YIYIHERBS® LLC

CUSTOMER SURVEY FOR FIRST EVALUATION
Date: ____/____/_____ Last Name:_____________ First Name : ___________ Middle :______ 

Address:______________________________ City:_______________ State:_____ Zip:______ 
Occupation:___________________ Home Phone:_____________ Work Phone:____________
Date of Birth:____/____/____Gender:___ Height:_________ Weight:_______ Single/Married
Birth Time: ________(Please find out as possible. This information will help us to identify your problems better)

REFERRED BY:_______________________________________________________________
Medical History (Surgery, Medicine Taking or Taken, Diseases): 

Your Symptoms/Complaints for Visiting Us:

(Continued on Back)
Have you ever taken Chinese herbs before? When? For what problem? 
____________________________________________________________________________
____________________________________________________________________________
If yes, who was the previous herbalist?
____________________________________________________________________________
Please tell us your dietary and life habits:

1. What time do you usually sleep? What time do you usually get up? How is your sleep? _________________________________________________________________________
2. What is your favorite taste? Do you feel hungry easily?___________________________
3. Please try your best to list what you have eaten in the past three days:

_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
4. Do you have bowel movement every day? How many times? Loose or tight? 
_________________________________________________________________________
5. Do you have any symptoms recurring every day at the same time? What time?
_________________________________________________________________________
6. How is your energy during the day time? Do you feel tired easily?___________________

_________________________________________________________________________

FEMALE QUESTIONS:
1. Are you pregnant? If yes. How many months?__________________________________

2. What is the cycle of your menstruation? How long is it? If menopause, when was it ceased?________________________________________________________________
3. Any discomforts before, during and after your menstruation?_______________________
_______________________________________________________________________

Yiyiherbs® LLC is committed to maintaining the confidentiality of your archives with the best of our efforts. If any questions about your privacy, contact our staff.  

