
















Name: _____________________________________________     Date:______________ 

SYMPTOM QUESTIONNAIRE 

Ear, Nose, and Throat 

Sneezing and/or nasal itchiness? ❑ Yes  ❑ No.............................................................................................................

Water nasal drainage?  ❑ Yes  ❑ No..................................................................................................................................

Nasal congestion, blockage, and stuffiness?  ❑ Yes  ❑ No....................................................................................

Post nasal drip?  ❑ Yes  ❑ No................................................................................................................................................

Thick, cloudy, mucus discharge?  ❑ Yes  ❑ No............................................................................................................

Frequent "sinus" problems and/or infections?  ❑ Yes  ❑ No...............................................................................

Frequent colds?  ❑ Yes  ❑ No................................................................................................................................................

Loss of smell?  ❑ Yes  ❑ No.....................................................................................................................................................

Recurrent sore throats?  ❑ Yes  ❑ No...............................................................................................................................

Itching of mouth, throat and/or palate?  ❑ Yes  ❑ No............................................................................................

Swelling of tongue, lips and/or palate?  ❑ Yes  ❑ No...............................................................................................

Recurrent hoarseness and/or laryngitis?  ❑ Yes  ❑ No............................................................................................

Recurrent ear infections?  ❑ Yes  ❑ No............................................................................................................................

Popping or fullness in the ears?  ❑ Yes  ❑ No..............................................................................................................

Hearing loss?  ❑ Yes  ❑ No......................................................................................................................................................

Itching ears?  ❑ Yes  ❑ No.......................................................................................................................................................

Eyes 

Eye itchiness, watering, redness?  ❑ Yes  ❑ No............................................................................................................

Swelling or puffiness around the eyes?  ❑ Yes  ❑ No...............................................................................................

Chest 

Chronic dry cough?  ❑ Yes  ❑ No.......................................................................................................................................

Chest tightness, congestion, and/or shortness of breath?  ❑ Yes  ❑ No.......................................................

Asthma (wheezing)?  ❑ Yes  ❑ No.....................................................................................................................................

Asthma present only with exercise?  ❑ Yes  ❑ No.....................................................................................................

Frequent pneumonia and/or bronchitis?  ❑ Yes  ❑ No..........................................................................................



Skin/Joints 

Eczema?  ❑ Yes  ❑ No ................................................................................................................................................................

Hives/urticaria?  ❑ Yes  ❑ No ................................................................................................................................................

Allergic skin reactions (swelling)?  ❑ Yes  ❑ No ..........................................................................................................

Itchiness?  ❑ Yes  ❑ No .............................................................................................................................................................

Muscle or joint pain and/or vomiting?  ❑ Yes  ❑ No ..............................................................................................

Gastro-Intestinal 

Indigestion, belching, gas, heartburn?  ❑ Yes  ❑ No .................................................................................................

Bloating?  ❑ Yes  ❑ No ..............................................................................................................................................................

Diarrhea?  ❑ Yes  ❑ No .............................................................................................................................................................

Constipation?  ❑ Yes  ❑ No ....................................................................................................................................................

Nausea and/or vomiting?  ❑ Yes  ❑ No ...........................................................................................................................

General 

Dizziness, unsteadiness, or light-headedness?  ❑ Yes  ❑ No ................................................................................

Chronic headaches/migraines?  ❑ Yes  ❑ No ...............................................................................................................

Depression, anxiety or tension?  ❑ Yes  ❑ No ..............................................................................................................

Chronic fatigue or tiredness?  ❑ Yes  ❑ No ...................................................................................................................

Difficulty concentrating?  ❑ Yes  ❑ No ............................................................................................................................

Hyperactivity?  ❑ Yes  ❑ No ...................................................................................................................................................

___________________________________________________ __________________ 

Signature Date







Tiffani Huckels, Pharm.D/Herbalist, Lifestyle Coach
9850 Embankment Terrace, Fountain, CO 80817 

Phone (719)930-1829

CLIENT AGREEMENT 

Tiffani Huckels, The Herb Doctor, TheeHerbDoc.com, and any and all associates are 
interested in health, not disease. We are not able and do not diagnose, treat, prescribe 
for, palliate, or prevent human disease, ailment, pain, injury, deformity, physical 
condition, or mental condition. Our concern is what constitutes health, what supports 
health, and what undermines health. The nutritional consultant evaluates signs of 
nutritional deficiency and suggests or recommends foods, food supplements, and foods 
for special dietary uses which includes both vitamins and minerals singularly or 
together to correct such nutritional deficiencies. We encourage self-help to prevent 
problems and educate clients on nutrition but do not practice medicine, diagnose, 
prevent, or treat any disease. 

1. I understand that Tiffani Huckels is not able to diagnose, treat, prescribe, palliate, or 
prevent human disease, ailment, pain, injury, deformity, physical condition, or mental 
condition. I understand that her services are that of a nutritional consultant who strives 
for optimal health by teaching nutrition as the normal need of good health.

2. I understand that all recommended diets are only to achieve optimum good health and 
not to treat or cure any disease.

3. I understand that if I have any medical problem, health condition, or disease I am now 
being advised to seek qualified medical opinions.

4. I understand that the services provided by the holistic health practitioner are limited to 
education pertaining to my overall general health and physical fitness. I understand that 
these services may include examination of hair samples, lab work, questionnaires, Zyto 
scan, food intolerances, but that these examinations are not used to diagnose, treat any 
health condition, disease, or food allergy.

5. I understand that exercises for muscle tone or body energy are exercises intended to 
produce wellness and enhance physical fitness. These demonstrations and/or exercises 
which I can do are not treatment of a health condition or disease. 

6. I understand that nutritional recommendations are intended for the maintenance of the 
best possible state of nutritional health and do not involve diagnosing, treating, or 



prescribing of foods, supplements, or remedies for the treatment of any disease or health 
condition. Rather, these educational recommendations are a holistic approach to optimal 
physical, psychological, and social well-being. 

7. I understand that according to some scientific opinions nutrition is considered to be an 
inexact science with many variables and that the results obtained from improved 
nutrition are not always consistent or predictable.

8. I fully understand that the services provided by my holistic health practitioner are not 
regulated or licensed by any federal, state, or local agency.

I acknowledge receipt of an exact copy of this agreement. I also acknowledge that I 
have read the above agreement and understand it completely. I therefore retain Tiffani 
Huckels or associate as a holistic health practitioner to educate me in the improvement 
of my overall general health. 

 

Signature: _________________________________________ Date: ___________ 
 
Phone: ____________________________________________ 
 

 
 
Holistic Health Practitioner: _____________________________________________ 




