
 

 
 

PATIENT NAME________________________________________________ WHOLE HEALTH ASSOCIATES  
1406 Vermont 

Houston, Texas 77006  
713/522-6336 

 

CONTACT REFLEX ANALYSIS 

METABOLIC 

IMMUNE/ALLERGY 

HORMONAL 

MASTER 

STRONG/INCOMPLETE 

 SPECIAL INSTRUCTIONS:___________________________________________________________ 

__________________________________________________________________________________ 

Allergy: 

DATE__________________ RE-EVALUATION DATE_________________ 

NUTRITION SCHEDULE 
 

 
PRODUCT 

When 
Arising 

Break-
fast 

Mid-
morn 

Lunch 3 pm Dinner Before 
Sleep 

No. of 
Bottles 

 

          

          

          

          

          

          

          

          

          

          

          

          

          

          

 
Ragland’s: 

(     /     )      /      lying 
(     /     )      /      standing 
 
Ca cuff test:     / 


