
Name: Date:

Toxicity Questionnaire
The Toxicity Questionnaire is designed to aid the practitioner in assessing a patient's
or client's potential need for a detoxification program.

Section I: Symptoms
Rate each ofthe lbllowing based upon your health profile fi)r the past 90 days

Circle the corresponding number,

I Ru."lr',,. Nelcr f]xpcricnce the S\-mptonr

I Occasionalh Experience the Svmptom, Ellect is Not Severe

I Occasion,rllr Iirpr.r'icn.c the Slnrftor]r. I llc.t i\ \e\crc

E, '..r,..'.\ r \r'('.(r.\ r.r( \\r,rpr,,r'r r'.rr,rr\.\"r \('\(r(

! Frequentl,v Experience the S,vmptom, Effect is Severe

I. I)IG ESTI\'E 6. HEAI)
a. Nausea and/or vomitin a. Headaches

b. Diarrhea 01234 b. Faintness

c. Consti ation 01234
d. tsloated feelin 0123.1 d. Pressure

e. Belchin and/or ln as0l234
t-. Heartburn 01234

lbtal: 7, LUNGS

a. Chest con estion

2. EAItS b. Asthma or bronchitis
a. Itch ears 0123.1 c. Shortness ofbreath
b. Earaches or ear infections 0 12 3,1 d. Difticul breathin

c. Drain from ear 0 r 234

I I. SKIN

a. Acne

b. Hites rashes, or d

c. Hair loss

d. Flushin

01234 e. Excessive sweatin

0123,1
0123,1
01234 I2. HEART

Iixal: a. Ski ed heartbeats

b. Ra id heartbeats

c. Chest aln

01234
01234
01234 t3. oINTS / MtISCI,ES

01234 a. Pain or aches in oints

d. Recurrent back aches

01231

c. Pain or aches in muscles o I 2 3 4

b. Stiffness or limited movement

01234

0113'l
skin 01234

0t234
0123.1
0123'1

01234
0123.1
0r234
Totali

0r234

d. Ringing in ears or hearing loss

3. EMOTIONS

a. Mood srvin

'tolal

0123,1
, fear, or nervousness 0 l2 3 4

er, irritabili 0123,1

0 t 23 4 8. MIND

01234 Slurrcd s

h. Learnin disabilities

9. N{OUTH/THROAT

a. Chronic cou

0r234

a. Poor memo 0123,1
b. Confusion 01234
c. Poor concentration 0123.1
d. Poor coordination 0123,1
e. Ditllcult makin decisions 0123.1
f. Stutterin , stammeri 0 r 23,1

e. Feeling ofweakness or tiredness

0t234
Toral

I4. WEIGHT
01234 a. Bin e eatin or drinkin 0t231
01234 b. Cravin certain foods 012-1 .1

lin.l c. Excessive wei 01234
d. Com ulsive eatin 0123 4

e. Water retention 0 t234
0r234 I Underrvei 01234

Total

0t234

b. Anxie

(i resslon

tll I 01234
f. Uncarin ordisiltcrcslecl 0 I 2 3.1

'lbtrl

4. ENERGY / ACTIVITY
n. F'ati ue or slu shness 01214
b.H l\'l 0r234

e. Sense of

c. Restlessness

d.Insomnia 0r234
e. Sta led a$.ake at ni | 01231 d. Canker sores

'l otal:

5. EYES 10. NosE
a. \\rate or itch 01234 a. Stu uose

b. Swollen, reddened, or sticky eyelids

0t234 c. Hil f'ever

b. Sinus roblems

c. Dark circles under e 0t234 d. Sneczin attacks

d. Illurrcd or tunnel vision 01234

b. Gagging or frequent need to clear throat

01234
c. Swollen or discolored tongue, gums,lips

0t234
I5. OTHER:

a.F uent illness

0 r 234 b. Fr uent or ent urination 0 I 2 3 4

'lixnll c bladder 0t234
d. Genital itch, discha 01234

0123,1
01234
0123,1
01234
0t234 Section I Total:

Total:

e. Excessive mucous

li)tal

Total

01234

c. Dizziness



Section II: Risk of Exposure
Rate each ofthe following situations based upon your environmental profile flor the Past 120 days.

16. Circle the corresponding number for questions I6a I6fbelol

Never E Rarely a Monthly Weekly

a. How often are strong chemicals used in your home?

(disinfectants, bleaches, oven and drain cleaners, furniture polish, floor wax, window cleaners, etc.) 01234
b. How often are pesticides used in your home? 0t231
c. How often do you have 1'our home treated for insects?

d. How often are you exposed to dust, overstuffed furniture, tobacco smoke, mothballs, incense, or varnish in your home or office?

01234
osed to nailpol ish, perfume, hairspray, or other cosmeticsi

0),234

e. Hon'often are you exp 0r234
f. How often arc you exp osed to diesel fun-res, exhaust fumes, or gasoline fumes? 0123.1
g. How often do you consume nonorganic foods? 0t231

Total:

ln. Er,"**" Moderate Change E Drastic Change

a. Have you noticed any nega tive chanqe in your health since you moved into your home or apartment? 0123
b. Have you noticed anv chanqe in vour health since vou started your new iob? 0t23

18. Answer yes or no and circle the corresponding number for questions 18a- 18d below

No Yes

a. Do you have a \\,ater purification system in your home? 20
b. Do you have any indoor pets?

c. Do you have an air puri6cation svstem in vour home? 20
d. Are you a dentist, painter, farm worker, or construction worker? 02

Total:

Section II Total:

Add up the numbers to arrive at a total for each section, and then add the totals for each section to arrive at the grand total.

Ifany individual section total is 6 or more, or the grand total is 40 or more, you may beneftt from a detoxification program

Grand Total (Section I & Section II)

03/18 L7125

0 3 4 1,",,,

17. Circle the corresponding number for questions 17a-17b below.

2

'total:

02


