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Weight Loss Forms
Week 1 —
• Neurotransmitter Assessment Form (NTAF)
• Glycemic Index
• Balancing pH
• Blood Test Instructions
• Insulin Resistance Evaluation

Health Questionnaire (NTAF)
Name: _____________________________________Age: ______ Sex: ________ Date:
* Please circle the appropriate number “0 - 3” on all questions below. 0 as the least/never to 3 as the most/always.

SECTION A

• Is your memory noticeably declining?
• Are you having a hard time remembering names
and phone numbers?
• Is your ability to focus noticeably declining?
• Has it become harder for you to learn things?
• How often do you have a hard time remembering
your appointments?
• Is your temperament getting worse in general?
• Are you losing your attention span endurance?
• How often do you ﬁnd yourself down or sad?
• How often do you fatigue when driving compared
to the past?
• How often do you fatigue when reading compared
to the past?
• How often do you walk into rooms and forget why?
• How often do you pick up your cell phone and forget why?

SECTION B

• How high is your stress level?
• How often do you feel that you have something that
must be done?
• Do you feel you never have time for yourself?
• How often do you feel you are not getting enough
sleep or rest?
• Are you getting regular exercise?
• Do you think people don’t care about you?
• Do you feel you are not accomplishing
your life’s purpose?
• Do you have no one to share your problems with?
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SECTION C
SECTION C1
• How often do you get irritable, shaky, or have
lightheadedness between meals?
• How often doo you feel energized after eating?
• How often do you have difﬁculty eating large
meals in the morning?
• How often does your energy level drop in the afternoon?
• How often do you crave sugar and sweets in the afternoon?
• How often do you wake up in the middle of the night?
• How often do you have difﬁculty concentrating
before eating?
• How often do you depend on coffee to keep yourself going?
• How often do you feel agitated, easily upset, and nervous
between meals?
SECTION C2
• Do you get fatigued after meals?
• Do you crave sugar and sweets after meals?
• Do you feel you need stimulants such as coffee after meals?
• Do you have difﬁculty losing weight?
• How much larger is your waist girth compared to
your hip girth?
• How often do you urinate?
• Have your thirst and appetite been increased?
• Do you have weight gain when under stress?
• Do you have difﬁculty falling asleep?

SECTION 1 - S
•
•
•
•
•
•

Are you losing your pleasure in hobbies and interests?
How often do you feel overwhelmed with ideas to manage?
How often do you have feelings of inner rage (anger)?
How often doo you have feelings of paranoia?
How often do you feel sad or down for no reason??
How often do you feel like you are not enjoying life?
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• How often do you feel you lack artistic appreciation?
• How often doo you feel depressed in overcast weather?
• How much are you losing your enthusiasm for your
favorite activities?
• How much are you losing enjoyment for
your favorite foods?
• How much are you losing your enjoyment of
friendships and relationships?
• How often do you have difﬁculty falling into
deep restful sleep?
• How often do you have feelings of dependency
on others?
• How often do you feel more susceptible to pain?
• How often do you have feelings of unprovoked anger?
• How much are you losing interest in life?
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SECTION 2 - D
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How often do you have feelings of hopelessness?
How often do you have self-destructive thoughts?
How often do you have an inability to handle stress?
How often do you have anger and aggression while
under stress?
How often do you feel you are not rested even after
long hours of sleep?
How often do you prefer to isolate yourself from others?
How often do you have unexplained lack of concern for
family and friends?
How easily are you distracted from your tasks?
How often do you have an inability to ﬁnish tasks?
How often do you feel the need to consume caffeine to
stay alert?
How often do you feel your libido has been decreased?
How often do you lose your temper for minor reasons?
How often do you have feelings of worthlessness?

SECTION 3 - G

• How often do you feel anxious or panic for no reason?
• How often do you have feelings of dread or
impending doom?
• How often do you feel knots in yourr stomach?
• How often do you have feelings of being overwhelmed
for no reason?
• How often do you have feelings of guilt about
everyday decisions?
• How often does your mind feel restless?
• How difﬁcult is it to turn your mind off when you
want to relax?
• How often doo you have disorganized attention?
• How often do you worry about things you were
not worried about before?
• How often do you have feelings of inner tension and
inner excitability?
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SECTION 4 - ACH

• Do you feel your visual memory (shapes & images)
is decreased?
• Do you feel your verbal memory is decreased?
• Do you have memory lapses?
• Has your creativity been decreased?
• Has your comprehension been diminished?
• Do you have difﬁculty calculating numbers?
• Do you have difﬁculty recognizing objects & faces?
• Do you feel like your opinion about yourself
has changed?
• Are you experiencing excessive urination?
• Are you experiencing slower mental response?

Symptom groups listed in this ﬂyer are not intended to be used as a diagnosis of any disease condition.
For nutritional purposes only.

Medication History
Please circle any of the following medication you have been or are currently taking.
Acetylcholine Receptor Antagonist – Antimuscarinic Agents
Atropine, Ipratopium, Scopolamine, Tiotropium
Acetylcholine Receptor Antagonist - Ganlionic Blockers
Mecamylamine, Hexamethonium, Nicotine (high doses), Trimethaphan
Acetylcholinesterase Reactivators
Pralidoxime
Acetylcholine Receptor Antagonist - Neuromuscular Blockers
Atracurium, Cisatracurium, Doxacurium, Metocurine, Mivacurium, Pancuronium, Rocuronium, Uccinylcholine, Tubocurarine,
Vecuronium, Hemicholine
Agonist Modulator of GABA Receptor (benzodiazpines)
Xanax, Lexotanil, Lexotan, Librium, Klonopin, Valium, ProSon, Rohypnol, Dalmane, Ativan, Loramet, Sedoxil, Dormicum,
Megadon, Serax , Restoril, Halcion
Agonist Modulator of GABA Receptors (nonbenzodiazpines)
Ambien, Sonata, Lunesta, Imovane
Cholinesterase Inhibitors (irreversible)
Echotiophate, Isoﬂurophate, Organophosphate Insecticides, Organophosphate-containing nerve agents
Cholinesterase Inhibitors (reversible)
Donepezil, Galatamine, Rivastigmine, Tacrine, THC, Erophonium, Neostigmine, Phystigimine, Pyridostigmine,
Carbamate Insecticidses
Dopamine Reuptake Inhibitors
Wellbutrin (Bupropion)
Dopamine Receptor Agonists
Mirapex, Sifrol, Requip
D2 Dopamine Receptor Blockers (antipsychotics)
Thorazine, Prolixin, Trilafon, Compazine, Mellaril, Stelazine, Vesprin, Nozinan, Depixol, Navane, luanxol, Clopixol,
Acuphase, Haldol, Orap, Clozaril, Zyprexa, Zydis, Seroquel, Geodon, Solian, Invega, Abilify
GABA Antagonist Competitive binder
Flumazenil
Monoamine Oxidase Inhibitor (MAOI)
Marplan, Aurorix, Maneric, Moclodura, Nardil, Adlegiine, Elepryl, Azilect, Marsilid, Iprozid, Ipronid, Rivivol, Popilniazida, Zyvox, Zyvoxid
Noradrenergic and Speciﬁc Sertonergic Antidepressants (NaSSaa)
Remeron, Zispin, Avanza, Norset, Remergil, Axit
Selective Serotonin Reuptake Inhibitor
Paxil, Zoloft, Prozac, Celexa, Lexapro, Luvox, Cipramil , Emocal, Serpam, Seropram, Cipralex, Esteria, Fontex, Seromex, Seronil,
Sarafem, Fluctin, Faverin, Seroxat, Aropax, Deroxat, Rexetin, Xentor, Paroxat, Lustral, Serlain, Dapoxetine
Selective Serotonin Reuptake Enhancers
Stablon, Coaxil, Tatinol
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Serotonin-Norepinephrine Reuptake Inhibitors (SNRIs)
Effexor, Pristiq, Meridia, Serzone, Dalcipran, Despramine, Duloxetine
Tricylic Antidepresseants (TCAs)
Elavil, Endep, Tryptanol, Trepiline, Asendin, Asendis, Defanyl, Demolox, Moxadil, Anafranil, Norpramin, Pertofrane, Prothiadin, Thanden,
Adapin, Sinequan, Trofranil, Janamine, Gamanil, Aventyl, Pamelor, Opipramol, Vivactil, Rhotrimine, Surmontil
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Glycemic (Blood Sugar) Index-Choose foods in the 70ʼs or lower.
I. Grains
1. Barley-36
2. Brown Rice-79
3. Buckwheat-78
4. Millet-101
5. Rye-48
6. White Rice-83
7. Whole Wheat Bread-99
8. White Bread-136
II. Starchy Vegetables
1. Beets-91
2. Carrots-70
3. Cauliflower
4. Corn-78
5. Green Peas-68
6. Potatoes-80
7. French Fries-107
8. Pumpkin-107
9. Sweet Potatoes-77
10.Yams-73
III. Fruit
1. Apple-54
2. Apple Juice-58
3. Apricot, fresh-82
4. Banana-77
5. Cherries-32
6. Grapes-66
7. Grapefruit-36
8. Kiwi-75
9. Mango-80
10.Orange Juice-74
11.Peach-60
12.Pear-53
13.Pineapple-94
14.Plum-55
15.Raisins-91
16.Watermelon-103

17.IV. Bakery Products
1. Cake, pound-77
2. Cheese pizza-86
3. Croissant-96
4. Donut-108
5. Muffin-93
6. Waffle-109
V. Breads
1. Bagel, white-104
2. French baguette-136
3. Hamburger bun-92
4. Pumpernickel-71
5. Pita bread, white-87
6. Wonder bread-112
7. Rice Cakes-110
VI. Breakfast Cereals
1. All Bran-60
2. Cheerios-106
3. Cornflakes-119
4. Cream of Wheat-100
5. Grapenuts-96
6. Muesli-81
7. Oatmeal-70
8. Puffed Wheat-105
9. Rice Crispies-117
10. Special K-78
11. Shredded Wheat-99
12. Total-109
VII. Dairy Products
1. Ice Cream-87
2. Yogurt, low fat artificially sweet-20
3. Yogurt, low fat fruit sugar sweet-47
VIII. Legumes
1. Chick peas (garbanzo beans)-47
2. Lentils, red-36
3. Pinto beans-55
4. Soy beans-25
5. Split peas-45

IX. Snack Foods
1. Corn chips-114
2. Dates-146
X. Sugars
1. Fructose-32
2. Glucose-146
3. High fructose corn syrup-89
4. Honey-83

I. Blood Test Instructions:
1. Call 1-800-908-0000
2. Request a comprehensive wellness test.
3. Give the operator your credit card number. You will be charged $89.
4. Request that they e-mail or fax you a requisition for the test.
5. Give them your zip code and ask for the lab closest to you.
6. In Marin there is a lab at 1321 S. Eliseo in Greenbrae. Their phone is
415-464-9531.
7. In Berkeley there is a lab at 2500 Milvia, suite 230 between Blake and
Dwight. Their phone is 510-549-0164.
8. My account code is RETT.
9. The comprehensive wellness test consists of:
a. SMA 24
b. CBC with differential
c. Lipid panel
d. T3, T4 and TSH
II. ASI (ADRENAL STRESS INDEX) Saliva Test Instructions:
1. Take no supplements for 3 days.
2. Eat no food after midnight
3. Donʼt eat any chocolate, onions, garlic, cabbage, cauliflower or
broccoli on the day of collection.
4. Donʼt drink any coffee, tea or caffeinated drinks on the day of
collection.
5. Ship via UPS guaranteed delivery 2 days.
6. Refrigerate all samples until ready to ship.
7. Itʼs most convenient to do the test on a Sunday. If you canʼt do it on a
Sunday, finish no later than Tuesday night.
8. Allow 5-7 days for results.

Insulin Resistance Diagnosis
1. Waist circumference:
a. More than 40 inches for men.
b. More than 35 inches for women
2. BMI greater than 25
3. Blood Pressure greater than 130/85
4. Blood Work:
a. Triglyceride levels higher than 150 mg/dl
b. HDL less than 40 mg/dl for men and less than 50 mg/dl for women
c. Fasting glucose levels between 110 and 126 mg/dl or A fasting
glucose greater than 90 mg/dL is suspicious for insulin resistance while
levels greater than 103 are definitive for significant insulin resistance and
likely eventual Type II Diabetes.
d. Two hour glucose challenge greater than 140 mg/dl
e. LDL/HDL ratio greater than 3.5.
f. Cholesterol/HDL ratio greater than 5.0.
g. Uric Acid greater than 5.5
h. HDL 25% of Total Cholesterol
i. Triglyceride levels=or exceeding Cholesterol levels.
5. Other risk factors including:
a. Family history of Type II diabetes, hypertension or coronary vascular
disease
b. Polycystic ovary syndrome
c. Sedentary lifestyle
d. Advancing age
e. Ethnic groups having high risk for Type II diabetes or coronary
vascular disease. These include African American, Native American,
Asian and Hispanic ancestry.
6. A combination of high triglycerides, low HDL, hypertension, obesity, and
a fasting glucose greater than 90 mg/dL is suspicious for insulin
resistance. Levels greater than 103 are definitive for significant insulin
resistance and likely eventual Type II Diabetes.

Insulin resistance involves high cholesterol, high blood insulin levels,
excess body fat around the waist, high blood pressure and glucose
intolerance or insulin resistance. Insulin resistance places a person at a
significantly greater risk for having a heart attack, stroke or diabetes.
Recent studies have shown that even though blood pressure medication
lowers blood pressure, damage is still occurring. The actual risk of having a
heart attack remains high. This is because the underlying source of the
problem, insulin resistance, is still untreated.
High insulin levels can also cause blood to clump more easily and block an
artery to the brain causing a stroke.
Insulin resistance can be considered prediabetes because insulin
resistance often leads to Type II diabetes. The insulin supply from the
pancreas eventually wears out from all the years of compensating for high
carbohydrate foods. Studies reveal that diabetes is in the making seven
years before it can be clinically diagnosed. This means that if insulin
resistance symptoms were recognized early enough, most Type II diabetes
could be prevented. How many of you think that itʼs better not to wait till you
have diabetes to do something about it? Diabetes can lead to heart attack,
blindness and loss of limbs.

NAME_____________________________________
DATE______________________
Are You at Risk for Insulin Resistance?
This questionnaire will help identify your risks of Insulin Resistance and the metabolic health
complications associated with it. It is based on the 2001 National Institutes of Health Guidelines
for screening for Insulin Resistant Syndrome, a condition also known as Syndrome X,
Dysmetabolic Syndrome, or Metabolic Syndrome.

Directions:

For each YES answer, circle the assigned points and total for the score for each

section
(A, B & C). Then add up all 3 sections to get your Insulin Resistance Total Risk Score.

SECTION A – Family History
Has anyone in your close family (parents, siblings, grandparents, blood aunts/uncles)
had:
Point Score

10
10
10
10
10
10
descent?
10
overweight)
8
10
2
2
1
Section A
TOTAL

Type II diabetes or adult-onset diabetes?
Heart attack?
Stroke?
Athersclerosis (clogging or hardening of the arteries)?
High blood pressure?
Are of Native American, Hispanic, Asian or African American
Significant overweight problems? (more than 50 pounds
Moderate overweight problems? (30 - 50 pounds overweight)
Gout?
Blood clots in legs or lungs?
Breast, uterine or ovarian cancer?
Osteoarthritis (arthritis of aging)?

SECTION B – Nutritional Factors
DO YOU:
Point Score

8
8
10

Have a sedentary life style and do little or no exercise?
Find you cannot lose weight even on a low fat diet?
Have to eat frequently, graze or nibble all day to keep up your
energy?
10
Notice that sugary and starchy foods make you tired or
irritable?
6
Use caffeine to pep up your energy?
8
Find that you initially feel better after eating carbohydrates?
10
Get up in the middle of the night to eat (especially carbohydrate
foods)?
20
Become shaky, irritable or have problems thinking, that go
away when you eat?
10
Feel better when you don’t eat?
Section B
TOTAL

SECTION C – Your Health Profile
DO YOU:
Point Score

190

10
5
chart)?
8
chart)?
60
10
20
20
10
20

Have type II diabetes or borderline diabetes?
Gain weight around your abdomen (apple shaped)?
Have a BMI (Body Mass Index) between 25 and 27? (See BMI
Have a BMI (Body Mass Index) between 28 and 30? (See BMI
Have a BMI over 30? (See BMI chart)?
Have now or ever had high blood pressure?
Have now or ever had high total cholesterol levels (more than
230)?
Have now or ever had high triglyceride levels (more than 150)?
Have a history of having a stroke or heart attack?
Have fleshy little “skin tags” on your neck or face, underarms,
inner thighs, under your breasts or on your eyelids?
Have a history of gout?
Have an abnormal glucose tolerance test or felt poorly during the

20
20
test?
20
Have problems with low blood sugar (hypoglycemia)?
5
Have problems with poor circulation of your feet or hands?
5
Have a history of blood clots in your lungs or legs?
4
Have osteoarthritis (arthritis of aging)?
4
Do you smoke more than 10 cigarettes a day?
20
Have extreme fatigue after eating, especially in the afternoon or
evening?
5
Are you between 45 and 60 years of age?
10
Are you older than 60 years?
The following questions apply only to women:
20
Have a history of gestational diabetes during pregnancy?
20
Have a history of having a baby that weighed more than 9
pounds?
10
Have a history of toxemia or pre-eclampsia during pregnancy?
8
Have a history of high blood pressure during pregnancy
20
Have now or a history of polycystic ovaries (called PCOS)?
Section C TOTAL

Section A _______ + Section B _______ + Section C _______ = __________
TOTAL
RISK SCORE

TOTAL Insulin Resistance Risk Score Interpretation:
60 – 90
Stage I. This early stage suggests that you may be at risk for developing Insulin
Resistance.
91 – 120 Stage II. You have an above average risk of developing Insulin Resistance.
121 – 150 Stage III. You are already showing definite signs of Insulin Resistance.
151 – 180 Stage IV. You have signs of moderate degree Insulin Resistance.
Greater than 180 Stage V. This value is very concerning for severe Insulin Resistance.
Type II diabetes and cardiovascular diseases are definite health risks for you.
Aggressive management of Insulin Resistance is encouraged.
.

How to Figure Out Your Body Mass Index (BMI)
Find your current weight (in pounds) in the left column. Then find your
height (in total inches) across the top column. Intersect the two inside the
graph. The number where these meet is your BMI (Body Mass Index).

What Does Your BMI Level Mean?
Normal BMI is considered 22-26. BMI levels greater than 30 are
associated with high levels of severe, life threatening health problems due
to being overweight. A BMI level between 27-29, along with having high
blood pressure, high cholesterol, Type 2 diabetes, heart disease, or a
stroke increases your health risks just as if your BMI was above 30.
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• First Time Evaluation

FIRST TIME EVALUATION

TM

Please complete the following questions carefully. This information will help
us to build a specialized Nutritional Program, personally designed for you.

Today’s Date: _________________

Referred by: ______________________________

Name: ________________________________________________ M

F

Birthdate: ___/___/___ Age: ___

Mailing Address:   ___________________________________________________________________________
City: __________________________ State: _______ Zip: ___________ Occupation: ___________________
Height: _______ Weight: _______ Marital Status:
Daytime phone: (_____)______________________

S

M

D

W

No. of children: _________

Evening phone: (______)  ____________________

Do not take any supplements for 2 meals before evaluation.

1.

Complaints Please rank your current complaints and rate their severity (on a scale of 1 to 10, 10 being the most severe):
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________

2.

Other Information Please tell us any additional information or concerns about your health:
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________

3.

Medications Please list any medications you are currently taking and how long you have taken them (including birth
control pills, aspirin, pain medications, etc.):
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________

4.

Smoking Do you currently smoke? _______ If yes, how much? ________ How long have you smoked?______________

5.

Surgeries What surgeries, operations, traumas, car accidents, etc. have you had?
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
a.) Have you ever had full-body anesthesia (i.e., to remove tonsils, wisdom teeth, etc.)?_________________________________
b.) Do you have breast implants?_________ Other surgical implants or prostheses?___________________________________
c.) Have you had elective surgery (tummy tuck, face-lift, burned off moles, liposuction, etc.)?____________________________
d.) Do you have any metal or plastic inside your body (such as pins, clamps, plates, etc.)?______________________________
e.) Do you have pierced ears or other body piercings?____________________________ Tatoos?_______________________

6.

Scars Describe any scars on your body (major and minor ones):_____________________________________________
_________________________________________________________________________________________________________

7.

Drugs This is strictly confidential information. Do you currently use recreational drugs? ______ [Circle: marijuana, cocaine,
heroin, uppers, downers] Others:____________________ How often?_______________________________________
Have you used recreational drugs in the past?________ If yes, for how long?____________________________________

8.

Stress Please rate your current stress level (on a scale of 1 to 10, 10 being the highest stress): ______
What is the main reason(s) for your stress? ________________________________________________________________
If over level 5, what step(s) are you taking to reduce your stress level?__________________________________________

9.

Dental work Indicate how many of the following you have:
Silver fillings _____
Gold crowns or inlays _____
Root canals _____
Braces _____
Composites (tooth-colored) _____
Stainless steel crowns or inlays _____
Root canals with EndoCal _____ Bleeding Gums ____
Extractions _____
Porcelain crowns or inlays _____
Posts _____
Sensitive teeth _____
Bridgework _____
DeGussa Porcelain crowns or inlays _____ Implants _____
Bad Bite _____
Partial or full dentures _____ Veneers _____
Temporaries _____
New cavities _____
Have you had any teeth extracted (widsom teeth, four bicuspid extraction etc.)? ______________
Have you had dental surgery (gum surgery, jaw surgery, etc.)? _______________
Do you need further dental work?______ If so, what?____________________________________________________

Health Overview

1.
2.
3.
4.
5.

For the following questions, circle the phrases that apply to you.

Sleep How is your sleep? [Circle: restful, restless, hard to get to sleep, wake up often, get up during the night, bad dreams]
Other complaints? _____________________________________________________________________________________
What time do you usually go to sleep?________________ Number of hours of sleep per night?_______________________
Digestion How is your digestion? [Circle: adequate, poor, acid reflux, burp often, bloating, burning/pain in stomach]
Other complaints?_____________________________________________________________________________________
Urination How are your daily urinations? [Circle: every 2 to 3 hours, too frequent, sense of urgency, too small amount,
too large amount, burning, dribbling, up at night several times]
Other complaints?_____________________________________________________________________________________
Bowels How are your bowel eliminations? [How often? 3 times daily, once per day, skip days Amount: normal, too little, too large
Consistency: normal, too hard, very soft, diarrhea Color: brown, black, whitish Other: lots of mucus, lots of gas, foul smell]
Other complaints?_____________________________________________________________________________________

Women Only: Are you pregnant?______ Are you breast-feeding?_________ Do you have monthly periods? _______

Date of last menstrual period?_______ Are you going through menopause?_______ Have your periods stopped? _______
Had a hysterectomy?__________ (If so, when?______________)

Menstrual Cycle. Are your monthly periods regular (28 day cycles)?_________
     Number of days of your menstrual flow?_________
     Circle any of the following symptoms you experience associated with your period:  cramping,   bloating,   feeling weak,    
mood swings, cravings, heavy bleeding, back pain, headaches, bright red blood, dark clotty blood.
Other menstrual complaints?______________________________________________________________________________

6.
7.
8.

Exercise     What kind of exercise do you do?______________________________________________________________
How often?_________________________ For how long at a time ?_________________________________
Sunlight Amount of natural sunlight you receive daily outside?__________ Amount of sunlight you receive daily
through windows?__________ Hours spent daily under fluorescent lights?__________  Do you use Chromalux light bulbs   
at home?__________ At work?____________
Eyewear     Do you wear contact lenses?________ Glasses?_______  If so, how many hours per day?___________  
Do your lenses have tints?_________ An anti-glare coating?________ A scratch-resistant coating?_________

9.

Electromagnetic Exposure How many hours do you spend daily:
Watching TV? _______ Working on a computer? ______ Talking on a phone? _______ Talking on a cellular phone? _______
Wearing a pager? _____ Wearing a headset? _____ Wearing a wrist-watch (with battery)? ____ Wearing a hearing aid? ______
       Riding in a car/truck/vehicle? _____   Near electrical equipment for long periods of time (such as copy machines, high power lines,
computers, etc.)? _______ When you sleep, is your head within 10 feet of a plug-in clock (such as on a nite stand)? _________

10.

Clothing How often do you wear 100% natural clothing (cotton, ramie, wool, silk, or linen)?________________
Synthetic clothing (polyester, acrylic, nylon, rayon, etc.)?_____  Blends (natural fabric combined with synthetic)?_________
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11.

Personal Care Products List the brand names that you use: (Please take time to complete this list.)

Shampoo? _________________________________________
Shave Cream? _________________________________________
Deodorant? ________________________________________
Dish Washing Liquid/Powder? _ ___________________________
Toothpaste? _ ______________________________________
Laundry Soap? _________________________________________
Soap? ____________________________________________
Tub/Tile Cleaner? _ _____________________________________
Hand/Body Lotion? _________________________________
Glass Cleaner? _________________________________________
Facial Cleanser/Moisturizer? __________________________
All-Purpose Cleaner? ____________________________________
Hair Spray/Gel?_ ___________________________________
Perfume/Cologne? ______________________________________
Personal (Sexual) Lubricant? __________________________
Roach/Ant Spray? ______________________________________
Contraceptive Jelly/Spermacide? _______________________
Toilet Freshener? _______________________________________
Hair Dye? _________________________________________
Hair Permanent? _ ______________________________________
Fingernail/Toenail Polish? ____________________________
Face Make-up/ Eye Make-up? _____________________________
Other chemical exposure (from yard, workplace, art chemicals, etc.)?__________________________________________________

12. Appliances

Circle which of the following you use:
           Gas stove       Electric stove       Electric heater         Electric blanket         Water bed        Turbo Blend          Microwave oven     
           Air purifier (Brand:___________________________)         Water purifier (Brand:____________________________)

13.

Cookware What type of cookware do you use? [Circle:
stainless steel, aluminum,
Premier Waterless Cookware]
Otherttypes:____________________________________________

iron,

teflon-coated, glass,

14.

Shower Filter What brand of shower filter do you use (for chlorine protection)?_________________________________
          When was your filter last changed?_____________________

15.

Pets Do you have a pet(s)?____________  If so, what kind/how many?________________________________________
Is it allowed in the house?__________ On your bed?_________ What do you feed your pet(s)?____________________

Food Choices

Circle each type of food that you eat often (once a week or more):

1. Pre-made foods:  a) canned food    b) boxed cereals   c) frozen dinners   d) bottled or frozen juices   e) take-out food
2. Red meat (beef, pork, lamb): a) commercially grown b) naturally raised (Brand:______________)
3. Chicken: a) commercially grown b) naturally raised (Brand:___________________)
4. Turkey: a) commercially grown b) naturally raised (Brand:_____________________)
5. Fish:  a) canned tuna     b) fresh fish     c) frozen fish     d) at restaurants
6. Fresh vegetables: a) commercially grown (store-bought) b) organically grown (store bought) c) organically grown (direct from farmers)
d) from natural growers at a farmer’s market
7. Fresh fruit: a) commercially grown (store-bought) c) organically grown (store-bought) c) organically grown (direct from farmer)
d) from natural growers at a farmer’s market
8. Whole grains: a) commercially grown (store-bought) b) organic (store-bought) c) organic (direct from farmer)
9. Whole beans: a) commercially grown (store-bought) b) organic (store-bought) c) organic (direct from farmer)
10. Eggs/Butter: a) commercial eggs (store-bought) b) organic eggs c) commercial butter d) organic butter
11. Milk:  a) commercial milk   b) organic pasteurized milk   c) organic goat’s milk   d) good quality,  raw whole milk
12. Cheese: a) commercial cheese b) organic aged cheese (store-bought)  c) recommended aged cheeses by Dr. Marshall
13. Other:   a) commercial ketchup, mustard, spices   b) commerical vinegar   c) commercial olive oil   d) PRL Olive Oil

Food Stressors
Stimulants

Please indicate how many times per week you consume the following foods:
Toxic Oils

Commercial Dairy

Highly Heated Foods

Coffee (including decaf.)

Fried foods

Cow’s Milk

Bread (store-bought)

Black tea, caffeine drinks

Fast food

Yogurt

Crackers (store-bought)

Soft drinks (colas, etc.)

Potato or corn chips

Ice cream

Bagels (store-bought)

Drinks with NutraSweet

Roasted nuts

Cottage cheese

Buns (store-bought)

Alcohol (wine, beer, etc.)

Mayonnaise

Sour cream

Pasta (store-bought)

Chocolate

Margarine

Cheese (commercial)

Muffins (store-bought)

Candy, pastries, sweets

Peanut butter (commercial)		
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Cookies (store-bought)

Scar/Trauma Chart
Name:
Date:

Directions

All Scars. Please draw a red line on the drawing where you have scars, even if they are very old.

Don’t forget C-sections, vaccination scars, episiotomies, surgeries, earring puncture holes, tattoos,
facelift scars, vasectomies, all injection sites, old burn areas, etc.
All Trauma Areas. Please put a red X where you have had trauma even if it is very old. Don’t forget
previous sprains, burns, falls, whiplash (from auto accidents), radiation, etc.
Internal Metal: Please draw a circle on the drawing if you have any type of internal metal objects,
such a surgical steel pin, metal plate, hip replacement, surgical wire mesh, etc.
Date of injury and type of injury. Draw a line from each of the above injury areas and print the
type of injury and approximate date of injury. (For example, draw a line from a shoulder trauma area
and print “car accident, 1988.”)

Rev. 07-18-07
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• Metabolic Type I
• Diet Diary
• The Blood Sugar Diet

Metabolic Type I Questionnaire
For each of the following questions circle the response A, B or C
that best applies to you. Donʼt answer based on what you think you
“should” be eating; instead be honest about your preferences, tendencies
and habits.
1. In the and morning you:
A. Donʼt eat breakfast
B. Have something light like fruit, toast or cereal.
C. Have something heavy like eggs, bacon, steak or hash browns.
2. At a buffet, foods you choose are:
A. light meats like fish and chicken, vegetables and salad, a sampling of
different desserts.
B. A mixture of A and C
C. Heavy, fatty foods like steak, ribs, pork chops, cheeses and cream
sauces
3. Your appetite at lunch is:
A. Low
B. Normal
C. Strong
4. Your appetite and dinner in is:
A. Low
B. Normal
C. Strong
5. Caffeine makes you feel:
A. Great--it helps me focus
B. Take it or leave it
C. makes me jittery or nauseous.
6. The types of foods you crave are:
A. fruits, bread and crackers
B. Both A and C
C. Salty foods, cheeses and meats
7. At dinner you prefer to eat:
A. chicken or fish, salad, rice
B. No preferences choice varies daily
C. Heavier fatty foods-pastas, steak, potatoes
8. After dinner you:
A. Need to have something sweet
B. Could take desert or leave it

C. Donʼt care for sweets and would rather have something salty like
popcorn
9. The types of sweets you like are:
A. Sugary candies like Skittles or Hot Tamales
B. No preference
C. Ice cream or cheesecake
10. Eating fatty foods like meat and cheese before bed:
A. Prevents me from sleeping
B. Doesnʼt bother me
C. improves my sleep
11. Eating carbs like bread and crackers before bed:
A. Disturbs my sleep; I sleep better on lighter foods
B. Doesnʼt affect me
C. Is better than nothing, but I sleep better on heavier foods
12. Eating sweets before bed:
A. Doesnʼt keep me from sleeping at all
B. Sometimes makes me feel restless in bed
C. Keeps me up all night
13. How often do you eat each day?
A. Two or three meals with no snacks
B. Three meals with maybe one light snack
C. Three meals with constant snacking
14.Your attitude towards food is:
A. I often forget to eat
B. I enjoy food and rarely miss a meal
C. I love food--itʼs a central part of my life
15. A. When you skip meals, you feel:
A. Fine
B. I donʼt function of my best, but it doesnʼt bother me
C. I feel shaky, irritable, weak and tired
16. How much do you like fatty foods?
A. Not at all
B. Moderately
C. I crave them regularly
17.When you eat fruit salad for breakfast or lunch you feel:
A. Satisfied
B. Okay, but I usually need a snack between meals.
C. Unsatisfied and still hungry

18.What kind of foods drain your energy?
A. Fatty foods make me feel lethargic
B. No food affects me in this way
C. Fruit, candy, or confections give me a quick boost and then a sugar
crash
19. Your food portions are:
A. small--less than average
B. Average--not more or less than other people
C. I eat large portions of food, usually more than most people
20. How do you feel about potatoes?
A. Donʼt care for them
B. Take them or leave them
C. Love them
21. Red meat makes you feel:
A. Tired
B. No particular feeling one way or the other
C. Strong
22. A salad for lunch makes you:
A. Feel energized and healthy
B. Fine, but it isnʼt the best type of food for me
C. Sleepy
23. How do you feel about salt?
A. Foods often taste too salty to me
B. Donʼt notice one way or the other
C. I crave salt and salt my food regularly
24.Your snack of choice is:
A. I donʼt really snack, but if I do, I like something sweet
B. I can snack on anything
C. I need snacks but prefer meats, cheeses, eggs or nuts
25. How would do you feel about sour foods like pickles, lemon juice or
vinegar?
A. Strongly dislike them
B. They donʼt bother me, but I donʼt particularly like them
C. I like sour foods
26. When you eat just sweets, you feel:
A. Sweets alone can satisfy my appetite
B. They donʼt bother me, but donʼt totally satisfy me
C. I donʼt feel satisfied and often crave more sweets

27.When you just eat meat (bacon, sausage and salmon) for breakfast, you
feel:
A. Sleepy, lethargic or irritable
B. It varies day to day
C. Satisfied and I donʼt get hungry until lunch
28. Out of the three following dinner choices youʼd prefer:
A. grilled fish, salad and rice
B. A mixture of plates A and C
C. Lamb chops, cooked carrots and baked potatoes
29. When you eat heavy or fatty foods you feel:
A. Irritable
B. Doesnʼt affect me
C. Often alleviates my anger or irritability
30.When you feel anxious:
A. Fruits or vegetables calm me down
B. Eating anything calms me down
C. Fatty foods calm me down
31. You concentrate best when you eat:
A. Fruits and grains
B. Nothing in particular affects my concentration
C. Meat and fatty food
32.You feel more depressed when you eat:
A. Fatty or heavy foods
B. Food doesnʼt affect me in this way
C. Fruits, breads or sweets
33. You notice you gain weight when you:
A. Eat fatty foods
B. No particular food makes me gain; I gain whenever I overeat
C. Eat fruits or carbs
34. What type of insomnia, if any, applies to you?
A. I rarely get insomnia from hunger
B. I rarely get insomnia, but if I do, I often need to eat something to go
back to sleep
C. I often wake up during the night and need to eat. If I eat right before
bed, it alleviates the insomnia
35.Your personality type is:
A. Aloof, withdrawn or introverted

B. Neither introverted nor extroverted
C. I am an extrovert
36. Your mental and physical stamina are better when you eat:
A. Light proteins like egg whites, chicken, or fish
B. Any wholesome food
C. Fatty foods
37. Your climate preference is:
A. Warm or hot weather
B. Doesnʼt matter to me
C. Cold climates
38. You have problems with coughing or chest pressure (if no, skip
question): C. Yes
39. You have a tendency to get cracked skin or dandruff (if no skip
question) C. Yes
40. You have a tendency to get lightheaded or dizzy (if no skip question)
C. Yes
41. Your eyes tend to be:
A. Dry
B. Donʼt notice one way or the other
C. My eyes tear often
42. Your complexion is:
A. Noticeably pale
B. Average color
C. Pink or often flushed
43. Your fingernails are:
A. Thick
B. Average
C. Thin
44. Do you have a gag reflex
A. Very hard to make me gag
B. Normal
C. I gag easily
45. You often get goosebumps:
A. Often
B. Occasionally
C. Very rarely
46. Is your body more prone to:
A. Constipation

B. No stomach problems
C. Diarrhea
47. When insects bite you, your reaction is:
A. Mild
B. Average
C. Strong
48. Your body type is:
A. Short and stocky
B. Average
C. Tall and thin
49. Your nose is:
A. Dry
B. Normal
C. Runny
Scoring Your Metabolic Type Test
When you have finished the test, add up the number of A answers,
B answers, and C answers you have circled.
_ If your number of A answers is 5 or more higher than your number of
B or C answers, you are a slow oxidizer.
_If your number of B answers is 5 or more higher than your number of
A or C answers, or if neither Aʼs, Bʼs nor Cʼs are 5 or more higher than
the other two, you are a balanced oxidizer.
_If your number of C answers is five or more higher than your number of
A or B answers, you are a fast oxidizer

1. The Blood Sugar Diet:
I. Fast oxidizers the ideal ratio for fast oxidizers is 30% carbohydrates,
40% protein and 30% fat. People who have had success on Atkins-type
diets are often fast oxidizers.
The best proteins for fast oxidizers are high purine proteins. (Purines are
natural substances already present in our bodies that aid in cellular
regeneration. We all metabolize purines differently.) High purine proteins
are found fattier meats. You can eat chicken and fish but your type
performs better on high-purine proteins. The heavier, fattier proteins help to
slow down the oxidative rates of fast oxidizers. The following is a list of
foods that you can choose from when deciding on a meal or a snack.
Ideal Choices High purine: Anchovies, herring, liver and sardines.
Moderate purine: Beef, dark meat chicken, duck, lamb, dark meat turkey,
salmon and dark tuna.
Carbs Fast oxidizers do best when they limit carbohydrate intake and
avoid carbohydrates high glycemic index. Your best source of
carbohydrates are non-starchy vegetables.
Ideal choices: Vegetables asparagus, broccoli, cabbage, celery, dark
leafy greens, eggplants, leeks, lettuce, shitake mushrooms, peppers,
spinach and zucchini.
Fruits One apple or pear before dinner, avocados and olives,
Breads Black or brown rice bread
Legumes Edamame, tempeh and tofu
Fats and oils olive oil and coconut oil
Nuts and seeds almonds, Brazil nuts, chestnuts, coconuts, filberts,
macadamia nuts, peanuts, pecans, pistachios, pumpkin seeds, sesame
seeds, sunflower seeds and walnuts.
What not to eat Never eat a meal thatʼs predominantly carbohydrates.
Avoid all hydrogenated vegetable oils found in baked goods and package
foods. Donʼt drink any alcohol. Steer clear of carbohydrates that are high
on the glycemic index. Limit your caffeine consumption. When eating
animal proteins cook them rare to medium. Overcooking destroys essential
amino acids and valuable enzymes.

.

II. Slow oxidizers The ideal ratio for the slow oxidizer is 60%
carbohydrates, 25% protein and 15% fat.
Proteins The best proteins for slow oxidizers are low-purine proteins.
(Purines are natural substances already present in our bodies that aid in
cellular regeneration. We all metabolize purines differently.) Low-purine
proteins tend to be low in fat. High purine and high-fat proteins slow down
your oxidation rate, which is the worst thing for people who are already
slow oxidizers.
Ideal Choices Catfish, cod, eggs, flounder, perch, sole, swordfish, tempeh,
tofu, trout, turkey breast, white meat chicken and white tuna.
Carbs Slow oxidizers do best with a higher concentration of complex
carbohydrates in their diet while avoiding the simple carbohydrates which
are high on the glycemic index. Simple carbs convert into sugar quickly in
the bloodstream.
Ideal Choices: Vegetables Low starch: asparagus, broccoli, cabbage,
collard greens, celery, cucumbers, dark leafy greens, garlic, kale, shitake
mushrooms, onions, peppers, scallions, spinach, sprouts, tomatoes and
watercress.
Moderate starch: Beets. eggplant, jicama, okra, yellow squash and
zucchini.
Fruits Apples, apricots, berries, cherries, citrus, olives, peaches, pears,
plums and tropical fruits.
Grains Brown rice, millet, quinoa
Legumes Have legumes such as beans, peas and lentils sparingly-twice a
week at most-because they are high in purines.
Fats and oils Slow oxidizers should follow a low-fat diet. Low fat does not
mean no fat.
Ideal choices: Organic and unsalted nuts, olive oil, butter and coconut oil.
What not to eat: Avoid fatty or high purine proteins and limit fats and oils
that will slow down your ability to metabolize food for fuel. Examples would
be red meat and dark meats. Stay away from high-fat dairy, nut butters and
avocado. Donʼt drink any alcohol. Alcohol depletes glycogen storage in the
liver, causing an increase in blood sugar and fat storage. Avoid caffeine as
well.

III. Balanced oxidizers The ideal ratio for the balanced oxidizers is 40%
carbohydrates, 30% protein and 30% fat. These are the metabolic types
that do well on diets like The Zone.
Not all proteins are created equal. It is important for balanced oxidizers to
get a good mix of high fat, high purine proteins and low fat low purine
proteins. (Purines are natural substances already present in our bodies that
aid in cellular regeneration. We all metabolize purines differently.)
The following is a list of foods that you should choose from when deciding
on a meal or a snack
Ideal Choices High purine: anchovies, herring, liver and sardines.
Moderate purine: Beef, dark meat chicken, dark tuna, dark meat turkey,
duck, eggs, lamb and salmon.
Low purine: catfish, cod, eggs, flounder, perch, sole, swordfish, tempeh,
tofu, trout, turkey breast, white meat chicken and white chunk tuna.
Carbs Balanced oxidizers do best with a mix of fruit and vegetables. Steer
clear of carbohydrates that have a high glycemic index. You should shun
refined carbohydrates, refined sugars and processed grains whenever
possible, especially if you are trying to lose weight.
Ideal choices: Vegetables low starch: asparagus, broccoli, cabbage,
cauliflower, celery, collard greens, cucumber, dark leafy greens, garlic, kale,
shitake mushrooms, onions, peppers, scallions, spinach, sprouts, tomatoes
and watercress.
Moderate starch: beets, eggplant, jicama, okra, yellow squash and
zucchini.
Fruit Apples, apricots, berries, cherries, citrus, peach, pear, plum and
tropical fruit.
Grains Brown rice, millet and quinoa.
Legumes Beans, lentils, peas and chickpeas should be fresh or packed in
liquid not dried.
Fats and oils Balanced oxidizers need to support the metabolism by
sustaining 30% of their diet being fats and oils.
Ideal choice: Nuts and seeds Brazil nuts, chestnuts, coconut, filberts,
macadamia nuts, peanuts, pecans, pistachios, pumpkin seeds, sesame
seeds, sunflower seeds and walnuts.
Oils Organic extra virgin olive oil and organic, raw, extra virgin coconut oil.
What not to eat: Avoid drinking alcohol. Alcohol depletes glycogen storage
in the liver, causing an increase in blood sugar and fat storage. Limit your
caffeine consumption and avoid overcooking animal products.

www.totalweightlosscenter.com
Dr. Raphael Rettner
Weight Loss Forms
Week 5 —
• Metabolic Type II
• Neurotransmitters — Hunger is in Your Head

Hunger Is All In Your Head
All of your hunger signals come from the brain and are under the control of
strong messengers called neurotransmitters. Some neurotransmitters help
you with energy while others help you to relax or sleep. Dopamine and
serotonin are the most important neurotransmitters for appetite control.
High levels of these messengers satisfy your appetite, while low levels
cause you to become hungry or to overeat.
Cravings for caffeine, chocolate, sweets, fried food or salty food indicate
low or depleted dopamine levels. Cravings for bread or pasta signal low
serotonin levels. Lack of sleep, restricting important nutrients in your diet ,
environmental toxins, and taking certain medications can also deplete the
amount of neurotransmitters in your system.
Lack of willpower is actually a biochemical deficiency of neurotransmitters
in the hunger center of the brain. The deficiency occurs especially when
you are under a lot of stress.
Dopamine and serotonin also control the emotional center of the brain.
This is the center that helps us to cope with conflict, stress and other
feelings. When we are low in these neurotransmitters we may feel
depressed, lethargic, angry or anxious.
Your levels of dopamine and serotonin are changing all the time. A good
example of this flux is experienced by women with P.M.S. As the hormone
cycles shift, the neurotransmitter balance also shifts and symptoms of
irritability, lethargy, food cravings and anxiety may occur.
Commonly prescribed antidepressant medications, such as Prozac, Paxil,
Lexapro, Zoloft, Effexor and Wellbutrin, work by using the dopamine or
serotonin already in the brain. these medications do not work very well if
you are depleted of neurotransmitters.

1.
1.
2.
3.
4.
5.
6.
7.

I. Symptoms of low levels of dopamine can include the following:
Depression
Fatigue
Decreased sex drive
Increased appetite: feeling hungry often
Cravings for chocolate, caffeine, sweets, fatty foods and salty foods.
Chronic allergies, headaches and muscle aches
Premenstrual breast tenderness
The amino acid tyrosine is needed for the production of dopamine. LTyrosine is found mostly in meat. Almonds, peanuts, bananas,
avocados, lima beans, pickled herring, pumpkin seeds and sesame
seeds also provide some.
The right amount of serotonin helps you to feel calm and secure.
II. Symptoms of low levels of serotonin can include the following:
1. Anxiety
2. Irritability
3. Anger
4. Restlessness
5. Difficulty knowing when you are full
6. Cravings for bread, bagels and pasta
7. Cravings for alcohol and nicotine
8. Premenstrual syndrome symptoms of mood and appetite changes
9. Psoriasis
The amino acid tryptophan is needed to make serotonin. The food
highest in tryptophan is turkey. Foods high in tryptophan include:
chicken, beef, brown rice, nuts, fish, eggs, bananas, dried dates,
fruit, and vegetables.

Small amounts of carbohydrates are necessary to make serotonin, which
helps the body relax and sleep. Having adequate amounts of dopamine
and serotonin will enable you to have a normal appetite response. A warm,
relaxing bath can cause a rise in serotonin, so we recommend you try this
before your evening meal. The rise in serotonin will make you feel more
full, causing you to eat less. Prayer or meditation also raises serotonin.
Rhythmic music with lots of drums and bass increase dopamine release,
while mellow mood music raises serotonin. Dancing to the beat of music
helps dopamine to surge. The morning is a great time to put on some
music and dance.
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Chinese Five Elements
PART 1 (Wood Element and the Liver)-Season-Spring
Section A-foods which stimulate the liver out of stagnancy:
Salad vegetables:Watercress, alfalfa sprouts, raw sauerkraut, romaine
lettuce and sprouted grains, beans and seeds.
Cooked vegetables: asparagus, beets, broccoli, brussels sprouts, cabbage,
cauliflower, mustard greens and onions.
Fruit:Strawberries, peaches, cherries and lemon juice.
Grains:Brown rice, quinoa and sweet rice
Nuts: Chestnut, pine nut,
Herbs and Spices: Agave, basil, bay leaf, cardamom, cumin, dill, fennel,
ginger, horseradish, licorice root, marjoram, mint, rosemary, stevia and
turmeric.
Section B-Foods for cooling liver heat:
Salad vegetables: mung bean sprouts, celery, cucumber, seaweed
watercress, radish and daikon radish
Grains:Millet and legumes: tofu
Fruit:plum
Section C-Foods for building liver yin:
Salad vegetables:Cucumber, mung bean sprouts and watercress,
Grains: Millet and legumes:tofu
Misc.:Blue-green algae, cold pressed flax oil, drinkable aloe vera juice and
seaweed
Section D-Foods and spices which reduce liver wind symptoms:
Salad vegetables: celery and fennel
Grains: Oats and legumes:black soybeans
Fruit:lemon
Herbs and Spices: Anise, basil, ginger and sage.
Nuts:Black sesame seeds, coconut and flax seed oil, oats and pine nuts.
Foods that worsen with wind conditions are:Eggs, crab meat and
buckwheat.
Spring Green Soup:Asparagus, beets, broccoli, dandelion greens, fennel,
kale, mustard greens and garlic, onions (or leeks), olive oil and sea salt.
PART 2 (Fire Element and the Heart-Mind)-Season -Summer
Section A-(Dietary suggestions for calming and focusing the mind)
Silicon vegetables:Celery, cucumber, romaine lettuce
Cooked vegetables:Cabbage, corn and mushrooms
Fruit:Apples, lemons, mulberries and schizandra berries

Grain:Barley gruel, brown rice and oats
Herbs and Spices:Chamomile, dill, basil and rose hips.
Misc.:Chia seeds, clarified butter (ghee) and goat milk.
Avoid:Coffee, alcohol, refined sugar, very spicy or rich foods and late-night
eating and large evening meals. These can cause insomnia.
PART 3 (Earth Element and Spleen-Pancreas)-Season-Late summer
Section A-(Dietary suggestions for deficient spleen pancreas)
Cooked vegetables:Pumpkin, scallions, sweet potato, turnip, winter squash
and yam
Fruit:Cherries
Grains:Oats, millet, rye, sweet rice and legumes:Garbanzo beans and
black beans
Cooked vegetables:Carrots, parsnips, pumpkin, scallions, sweet potato,
turnips, winter squash and yams
Herbs and Spices: Cinnamon, fennel, garlic, ginger and nutmeg
Fish, chicken and meat: Beef, beef liver, beef liver, chicken, halibut, lamb,
mackerel and turkey
Section B (Foods which dry dampness, mucus and microbes)
Salad vegetables:Celery and lettuce
Cooked vegetables:Onions, pumpkin and turnips
Grains:Barley and legumes:Aduki beans
Herbs:Chamomile
Soup:Carrot ginger soup
Avoid:Raw, cold, mucus forming or sweet foods.
Part 4-(Metal Element and the Lungs)-Season-Autumn
Section A. Heat congesting the lungs
Salad vegetables:Carrots, radishes, daikon radish, olives and watercress
Cooked vegetables:Bok choy, cabbage, carrots, cauliflower, chard and
shiitake mushrooms.
Fruit:Apples, cantaloupe, grapefruit, citrus, papaya, pears, peaches and
persimmons.
Grains:Rice, barley and millet
Soup:Barley, millet or rice soup
Avoid:Alcohol, anchovy, beef, chicken, cinnamon, coffee, fennel, garlic,
ginger, onion, salmon and trout.
Section B. Phlegm in the lungs
Salad vegetables:Daikon radish, seaweed and watercress.
Cooked vegetables:Seaweed and shiitake mushrooms

Herbs and Spices:Cayenne, fennel, flax seed, garlic, ginger and onion.
Avoid:Dairy, meat, miso, peanuts, soy sauce, soy milk, tofu and tempeh.
Section C. Deficient yin of the lungs
Salad vegetables:Seaweed
Cooked vegetables:Seaweed and string beans
Fruit:Apples, banana, orange, pears, peaches and watermelon.
Legumes:Soy milk, tofu and tempeh.
Misc.:Butter and eggs.
Section D. Deficient chi of the lungs
Cooked vegetables:Carrots, mustard greens, potato, sweet potato and
yams
Grains:Oats, rice and sweet rice.
Herbs and spices:Garlic, ginger and licorice root.
Misc. Herring
Restrict:Chard, citrus fruits, dairy products, salt, seaweed and spinach.
Part 5 (Water Element and the Kidneys)-Season-Winter
Section A. Foods that nurture kidney yin:
Salad vegetables:Mung bean sprouts and seaweed.
Cooked vegetables:Potato, seaweed, string beans and water chestnuts.
Fruit: Blackberries, blueberries, watermelon and other melons.
Grains:Millet and barley and Legumes:Black beans, kidney beans, mung
beans and tofu
Herbs and Spices: Aloe vera and asparagus root
Nuts and seeds: black sesame seeds and walnuts
Fish etc.:Eggs and sardines
Avoid: Alcohol, cayenne, cinnamon, cloves, coffee, ginger and lamb.
Section B. Foods which warm kidney yang
Cooked vegetables:Leeks, onions and scallions
Grains:Quinoa and Legumes:Black beans
Nuts and seeds:Walnuts
Herbs and Spices: Anise seeds, chives, cinnamon, cloves, fennel seeds,
garlic, dried ginger, rose hips, scallions and schisandra.
Fish etc.:Chicken, lamb, salmon and trout.
Soup:Black bean seaweed soup with garlic, ginger and onion.
Avoid:Cold drinks, fruit, ice cream, salad, raw food and salt.
Section C. Deficient kidney chi
Herbs:Parsley tea, rose hips and schizandra
Grains:Sweet rice,

Fruit: Blackberry and raspberry

Section D. Damp-Heat in the bladder (Bladder Infection)
Avoid:Refined sugar, too many fatty foods and too much starch.
Soup ingredients:Aduki beans, asparagus, beets, carrots, celery, shiitake
mushrooms, peas, potatoes with skins, seaweed, spinach, string beans,
swiss chard or winter squash.
Fruit:Lemon, cranberry juice and huckleberries
Herbal teas:Uva ursi, dandelion leaf and plantain leaf

Soups for Each Season:
Wood Element-Spring Green Soup
6 cups vegetable stock
1 cup green peas
1 medium onion and or leek, chopped
6 cups spring green vegetables, chopped
2 cloves garlic
1-2 teaspoons sea salt
4 tablespoons olive oil
2 tablespoons of chopped, fresh basil, dill, tarragon or thyme
Chop 2 cloves garlic, 1 medium onion and/or 1 leek. Saute the garlic, leeks
and onions in 4 T of olive oil on medium heat in a large soup pot for 5
minutes, until soft. Chop 6 cups total, of any combination of three of the
following vegetables:Arugula, asparagus, broccoli, dandelion greens,
fennel, kale, mustard greens or rapini. Add the vegetables and stir for 10
minutes until soft. Add 6 cups of chicken stock or vegetable stock. Bring to
a boil, turn to simmer for 45 minutes, until everything is soft. Add frozen
green peas. Puree until smooth in a blender or food processor. Add 2
tablespoons chopped fresh herbs. Add sea salt to taste and 2 tablespoons
of lemon juice (optional).

Earth Element-Late Summer
Carrot and Ginger Soup
1 pound carrots
1 medium onion
2 tablespoons unsalted butter
4 cups chicken stock
1 bay leaf
2 teaspoons ground cinnamon
2 teaspoons grated fresh ginger
1 teaspoon sea salt
2 tablespoons lemon juice
dash of ground cloves
Trim, peel, and cut the carrots into 1-inch lengths. Trim, peel, and chop the onion.
In a heavy pot, saute the onion in the butter over low heat, stirring, until translucent. Juice 2
teaspoons grated fresh ginger. Add the stock, bay leaf, carrots, cinnamon, ginger, and sea salt
and cover and simmer about 45 minutes, until the carrots are soft. Turn off the heat and let the
soup cool. When the soup has cooled, puree it in batches in a food processor or blender. Return
the puree to the pot and place it over medium-high heat. Reheat and bring the puree to just
below a boil. Add lemon juice and a dash of ground cloves.

I.

Roots of the Earth Soup

Preparation time 45 minutes. Cooking time 40-45 minutes.
3T olive oil
2 large onions, chopped
4 garlic cloves, chopped
2 large carrots, sliced in rounds
4 stalks of celery, sliced
3 large asparagus spears, cut into 1 inch pieces
2 large red bell peppers, diced into 1 inch pieces
2 large winter squash or yams, peeled and diced into1 inch pieces
3-4 red beets, peeled and diced into1 inch pieces
2 cups arugula
6-8 cups vegetable stock (Chicken stock is o.k. when you’re not on the liver
enhancement program)
2 tsp. each, cumin and coriander, or to taste
Sea salt and black pepper, to taste
Heat a large stockpot over medium heat and add 3T of olive oil. Add the garlic and
onions and sauté for 5 minutes. Do not brown. Add the vegetables except the
arugula and stir well for 10 minutes or more. Add chicken broth to cover then add
sea salt, black pepper, cumin and coriander to taste. Bring to a boil, then reduce
heat. Cover and continue to simmer until vegetables are tender (approximately
10-15 minutes). Taste for seasonings, add arugula and serve. Serves 6-8.
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Week 8
Make a complete eat and avoid list from all of the information that you
have been given to date. All food allergies take priority over any other food
lists. In other words, if youʼre allergic to it, donʼt eat it. If you have any
contradictions or questions be sure to bring them in with you so we can
clear them up.

