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Adrenal/Thyroid/hormonal  

Questionnaire  

Name                     

Phone Number  

(if you are not in NZ please let me know what time zone you are in)  

Email address                                                                       Date of birth  

 

This questionnaire  is a very valuable way for checking to see if your hormonal 

system is functioning at optimum and if not which area would be best to  

concentrate on to help them and therefore you to enjoy better health.  When we 

analyse the data you have given us we can then steer you in the direction where 

you will get results.    

 Please fill it in then send it back to me at info@reviresco.co.nz I will then  

review the results and contact you with the findings.  

Disclaimer ; This is not designed to take place of any testing or treatment you 

may be receiving from your medical practitioner . 

How to use this questionnaire  

Section 1—please fill in as much detail as you can, please be assured that any in-

formation you give here is confidential only you and I will share it 

Section 2 - these are yes and no answers  

Section 3 - please circle ALL that apply to you  

Section 4 - again just fill in as much detail as possible, the more information I get 

the clearer the picture  

 

I look forward to working with you to help achieve the best outcome possible  



 

Exclusive publication from Reviresco. info@reviresco.co.nz  or call 0064 (0)9 946 6443 

 Section 1  

Please write down here what your main  symptoms (do this before you fill in 

the following pages). Eg. Weight gain, low energy, pain in left wrist. Please 

give us as much information as possible  

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The  following pages are your Questionnaire      

Please answer  Yes or no to each question in section 2 then circle in section 3  
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1. Do you suffer with  muscle weakness or Arthritic pain?  

2. Do you struggle with  getting off to sleep? 

3. When you  wake do you  feel rested?  

4. Do you  suffer with constipation (bowel movement less than one daily)? 

5. Do you urinate often—straight after drinking water? Or up more than once dur-
ing the night?  

6. Is your hair falling out (from your head, more than 100 per day) 

7. Are your eyebrows thinning from the outer edge?  

8. Do you suffer with tremors of the hands? 

9. Do you get frequent heart palpitations? 

10. Are your nails brittle or thickened?  

11. Do you feel unreasonably irritated or snappy? 

12. Are your eyes frequently puffy? 

13. Do you struggle to lose weight?  

14. Have you  lost a lot of weight recently without trying?  

15. Do you crave sweet foods? 

16. Do you crave salty foods 

17. Does your energy crash mid-afternoon ? 

18. Are your hands and feet often cold, when others aren’t?  

19. Do you find exercise difficult to do?  

20. Do you get cold sweats?  

21. Do you have hot flushes? 

22. Is your skin dry or flaky?  

23. Do you have dark circles around your eyes?  

24. Have you high blood pressure?  

25. Have you had a high cholesterol reading?  

26. Do you suffer from more than 3 infections (like colds) per year, on average? 

27. Have you low blood pressure?  

28. Do you feel you have aged prematurely? 

29. Has your skin suddenly changed it’s texture?   

Section 2 
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1. Do you have ongoing fungal infections  

2. Do you suffer with thrush vaginal or oral thrush  

3. Food cravings  

4. loosing handfuls of hair 

5. Been diagnosed with leaky gut  

6. Gluten intolerance  

7. Lots of food intolerences  

8. White coating on tongue  

9. Irritable bowel  

10. Skin issues  

11. Craving sugar  

12. Craving carbohydrates  

13. Craving alcohol  

14. Bloating and gas  

15. Thyroid issue  

16. History of colon cancer in the family  

17. Arhtritus—any type 

18. Alternating constipation and diarrhea 

 

Have you had antibiotics? If yes how many courses ?  

 

Section 3  - do you suffer with any of the following—yes/no  
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Section 3 

 

1. Do you suffer with any of the  following :(please circle)  Asthma, Cancer, 

frequent urinary tract infections,  Multiple sclerosis, Autoimmune disease, 

Lupus, Fibromyalgia,  low stamina , Candida,   

2. Do you have any of the following :  (please circle)  sensitivity to light  or 

sun, sensitivity to strong odours, slow reflexes and/or reactions, sensitivity 

to hot and /or cold, sensitivity to loud noises?  

3. Do you suffer regularly with any of the following: (please circle) Migraines, 

Muscle cramps (even though you are supplementing with magnesium) 

Back pain, foot pain, carpel tunnel syndrome, wrist pain, tendinitis,?  

4. Do you suffer with any of the following; (please circle)  Panic attacks, ADD 

or ADHD, poor memory, confusion, slow speech,  

loss of motivation, vertigo or dizziness, light headed, phobias  

5. Have you ever had a history of the following: (please circle) Depression , 

easily upset, antisocial behaviour, lack of confidence, bipolar tendencies, 

easy to anger.  

6. Do you suffer with foggy brain, lack of concentration, short term memory 

lapses, reduced ability to focus.  

7. Are you exposed to chemicals, please circle all that you use:- Normal 

toothpaste that contains fluoride, bleach products, unfiltered water that 

contains chlorine and/or fluoride. Swim in a chlorinated pool or lounge in a 

spa?  

8. Do you consume any of the following :- non free range/organic meat, 

cheese wrapped in plastic, water from plastic bottles, juices, instant coffee. 

9. Do you use any of the following :-  facial products with parabens and/or  

mineral oil, fluoride toothpaste, any product with SLS (like toothpaste),  

deodorant that contains Aluminium.   
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Section 4  

Are you taking Medication/Supplements?  if yes which ones and for what  

 

 

 

 

 

 

 

Please itemise any other symptoms you may have that haven’t been  

mentioned in the previous pages . Please be as specific as possible. Plus if 

you have had any injuries, operations  or infections (eg. Glandular fever ) 

 

 

 

 

 

Have you ever been exposed to farm or industrial chemicals?  Yes / No  

If yes which ones  


