
BIOLOGY OF FUNCTIONS TESTING

FEES 

CANCELLATION POLICY 

All cancellation of appointments must be made within two business days before the appointment. For 
example, if an appointment is scheduled for Monday, the office must be notified by preceding 
Thursday. Cancellation of your appointment less than two business days / before the appointment will 
incur a cancellation fee of $75.00. 

DISCLAIMER 

You have been referred to Dr. Mona Moy for assistance in gathering information for the Endobiogenic 
evaluation you are seeking. Dr. Mona Moy has agreed to evaluate you for this purpose. In this capacity, 
Dr. Mona Moy is serving as an Endobiogeny specialist rather than assuming the role of your primary care 
physician. It is important that you maintain your medical relationship with your regular primary care 
provider for the purpose of ongoing health maintenance, prevention, and for evaluation and 
management of any acute, minor, or serious medical problems.  

If you do not have a primary care provider, Dr. Mona Moy may be able to refer you to a suitable 
provider who would be supportive of your use of adjunctive phytotherapy.  

Although the Endobiogenic concept has been studied closely and extensively in France, it has not yet 
been subjected to the requirements of scientific scrutiny by American medical standards. However, 
since herbal therapy is available over-the-counter to all Americans, it is Dr. Mona Moy's belief that you 
are serving yourself well by undergoing an Endobiogenic consultation to assist you in selecting the 
herbal therapy with the greatest potential benefit and the least potential risk for you as a unique 
individual. The Endobiogenic treatment program will likely involve significant dietary and lifestyle 
changes in addition to a blend of herbs and supplements. It is important for you to closely adhere to 
the recommendations to achieve maximum benefit from the program.  

I have read and understand the above statement. I agree to proceed with an Endobiogenic evaluation 
at my own discretion, understanding that Dr. Mona Moy will not be acting as my primary care provider. 
Additionally, I authorize Dr. Mona Moy to share critical information such as lab alerts with my Primary 
Care Physician, and I authorize my lab results to be used anonymously for research purposes. 

__________________________________ 
Patient Name 
__________________________________ ________________________ 
Patient Signature Date

New Patient Consultation for BOF $250.00 (60 minutes)

$325.00 (1.5 Hour)

Comprehensive Blood Test at LabCorp $230.00 base rate 

Review of results or Follow-up Visits $179.00 (60 minutes)  

$250.00 (1.5 Hour)

Limited Consultation $100.00 (30 minutes)

2220 Mountain Blvd #205 / Oakland CA. 94611 / 510.482.2799 / 
montclairdentist@gmail.com
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ENDOBIOGENIC HEALTH HISTORY QUESTIONAIRE  Date:________________ 

Last Name:_______________________________ First Name: ___________________________ Ml:____ 

Date of Birth: _____________________________ Height: _________________ Weight: _____________ 

Address: __________________________________________ City: _______________________________ 

State:_________________  Zip:_____________   Phone:_______________________________________ 

Primary Care Physician:_____________________________Phone:_______________________________ 

Labcorp Location: _______________________________________ (Find locations on www.labcorp.com) 

What symptoms are bothering you or what brings you for an appointment with Dr. Moy? 

_____________________________________________________________________________________  

_____________________________________________________________________________________ 

How have these problems been evaluated and addressed by other physicians or health providers? What 

diagnoses have you been given?___________________________________________________________ 

_____________________________________________________________________________________  

_____________________________________________________________________________________

What tests have been done? _______________ 

_______________________________________ 

_______________________________________

_______________________________________ 

What treatments have been recommended or 

tried?__________________________________

_______________________________________

_______________________________________ 

What are the current obstacles or challenges to your being well? 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

What does it mean to you to be well? 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

What changes in your health would you like to see in 6 months? 12 months? Your lifetime? 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 
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Past medications taken on a regular basis and adult vaccinations and dates: 

_______________________________________

_______________________________________  

_______________________________________

_______________________________________ 

Medications, herbs or supplements you are currently taking: 

_______________________________________

_______________________________________  

_______________________________________

______________________________________

Allergies to drugs: (describe the reaction) 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Allergies or sensitivities to foods or environmental agents: (Describe the reaction) 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

PAST HEALTH HISTORY/DEVELOPMENTAL HISTORY: 

Weight at birth: _____________      Length at Birth:    _____________  Were you born full term? Y/N    If 

no, how many days early? or days late? _________________________ Hair on head at birth?   Y  /  N      

If yes, color? ________________  Did your mother have a stressful pregnancy with you?    Y  /  N      

Where you breast fed?    Y  /  N      How long? _____________  If formula, soy or dairy? ______________ 

Temperament as a child? ________________________________________________________________ 

Calm or stressful childhood? _____________________________________________________________ 

Was your childhood growth Fast / Slow / Average? ___________________________________________  

Was your weight gain Fast / Slow/ Average? _________________________________________________ 

Where did you grow up? ________________________________________________________________ 

Childhood illnesses or trauma: 

_____________________________________________________________________________________  

_____________________________________________________________________________________ 

Adult illnesses including dates: 

_____________________________________________________________________________________  

_____________________________________________________________________________________ 
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Important psychological traumas in your lifetime: 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Surgeries, pregnancies (including miscarriages or abortions), transfusions, or hospitalizations: 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Past and present lifestyles/habits: 

Currently married/life partnered?________  How long? _______ Prior marriages?___________________ 

Number of children?_______  Dates of birth: ________________________________Pets?____________ 

Ever drink alcohol? How much and how often?  ______________________________________________ 

Ever use tobacco? How much and how often?  _______________________________________________ 

If you have quit, how long ago? ___________________________________________________________ 

Ever use recreational drugs? What and when? _______________________________________________ 

Do you follow a special diet? (Explain) ______________________________________________________ 

Do you exercise? _______________________________________________________________________ 

Current Occupation: _________________________ Past Occupation(s):___________________________ 

Travel outside the U.S? __________________________________________________________________ 

How much television do you watch? ______hour/day        How much do you read? ______hour/day      

Other activities you engage in regularly? ____________________________________________________ 

Overall adulthood stress level?                            1 is low, 10 is high      _________ 

Current stress level?                                               1 is low, 10 is high     _________ 

What are your main sources of stress? 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Who provides you with emotional support? 

_____________________________________________________________________________________ 

What do you enjoy most in your life? 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 
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Rate the following aspects of your life by satisfaction level from 0-10 (zero being completely absent from 

your life and 10 being total satisfaction, joy and abundance). Then rank their importance to you from 0-10 

(zero being completely unimportant and 10 being the most important). 

Satisfaction 0-10 Importance 0-10 

Physical Health 

Body Image 

Mental & Emotional Well-being 

Significant Other & Romance 

Friends & Family 

Career 

Money 

Physical Environment 

Spiritual & Personal Growth 

Fun & Enjoyment of Everyday Life 

Screening tests: When did you have any of the following tests (if applicable)? 

Bowel cancer screening/colonoscopy? _____________             Results: __________________________ 

Cervical cancer screening/ Pap smear? _____________             Results: __________________________ 

Breast cancer screening (mammogram/thermogram)? ______   Results: __________________________ 

Prostate cancer screening (digital/MRI/PSA)? _________             Results: __________________________ 

Cholesterol level?  __________    Other? ______________________________________________ 

Family History: 

What is your ethnic heritage? _____________________  Are your parents still living? ________________ 

Any history in blood relatives of: 

Cancer  

Dementia 

Heart Disease 

Diabetes 

Arthritis 

Depression 

Hypertension 

Stroke  

Other:_______________ 
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Review of Systems: 

Do you sleep well at night?   Y / N   _________________   How many hours on average? _____________ 

Do you have trouble falling asleep?    Y / N       Staying asleep?     Y / N    Waking refreshed?       Y / N    

When do you wake up at night? _________________________ Do you remember your dreams?    Y / N  

Are they in color?      Y / N        Do you hear sounds or conversations in your dreams?      Y / N    

Do you have unusual dreams or nightmares? Y / N    Do you tend to take a nap during the day?  Y / N 

Are your palms generally? (circle your answer) Cold/Hot Wet/Dry 

Are your feet generally?   Cold/Hot  Wet/Dry 

Is your appetite generally? Increased /Decreased  Are your meals generally? Larger/Smaller 

Which do you prefer more? Salt/Sugar What amount of fluids do you drink: More /Less 

Are you hungry when you wake in the morning?   Y / N  Is your mouth generally? Wet/Dry 

Do you have any of the following? Place a C for a CURRENT problem. F for FREQUENT and P for PAST 

fatigue  

breast 

pain/discharge 

muscle pain 

urinary 

problems 

frequent 

headache 

cough  

Joint pain 

weight gain/ 

loss 

neck pain 

difficulty 

breathing 

back pain 

frequent 

infections 

teeth grinding  

abdominal pain  

skin color 

changes fever, 

chills sweats 

enlarged tonsils/glands 

appetite 

disturbance 

dry skin  

easily startled 

nasal 

congestion 

nausea eczema or rashes 

easily brought to tears 

sore throat 

vomiting 

new moles 

anxiety 

environmental allergy  

excess belching 

or gas  

acne or boils 

depression 

chest pain 

diarrhea 

hair loss 

sexual dysfunction 

heart 

palpitations 

constipation 

excess hair 

growth 

memory 

disturbance 

heartburn/reflux 

hemorrhoids 

brittle nails 

easy bruising 

Patient Signature:  ________________________________________ Date: _____________________ 
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WOMEN ONLY   Menstrual history: 

Age of first menses? __________________ Date of last menstrual period? ____________________ 

Length of menses (days bleeding)? _________    Which days?___________________________________ 

Days between menses (first day to first day)? ____________  

Any clotting or heavy bleeding?          Y / N  Which days? ___________________________________ 

Any cramping? Y / N PMS symptoms if any?_______________________________________________ 

_____________________________________________________________________________________  

If breast pain/tenderness, where in breasts and how many days?  _______________________________ 

Do you often have abnormal vaginal discharge?      Y / N 

Additional Questions: 

Did you have acne during adolescence? Y / N  Mild   / Moderate  /  Severe 

Do you have problems with excess hair growth on your face or body? Y / N Where? ____________ 

Have you removed any hair through shaving?  Y / N Plucking?    Y / N    Waxing? Y / N    Electrolysis? Y / N 

How often do you shave your legs in the summer?  ___________ 

Have you had any other cosmetic treatment done such as Botox or surgery? Y / N  ______________ 

If Applicable: 

Are you currently using contraception?     Y / N       If yes,  what type? ____________________________  

What have you used in the past for contraception?  ___________________________________________ 

If Applicable (regarding pregnancies): 

Have you had any miscarriages?  Y / N Any pre-term deliveries or overdue deliveries? Y / N 

Any pregnancy complications such as high blood pressure or high blood sugar? Y / N 

Any other stress during pregnancy? Length of labors? Y / N 

Any complications of delivery? Y / N How long?  ____________________________________ 

Did you breast-feed your children? Y / N 

If Applicable:  

Age of menopause?  _________  Menopausal symptoms?______________________________________ 

_____________________________________________________________________________________ 

Patient Signature:  ________________________________________ Date: _____________________ 

Pre-Menapause?    Y / N  


	BOF Consent
	ENDOBIOGENIC HEALTH HISTORY QUESTIONNAIRE

	Date: 
	Last Name: 
	First Name: 
	Ml: 
	Date of Birth: 
	Height: 
	Weight: 
	Address: 
	City: 
	State: 
	Zip: 
	Phone: 
	Primary Care Physician: 
	Phone_2: 
	Labcorp Location: 
	What symptoms are bothering you or what brings you for an appointment with Dr Moy 1: 
	What symptoms are bothering you or what brings you for an appointment with Dr Moy 2: 
	diagnoses have you been given 1: 
	diagnoses have you been given 2: 
	diagnoses have you been given 3: 
	What tests have been done 1: 
	What tests have been done 2: 
	What tests have been done 3: 
	What tests have been done 4: 
	tried 1: 
	tried 2: 
	tried 3: 
	What are the current obstacles or challenges to your being well 1: 
	What are the current obstacles or challenges to your being well 2: 
	What does it mean to you to be well 1: 
	What does it mean to you to be well 2: 
	What changes in your health would you like to see in 6 months 12 months Your lifetime 1: 
	What changes in your health would you like to see in 6 months 12 months Your lifetime 2: 
	Past medications taken on a regular basis and adult vaccinations and dates 1: 
	Past medications taken on a regular basis and adult vaccinations and dates 2: 
	1: 
	2: 
	Medications herbs or supplements you are currently taking 1: 
	Medications herbs or supplements you are currently taking 2: 
	1_2: 
	2_2: 
	Allergies to drugs describe the reaction 1: 
	Allergies to drugs describe the reaction 2: 
	Allergies or sensitivities to foods or environmental agents Describe the reaction 1: 
	Allergies or sensitivities to foods or environmental agents Describe the reaction 2: 
	Weight at birth: 
	Were you born full term YN: 
	Length at Birth: 
	no how many days early or days late: 
	Did your mother have a stressful pregnancy with you: 
	Y  N: 
	Y  N_2: 
	Calm or stressful childhood: 
	undefined: 
	Was your childhood growth Fast  Slow  Average: 
	Was your weight gain Fast  Slow Average: 
	Childhood illnesses or trauma 1: 
	Childhood illnesses or trauma 2: 
	Adult illnesses including dates 1: 
	Adult illnesses including dates 2: 
	Important psychological traumas in your lifetime 1: 
	Important psychological traumas in your lifetime 2: 
	Surgeries pregnancies including miscarriages or abortions transfusions or hospitalizations 1: 
	Surgeries pregnancies including miscarriages or abortions transfusions or hospitalizations 2: 
	Currently marriedlife partnered: 
	How long: 
	Prior marriages: 
	Number of children: 
	Dates of birth: 
	Pets: 
	Ever drink alcohol How much and how often: 
	Ever use tobacco How much and how often: 
	If you have quit how long ago: 
	Ever use recreational drugs What and when: 
	Do you follow a special diet Explain: 
	Do you exercise: 
	Current Occupation: 
	Past Occupations: 
	Travel outside the US: 
	How much television do you watch: 
	How much do you read: 
	Other activities you engage in regularly: 
	Text1: 
	Text2: 
	What are your main sources of stress 1: 
	What are your main sources of stress 2: 
	Who provides you with emotional support: 
	What do you enjoy most in your life 1: 
	What do you enjoy most in your life 2: 
	Satisfaction 010Physical Health: 
	Importance 010Physical Health: 
	Satisfaction 010Body Image: 
	Importance 010Body Image: 
	Satisfaction 010Mental  Emotional Wellbeing: 
	Importance 010Mental  Emotional Wellbeing: 
	Satisfaction 010Significant Other  Romance: 
	Importance 010Significant Other  Romance: 
	Satisfaction 010Friends  Family: 
	Importance 010Friends  Family: 
	Satisfaction 010Career: 
	Importance 010Career: 
	Satisfaction 010Money: 
	Importance 010Money: 
	Satisfaction 010Physical Environment: 
	Importance 010Physical Environment: 
	Satisfaction 010Spiritual  Personal Growth: 
	Importance 010Spiritual  Personal Growth: 
	Satisfaction 010Fun  Enjoyment of Everyday Life: 
	Importance 010Fun  Enjoyment of Everyday Life: 
	Bowel cancer screeningcolonoscopy: 
	Results: 
	Cervical cancer screening Pap smear: 
	Results_2: 
	Breast cancer screening mammogramthermogram: 
	Results_3: 
	Prostate cancer screening digitalMRIPSA: 
	Results_4: 
	Cholesterol level: 
	Other: 
	What is your ethnic heritage: 
	Are your parents still living: 
	Other_2: 
	Do you sleep well at night Y  N: 
	How many hours on average: 
	When do you wake up at night: 
	Date_2: 
	Age of first menses: 
	Date of last menstrual period: 
	Length of menses days bleeding: 
	Which days: 
	Days between menses first day to first day: 
	Which days_2: 
	PMS symptoms if any: 
	Any cramping Y  N: 
	If breast paintenderness where in breasts and how many days: 
	Where: 
	How often do you shave your legs in the summer: 
	Y  N_3: 
	If yes what type: 
	What have you used in the past for contraception: 
	How long_2: 
	Age of menopause 1: 
	Age of menopause 2: 
	Menopausal symptoms: 
	Date_3: 


