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Re-Test Health History and Intake  
�
Please write legibly. Completely fill in the following information:  
NAME__________________________________ EMAIL______________________ DATE_____________  
ADDRESS____________________________________________  CITY____________________________ 
STATE_________ ZIP CODE_____________ DAYTIME PHONE (         )___________________________ 
SEX______  AGE______ WEIGHT______ HEIGHT_______PROGRAM FINISHED ON _______________  
 
We are interested in knowing about the progression of your health. Please answer the following questions 

in full. PLEASE DO NOT write ‘same’ or ‘see last form”.  Thank you! 
 
· What tendencies or problems have improved?______________________________________________  
_____________________________________________________________________________________ 
· What tendencies have not improved or have gotten worse?___________________________________  
_____________________________________________________________________________________ 
· What new symptoms have occurred? (i.e. weight gain, etc.)___________________________________  
_____________________________________________________________________________________ 
· Did you have any reaction to the suggested nutrition? (positive or negative) ______________________     
_____________________________________________________________________________________ 
· Medical diagnosis of present condition? __________________________________________________  
_____________________________________________________________________________________ 
· Physician____________________________ Surgeries______________________________________ 
· Did or do you take any medications? (please circle one)  YES NO 
· What medications or  non-program  supplements have you taken in the past 30 days?  
 
 
 
 

 
 
 
 
 
 
 
 
 

ADDING MEDICATIONS DURING YOUR PROGRAM IS POTENTIALLY HAZARDOUS 
DO NOT SEND SAMPLES OF MEDICATIONS 

· Have you gone off of any medications? _________ Which one(s)? _____________________________ 
_____________________________________________________________________________________ 
·  Are you  nursing? _________ Are you on hormonal birth control? (which one) ____________________ 
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· How closely did you follow your dietary recommendations? _____________________________________  
· Please list foods eaten not on list: _________________________________________________________ 
_______________________________________________________________________________________ 
_____ 90-100%  Only ate foods on the list  _____40-60% Sometimes ate foods on the list, sometimes not 
_____ 65-85%  Mostly foods on the list _____ 0-35% Very little or not at all from the list  
   
· What proportion of foods did you generally eat weekly?  
(i.e. vegetables 50%, fruits 15%, grains 15%, protein 10%... The total sum should be 100% )  

____ Raw Vegetables    ____ Fish    ____ Whole Grains  
____ Cooked Vegetables  ____ Meat   ____ Legumes / Beans 
____ Fruit    ____ Dairy / Eggs  ____ Nuts / Seeds / Oils 

 
· Did you add or try spices or other miscellaneous? YES   NO 
 
· How well did you follow your suggested herb / supplement program? If you went off, please explain cir-

cumstances:__________________________________________________________________________  
_______________________________________________________________________________________ 
 
· What are your health goals? (i.e. reduce or eliminate medication, weight loss, increase energy, etc.) ____  
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
 
· How much water have you been drinking each day?  _____________ ounces.  
(It is recommended that you drink 1/2 your body weight in ounces / day. Ex: 00 lb. person drinks 50 oz daily)  
 
· Have you discontinued any previous poor nutritional habits? (i.e. alcohol, sugar, artificial sweeteners, etc.)   
_______________________________________________________________________________________  
_______________________________________________________________________________________ 
 
· Do you still consume or use the following (write YES or NO)  

____ Alcohol    ____Cigarettes  ____Live with a smoker 
____ Sugar    ____ Caffeine   ____ Canned soda 

____ Artificial Sweeteners  ____ “Diet” Foods  ____ Recreational Drugs 
 
Any Comments: __________________________________________________________________________ 
_______________________________________________________________________________________ 
_______________________________________________________________________________________
_______________________________________________________________________________________ 
 

NEURO-MUSCULAR SENSITIVITY EVALUATION FOR FOOD ALLE RGY AND SENSITIVITY TESTING  
IS NOT A REPLACEMENT FOR MEDICAL DIAGNOSIS AND/OR T REATMENT. 

PAYMENT 
Testing Fee:: Check or Credit Card are both accepted to cover the testing fee.  (See ’Test Fee Schedule’)  
Product Order: A credit card number is necessary to cover any product you wish to order, and is separate 
from any testing fees. You may wish to include that now, or wait until you review your results and recommen-
dations.  Thank You!  
Please indicate selected test # (Evaluation Level) here: _______, additional fees____________________  
Total amount on check or to be charged: $______________ 
Master Card / Visa # : ________________________________________Exp. : ________________________ 
Name on Card: __________________________________________________________________________ 

CID# (last 3 digits on back of card) _________Signature: _________________________________________ 
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COMMENTS AND FEEDBACK 
����

Dear Client:  
 
We (Shea Lynn Baird and “The Lab”) value immensely any feedback we get from you regarding 
your process with us and your progress with the testing. To further aid research we ask that you 
take a few minutes to fill out this questionnaire below and return in the envelope with your testing 
paperwork.  
 
How long have you been working with this process?  
(How many neuro-muscular sensitivity evaluations for food allergy and sensitivity tests have you 
had done?) 
______________________________________________________________________________ 
 
What positive changes have you noticed taking place with your health?  
______________________________________________________________________________
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
 
 
Name: ______________________________________________ Date: _____________________ 
City / State: ____________________________________________________________________ 
 
May this be used as a testimony with / without your name? _______________________________ 
      
Thank you for your assistance!  
Shea Lynn Baird 
�
��
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· � I, _________________________________________________ (self/legal guardian/parent), 
realize that Shea Lynn Baird, the Neuro-Muscular Sensitivity Evaluation (Food Allergy And 
Sensitivity Test - hereafter known as FAST), and The Better Health Lab That performs the 
FAST (hereafter known as ‘The Lab’), do not diagnose or treat medical illness. I, 
___________________________________ am responsible to seek medical care if that is what 
I am desirous of.  

 
·  ‘The Lab’ recommends nutritional supplements and does not replace qualified medical care      

in any manner. I do not hold Shea , or ‘The Lab’, responsible for a medical condition that I am 
seeking assistance for.  

  
·  I fully recognize that any medical condition that has been diagnosed by a qualified medical 

physician should be monitored by a physician and I agree that I will inform Shea (either directly 
or through communication with the health professional offering me this test, who will inform 
‘The Lab’, of this fact. I will also inform Shea , who will inform ‘The Lab’, of any current medica-
tions (prescription drugs) that I am taking. It is my responsibility to have my medication needs 
monitored by my physician as these needs may fluctuate according to my progress on my nutri-
tional program .  

Neither Shea, nor ’The Lab’ are not responsible to remind me to do this.  
  
·  I recognize that I will not be required to fill this form out repeatedly, that it will be legal and 

binding for as long as I pursue nutritional advice from Shea and ‘The Lab’.  
  
·  If this is for a child under 18 years of age, or someone with a hindering disability (unable to 

sign themselves), please print their name here:  
  
 ____________________________________________    
 (Print child’s name)            
 
 ____________________________________________ ______________________ 
 Sign  (self / legal guardian / parent)    Date 
�
� �
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Complete Evaluation 1 (RECOMMENDED FOR INITIAL TEST )                  $225 
· Food Sensitivity and Personalized Diet – Testing on over 400 foods completely takes the guesswork out of what foods are 

working for you and your body systems and which are not. Your saliva allows the lab to decipher which foods would bring you 
increased energy, health, and nutritional advantages, as well as foods that can be causing, contributing to, or creating imbal-
ances, sensitivities, and even allergies. Many improper foods contribute to illness, as well. This intricate testing method high-
lights and points out problematic substances, which in turn allows you, individually, to avoid such trigger foods. Through dietary 
recommendations you are given a list of beneficial foods and foods to avoid. There is no replacement for proper nutrition. The 
advantage of having an individualized list of whole foods beneficial to your body’s specific needs in invaluable. 

 
· Herbal Evaluation – Testing on over 200 herbal blends / extracts specifically designed to enhance, and build your bodies de-

fenses. These blends are powerful, yet gentle to the body. They were developed based on scientific testing, and encourage 
proper detoxification and elimination while providing necessary phytonutrients essential to your body’s needs. There are no 
fillers, and no animals were harmed in the process. Herbal blends are easily assimilated as they are entirely food based and 
rich in enzymes. Usually one or more of these form the foundation of your program. 

 
· Supplement Assessment – Testing on over 800 supplements and homeopathics. Your saliva determines scientifically which 

professional grade formulas will build and support your body systems. These provide the exact nutrition your saliva shows that 
you are lacking. These work synergistically with the Herbal blends and extracts in order to meet your specific needs. A program 
is designed around this specific set of nutritionals. Your individual system usually requests several specified vitamins and / or 
combinations out of the 800 plus products utilized. This process is very selective and does not encourage over-abundance or 
over-use, as more is not better. 

 
· Toxicity Evaluation – Chemical sensitivities are highlighted under this segment of testing. Often the toxins we are exposed to 

cause severe imbalances in our delicate body systems. Mineral imbalances can be the key to unlocking the door to regaining 
health and restoring balances. These are noted, information is provided, and recommendations are made in order to help the 
body easily eliminate the toxins that are hindering healthy progress. Personal care items are also tested at this time. Several 
organic and/or chemical free product lines can be identified in order to assist with personal hygiene and household cleaning. 
Many of these items are available at your local health food store. This testing and necessary toxic elimination is an extremely 
beneficial way of addressing environmental imbalances. 

 
· 17 System Evaluation – Neuro-Muscular statistical evaluations help you to understand the relative energy being utilized by the 

cells of any specific organ or body system. Negative energy can be a sign of imbalance, Illness, and/or stagnation which leads 
to a decline in energy, well being, homeostasis, or overall internal  health. Energy constrictions can be opened up in order to 
increase proper energy utilization on a cellular level. This information allows you to graph or chart your personal progress as 
you work your nutritional program. Other avenues such as emotion, illness, stress, and exercise can play a critical role in the 
decline and/or progress of these numbers, accordingly. These statistics can increase steadily if the nutritional program is ad-
hered to. 

 
Food Only Evaluation 2                       $150 
· Food Sensitivity and Personalized Diet – See above.  
 
Additional Fees:  
· 30 Minute Review Of Results/Consult Appt.          $45 

Recommended with Initial Test Results  This can be done by phone if out of the area.   
· I am submitting 1-10 samples for testing (see “how to” on saliva instruction sheet)     $15 
· I am on/am submitting 4-5 medications  $30   I am on/am submitting 6 or more medications $50 

*First time testing usually requires a 2-4 week wai ting period.* 
Any recommended herbal supplements or homeopathic r emedies are not included in the above fees. They ar e additional.  

TOTAL TESTING AMOUNT INCLUDED: $___________  
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Instructions For Saliva Testing 
����

Please read all instructions carefully PRIOR to col lecting sample: 
 
· Please stop taking all supplements, herbs, and homeopathic remedies for 24—48 hours before doing the saliva 

sample.  This does not mean to go off any prescription medic ations.   
· When ready to do the wetting of the  sterile Q-Tip with saliva, first remove the Q-Tip from the bag by pushing it up 

with fingers on the outside of the bag far enough to grasp the stick, so as not to touch the Q-Tip ends.  
· In the morning, upon arising, before eating or drin king anything, wet both ends of the Q-Tip with sali va 

without touching anything but the tongue. You may f ind it easier to wet the Q-Tip in the reservoir und er 
the tongue.   

· Let the Q-Tip dry on  a small, clean  object for 6 hours. (Straddling the rim of an inverted saucer or small glass 
works well. This way the Q-Tip ends do  not come into contact with anything else.  This will allow the Q-Tip to dry 
thoroughly, preventing molding. ) Q-Tips that fall onto the counter, or come into contact with anything else, are 
contaminated, and the sample will have to be re-collected. You may use a BRAND NEW cardboard wand (not 
plastic!) Q-Tip that your family has not had access  to, nor has it been exposed to the bathroom enviro n-
ment..  If the Q-Tip is not BRAND NEW and STERILE we will be testing for more than just you—and the results 
WILL NOT BE ACCURATE.  

· Put the Q-Tip in the original baggie without touching cotton ends of Q-Tip (to avoid contamination). Please be sure 
to write your name and information requested on the sticker attached to the baggie. Be sure to fill out your paper-
work thoroughly. Do not staple or paper clip baggie to any paperwork.  

 
Instructions for sending in additional samples: 
 
· Additional supplements or medications must also be put in small separate  ziplock-type plastic baggies that have 

never before been used for anything. Include TWO samples of each supplement. Label baggies preferably with 
stickers as markers smudge. Address labels are fine, however no metallic items (such as foil lined). Please note 
on label: your name, item name, & ingredients. Group all samples into 1 larger ziplock bag. If you are sending sev-
eral items, please put in a padded envelope as this will protect samples from being crushed.  

· If submitting something in liquid form- the sample must be on both ends of a new Q-Tip, dried, and then put into 2 
ziplock-type baggies. No fragranced items can ever be submitted.   

· All separate sample baggies must be put into 1 larg er ziplock-type baggie, so they do not become separated 
from your file. Liquid samples together in one, dry samples together in another. Please DO NOT put your saliva 
sample in with other samples. 

· There is a $15 charge for between 1-10 samples. The Lab does not exceed testing 10 samples per clie nt.  We 
will not be able to test samples that were improperly submitted, as we could risk contaminating our test facilities. 
We do not test samples that require refrigeration.  

· If you are on 3-5 medications there will be a an additional $30 fee for each test period. If you are on 6 or more 
medications there will be an additional $50 fee for each test period. This fee covers research, review, and informa-
tion on each of your medications and their respective interactions.  

· Please send or drop off completed questionnaire and check or cash to the health professional offering you this 
test.  
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· FIRST TIME TESTING:  First time testing requires a 2-4 week waiting period from the day the 
lab receives your completed packet. Emergency Testing (results in 1-3 days from the day the 
lab receives your completed packet) and Rush Testing (results in 4 - 5 days from the day the 
lab receives your completed packet) are available at additional cost (see Test fee Schedule).  

 
· RESTESTING: To expedite retest results plan ahead by collecting saliva (and samples - op-

tional) around 10 days before your previous test period ends.  
 
1. Go off supplements 48 hours.  
2. Take saliva sample - dry it. 
3. Send in or drop off saliva to be tested and  all completed testing paperwork to Shea Lynn Baird  

(address along bottom of forms).  
4. Go back to your supplements until you receive your next set of test results.  
�

����
����	����� ����������$� �

 
Due to the serious nature of medications, their side effects and respective interactions, it is impera-
tive that The Lab research and review each one for potential conflicts with supplements, herbs and 
foods on every test.  
Although this procedure is extremely time intensive, it is absolutely critical and necessary in order 
to provide you with this invaluable information.  
If you are a testing, and you are taking more than 3 medications at this time, The Lab has made 
some necessary fee adjustments.  
· If you are currently taking  4 - 5 medications there will be an additional charge of $30 for this 

service.  
· If you are currently taking 6 or more medications there will be an additional charge of $50.  
 
Thank you for your cooperation and understanding.   
Shea Lynn Baird 
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