
PATIENT PRE-SCREENING FORM FOR PARTICIPATION IN THE 21 DAY 
DISEASE REVERSING PROGRAMME AT SWASWARA, JUNE 3rd  – 24th  
2012 
 
Name: Height: 
Age: Weight: 
Gender:  
 
List your current problems and how long you have had them. Start with the oldest problem 
and go to the latest one. 
1. 
2. 
3.  
4. 
5. 
6. 
7. 
8. 
9. 
10. 
 
List all the medications and supplements being taken in detail 

Medication 
taken 

For what Dosage (mg, 
ml etc) 

At what 
times 

Since 
approximately 
how long 

Any 
problems 
with this 
medication? 

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

 
 
Is there a family history of any of these conditions? If yes, please describe: 
 
 



 
 
 Are you under any other kind of therapy or treatment besides medicines? 
 
 
 
 
Any major past health problems or surgeries? 
 
 
 
 
Any major allergies or food aggravations? 
 
 
 
 
Any emergency treatments that you have needed in the past? Please specify. 
 
 
 
 
Any hospitalization needed in the past? For what condition? 
 
 
 
 
I certify all this to be true. 
Signed 
 
 
 
 
Please send scans of your last laboratory tests to confirm the above information 
 
 
Doctors shall not be held responsible for any consequences of receiving wrong information. 


