QUESTIONNAIRE: © Metagerics

DETOXIFICATION REQUIREMENTS

Name (optional): Date:

VALUE EQUIVALENT

0 = Rarely/Never; 1= Occasionally/Once every other week; 2 = Sometimes/Once or twice a week; 3 = Often/A few times a week; 4 = Always/Daily

Please review the list below and tick the most appropriate answer.
SECTION 1 (0] 1 2 3 4

Do you consume less than five cups of vegetables and/or salad daily?

Do you consume food or drink from plastic, plastic-lined containers, tin or aluminum (e.g. bottled water,
i disposable coffee cups, canned food, aluminum cans, takeaway food containers)?

Are you, or have you been, exposed to insecticides, pesticides or herbicides in the last 12 months (e.g. had your
i home sprayed for pests, or used weed killing sprays, termite or flea treatments)?

Do you use synthetic cleaning products at home (e.g. disinfectants, detergents, bleach, polishes and
i similar products)?

For Practitioner use only. This is a screening tool designed to help your Practitioner identify your detoxification requirements.



QUESTIONNAIRE: © Metagerics
DETOXIFICATION REQUIREMENTS

SECTION 2

: Do you experience abdominal bloating?

SECTION 3 0 1 2 3 4

Do you have occupational or regular exposure to pesticides, herbicides, paints, solvents, glues, petroleum
i products, industrial cleaning products; or do you work with other chemicals?
Have you worked, or do you work, with metals (e.g. as a plumber, gas fitter, foundry worker, welder; or in
i electroplating, stained glass (leadlight) fabrication etc.)?

¢ Do you have a new (less than one year old) car, furniture or carpets; or have you ever
i renovated an old house?

Are any of your symptoms worsened by exposure to substances such as alcohol, cigarette smoke, vehicle
i exhaust, perfumes and cleaning products (e.g. certain aisles in supermarkets or department stores) or similar?

Do you have difficulties thinking, adding up numbers, learning or reasoning, or finding the right word to
i express yourself? Do you have trouble remembering things?

 If total score above 35 and section 2 score above 12 - Gut Pathogen Elimination Program ; Section 2
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If total score above 35 and section 3 score above 12 - Liver Chemical Clearance Program Section 3 : =
Total Score é

For Practitioner use only. This is a screening tool designed to help your Practitioner identify your detoxification requirements.
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