both (explain:

Digestion/Elimination

     ___ ___ difficulty digesting

     ___ ___ acid reflux 

     ___ ___ constipation

     ___ ___ diarrhea 

     ___ ___ gastrointestinal gas

     ___ ___ bloating after eating

Skin/Hair

     ___ ___ skin issues (explain:

     ___ ___ hair issues (explain:

Tiredness

     ___ ___ about the same time every day

     ___ ___ different times throughout the day

Pain

     ___ ___ explain:

Other main symptoms (up to 10):

3. Pertinent Test Result Summation (please do not attach or submit, but do include results for pH, bone density, mineral levels, fluid levels, etc):
4. List of pertinent supplements or medications: (be specific about purpose, i.e. target: symptom, deficiency)

5. List usual breakfast, lunch, dinner foods, and amount of liquids and type of liquids consumed at meals and other times, or provide examples:

Other Drinks/Snacks:
Breakfast:                                          

Lunch:

Dinner:

6. Describe normal or usual schedule, activities, and sleep patterns:

7.  Describe any type of exercise (including passive activity like usual walking):
8.  Describe temporary or extenuating circumstances that could be affecting you:

9.  Your specific questions:

10. Other symptoms or information you’d like to add,

PAYMENT AUTHORIZATION FORM
YOU MAY PROCESS YOUR AUTHORIZATION FOR A CONSULTATION ONLINE AT http://www.biogro.us/consultation.html
OR -
SHOULD YOU PREFER TO SUBMIT YOUR INFORMATION VIA FAX, BELOW IS YOUR AUTHORIZATION FORM, TO BE INCLUDED WITH YOUR CONSULTATION QUESTIONAIRE, AND FAXED TO 859.336.3659

I authorize BioGro Products LLC to charge me for services as follows:

I understand initial setup, any water product consultation, or first 15 minutes of first pH Body Balance consultation is complimentary. I also understand I will be charged in 15 min increments at the rate of $25 per 15 minutes, or $100 per hour for pH body balance consults.

Name/Signature: __________________________________________Date_________________

Bill to Signature other than spouse: _____________________________Date_________________

Bill to Name (if different): 

Address:

City:





State/Zip:

M/C or Visa only - Credit Card #                                                                              

Expiration:                                     


Security Code 
(Visa & MasterCard - Last 3 digits on back):



(American Express – 4 digits on front right side):

PLEASE FAX TO BIOGRO PRODUCTS LLC 859.336.3659

FDA Disclaimer: 

(1) These questions and any statements have not been evaluated by the Food and Drug Administration. 

(2) Any consultations, and any related suggested products are not intended to diagnose, treat, cure or prevent any disease. 

(3) This is not medical advice and is not intended to replace the advice or attention of health care professionals. 

(4) Consult your physician before beginning or making any changes in your diet, supplements or exercise program, for diagnosis and treatment of illness or injuries, and for advice regarding medications.
All personal information received is protected, properly safeguarded and not disclosure to any other party unless authorized by customer.

