The Natural Alternative Center
DNA/TMA Hair Analysis

Name_______________________   Sex__________

Date Of Birth___/___/___  Phone (____) ____-____
Alt. Phone (____) ____-_____  Race_____________ Natural Hair Color_________ Pregnant ? Yes / No
Address____________________________________

City_________________ State_____  Zip_________

Please List as much as you know about Shampoo (brand or type), Conditioner, and Hair Preparations (gel, oil, hair spray).  Also list the date of and the type of any hair treatments (color, perm, etc.) ____________________________________________________    ____________________________________________________
 ____________________________________________________
 ____________________________________________________

Type of Hair (scalp, underarm, pubic)______________________

Please list the five most predominant symptoms listed on the web.

1.________________________ 2.________________________ 

3.________________________ 4.________________________

5.________________________

Are you under a doctor’s care, if yes please name Physician and reason for treatment___________________________________.
Please list all medications ______________________________

 ___________________________________________________

How did you hear about us?_____________________________.
Payment: □ Money Order □ Checks □Visa □Mastercard
CC#______-______-_______-_______     exp_______/_______
Signature____________________________________

Billing Address_______________________________________

