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Last NAME: ... First name: ..........
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Postal code: Gty e 1 1)

PATIENT

FIrSt NamME(S ) e
SUM@IME™: ..

Date of birth*: L1 10 L - ]
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Biological gender*:

E-mail™ s o

Laboratory stamp or barcode
label

Date of sample collection:
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* compulsory fields

CHOICE OF PREVENTATIVE HEALTH TESTING

: . Details of preventative
Preyentatwe i Analysis code Preyentatlve IEEIL Analysis code health testing :
testing testing

[] MiniCheck MINI [] Vitamins VITAM
[ ] BasicCheck BASIC [ ] Minerals MINER
[ ] AgeCheck Woman AAFEM [ Intestinal microbiota JBIOT
[ ]AgeCheck Man AAMAS [ Erythrocyte fatty acids GRAEJ
[ ] FertiCheck Woman FERTF .
X ood intolerances .
[J FertiCheck Man FERTH analyses - Nutritol™ AENERS EEED
[1MyEndoCheck** ENDO (125 foods PAGDS
[ ] OxyCheck OXYC 150 fo0a AGED
oods

[_] DigestCheck DIGES
[ VeggieCheck VEGAN [150 foods VEGAN PASOV
] ImmuCheck IMMU (1100 foods PA100
(] SopioCheck SOPIO (1287 foods PA287

The sample must be
OtNEE @NAIYSES: ...ttt ettt ettt ettt et ettt et et e e te et e eseene et et e eteeaeeaeeaeeneas taken on an empty

stomach.
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AN 1 H H
&> eurofins ‘ Health Questionnaire

Biomnis
A .
0 Optional questionnaire that allows for a better Juvenalis
Interpretation of the results by the biologist BIOLOGIE PREVENTIVE
Surname
First name Weight (kg)
Date of birth Height (cm)

Do you suffer from any of the following issues? Never Sometimes Often

(Strike out the inapplicable text / Specify in free text 3when necessary)
Digestive disorders (discomfort, diarrhoea / constipation ...)

Headaches, migraines, vertigo...

Sleep disorders » Please Specify ...
Insomnia, anxiety, stress, fatigue

Problems with memory, concentration

Weight problems » Please specify ..............ccocociii,
Recurrent infections » Please specify ..............ccooooocii
Respiratory, digestive allergies?

> Please specify

Hair loss, brittle nails, skin problems...

> Please specify

Other chronic pains » Please specify:

Known / suspected food intolerances? » Please specify:

Do you suffer from chronic diseases? LJYES LINO

Autoimmune disease(s)? | LJYES LINO
If yes, which one(s)?

Other chronic disease(s)? | LJYES | [INO
If yes, which one(s)?

Are you in the care of a health professional? LJYES LINO
If yes, which speciality?

Are you under medical treatment? LUYES | LINO
If yes, please specify the medication?

Do you follow a particular dietary regime? LIYES LINO
If yes, please elaborate?

Do you take dietary supplements (vitamins, trace elements...)? LIYES LINO

If yes, which ones?

Do you play sports regularly? LJYES LINO

oman: Are you po lees=[FEEIFE  If no, day of menstrual cycle: LJYES LINO
Do yo e contraceptio If yes, which? LIYES LINO
Are yo es regula OYES CONO
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