Congratulations on making the decision to change your
life. You will find your weight loss journey exciting and
rewarding and we can't wait to get you started.

Completing this questionnaire

Answer every question - This is not the time to be shy! The more
information you give us, the better we will be able to design a
plan that suits you perfectly and your consultant will have an
enhanced understanding of your life and requirements.

You may be unsure of how to answer some questions. We
encourage you to pay particular attention to any medical
problems or symptoms you have had in the past 12 months but
also want to know about your long term health.

This form should take you about 15 minutes to complete. If you
follow our program, we guarantee that you will succeed, losing
your unwanted kilos and improving your overall health.

Dr JB Ryan (Chief Medical Advisor) and The Adventure Team

adventuresweightloss.com

Today’s date / /

ABOUT YOU
I mr s I Miss | ms
Surname
First (& middle) name
Date of birth / / Age
Sex | M [1F
Phone - home
- work
- mobile
Email

Postal address

continues on page 2 >
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How did you hear about us?  ldoctor | |intermetsearch | |internetad | | printed ad " | word of mouth
If you heard about us from a friend, please let us know their details so that we can thank them.
Name

Contact phone

Email
YOUR LIFESTYLE
Present weight kg
Height cm
Build | |small | | medium | | large
Shoe size

How many kilos would you like to lose? | 1-6 kilos || 7-12kilos || 13-18kilos | | 19-30kilos || > 30 kilos

Please note that you will be given a goal weight by our doctor within your healthy range
based on a medical calculation.

Do you do any exercise? D yes D no
If so, please list the type and regularity:

Do you drink alcohol? [ ] yes o

If so, approx. how many glasses per week? glasses

Where are your worst problem areas? | ams " | breast " | neck | waist " stomach

[ ] hips " | bottom | | thighs " calves

Have members of your immediate family
also experienced weight gain? [ yes _lno

Do you work night shifts? [ ] yes ~Ino
Men only, continue with 3, your medical history

Are you pregnant or breastfeeding? [] yes ~Ino
if yes, please contact our office before continuing with this form

Do you wish to become pregnant
within the next 12 months? | yes _lno

Have you been on IVF or intend to
in the next 3 months? | yes o

Are you peri menopausal (starting menopause)
mid menopause or post menopause? [] peri | mid [ ] post " | none

YOUR MEDICAL HISTORY

List any operations you have had
or are planned for the future:

continues on page 3 >
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D yes D no

If yes what type of cancer?
How long ago was it diagnosed?
How long ago was your last treatment?

Have you ever suffered from any type of cancer?

D yes D no

If so, are you taking medication for diabetes and what is the name of the medication?
If you are insulin dependant please contact our office before continuing with this form.

Do you have type 2 diabetes?

Please indicate any other
conditions that apply to you:

Other medical conditions / illnesses:

List all current prescription medications:

List all current over the counter medications
you currently take:

List all supplements, vitamins and
natural remedies you currently take:

Name of your regular doctor:

Phone
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D Anaemia
" | candida
" | Coeliac disease
| Crohn's disease

" | Diabetes (other than type 2)

[ ] Gall bladder problem
| Hashimoto

D Hepatitis

[ High blood sugar

" | Low blood pressure

D Lupus
D Reflux

[] Thyroid - give details below
| None of the above

Details

[] Bowel - give details below
" | chronic fatigue

D Constipation

D Depression

D Dizziness

| Gall stones

D Heart - give details below
[] High blood pressure

" | Irritable bowel syndrome
" | Low blood sugar

D Psoriasis

| stomach staple/banding
| Ulcerative colitis
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YOU AND FOOD

Please indicate any allergies that apply to you:

Do you have a sensitivity to wheat/gluten?
(Do you feel tired or bloated after eating it)

Are you lactose Intolerant?

Please list any other foods you cannot eat:

Have you ever been admitted into
or attended hospital due to any drug,
food or chemical reactivity?

Have you ever had any drug or other
food sensitivity or any chemical reactivity?

Are there any other details that you would like
to bring to the attention of our medical team?

AGREEMENT

[ ] dairy | msG [ ] metabisulphite
D shellfish D nuts D none of these

D yes D no
D yes D no

If so, which of these can you not eat?

| cheese | | milk [ ] yoghurt " | other

D yes D no
D yes D no

If yes, details:

D yes D no

If yes, details:

I understand and agree that, based on the information provided by

me on this (and any other provided) form, AWL Pty Ltd. will provide an eating
program based on my individualized needs.

The information | have provided is accurate and complete, | have
included all medical conditions and treatments/drugs etc that | may be taking.
Further I grant permission for AWL to receive my blood test results and use
them in formulating my personalised plan.

The eating program provided to me is designed and recommended
by Dr. JB Ryan, an Australian based medical doctor with more than 40 years
experience.

As the program is for me alone | understand that sharing this program
with others will not achieve the same results and could actually harm their
health. | agree not to share my program with others.

All personal information shared with AWL will be kept confidential and
not shared or provided to others.

I understand that everyone will lose weight at different rates and so |
may lose faster or slower than others | have seen.

AWL recommends | consult my personal physician before drastically
changing my eating habits or beginning any diets or exercise programs.
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I am not currently pregnant and do not plan on becoming pregnant
during the course of the program.

I confirm that | have discussed the program with

(AWL client consultant)

who has answered all my questions to my satisfaction and I fully understand
the benefits and potential side-effects etc. that can result from the program.

I agree to follow the AWL program exactly and to also make sure | have
the follow up blood tests on the appropriate dates so my plan can be adjusted
as | progress for maximum result.

That upon signing the program application form | am responsible for all
costs of the program, with no refunds available. The only exception will be that
should Dr Ryan decide, after reviewing my blood tests, that | am not suited for
this program. In which case | will receive a refund of all money paid, minus the
cost incurred by AWL to receive and review my blood test.

I understand that | will be required to purchase the required
supplements recommended by AWL in addition to the program costs.

date / /

sign

PAYMENT OPTIONS

Select the AWL plan and payment option of your choice:
|| AWL Essentials plan
[ ] payment plan -+ make sure you complete and sign page 7 and 8.
AUD $497 initial investment (includes your $100 assessment fee)
+ 2 easy monthly payments of AUD $397 each
or
" | one upfront payment of AUD $1157 [save $134]
|| AWL Ultimate plan

[ ] payment plan -+ make sure you complete and sign page 7 and 8.
AUD $497 initial investment (includes your $100 assessment fee)
+ 3 easy monthly payments of AUD $397 each

or

" | one upfront payment of AUD $1497 [save $191]
|| AWL Duo plan for 2 people
[ ] payment plan - make sure you complete and sign page 7 and 8.
AUD $897 initial investment (includes both your $100 assessment fees)
+ 3 easy monthly payments of AUD $457 each

or

" | one upfront payment of AUD $1997 [save $271]
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PAYMENT DETAILS (IF PAYING IN FULL)

I would like to pay by | direct deposit into Adventures in Weightloss account
BSB 014 249 Account no 495 265 587

[ ] cheque made out to Adventures in Weightloss
| credit card

If you are paying upfront in full by credit card, please complete the following details:

| visa " | Mastercard
Credit card no:
Expiry date: / Security code: = last 3 digits on the back of the card
Cardholder's name:

Cardholder's signature:

[] paid

If you use our payment plan offer, please also complete page 7 and 8,
otherwise return page 1-6 of this form fully completed and signed to:

Adventures in Weightloss
PO Box 1438
Milton QLD 4064

or fax to 07 3368 2266

For more information visit our website
adventuresweightloss.com
or call us on 1300 657 207

adventures in \‘"

We\Q\'\\Z\OSSw ?

Phone
1300 657 207

INTERNATIONAL
Phone +617 3368 2244
Fax +617 3368 2266

PO Box 1438 Milton QLD 4064
adventuresweightloss.com info@adventuresweightloss.com
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PAYMENT PLAN AGREEMENT

Please complete the following pages only if you have selected to use
our convenient payment plan offer with monthly installments.

Today’s date / /

PAYMENT PLAN DETAILS

D Mr D Mrs D Miss D Ms

Surname

First (& middle) name

PAYMENT WILL BE PROCESSED ON THE DESIGNATED DATES

If you like, your first payment may be made by direct debit into Australian Weightloss
account however a credit card is required for subsequent payments.

I would like to pay by | visa " Mastercard
Credit card no:
Expiry date: / Security code: = last 3 digits on the back of the card
Cardholder's name:

Cardholder's signature:

please continue and sign on page 8 >

office use only

[ 1 First payment due / / paid
] Subsequent payment 1 due / / paid
] Subsequent payment 2 due / / paid
L] Subsequent payment 3 due / / paid
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PAYMENT PLAN AGREEMENT

----- 3 I agree to pay the required installments for the Adventures in
Weightloss plan I have selected.

I understand that failure to pay this obligation or to make
arrangements acceptable to Adventures in Weightloss will subject me to the
loss of all program privileges.

..... 3 I understand the fee is non refundable once the first payment is
processed.

..... 3 If a payment due date falls on a weekend or a public holiday, payment
will be due the following business day.

I hereby give authorisation to Adventures in Weightloss to debit my
credit card on the above dates and for the relevant amounts.

----- 3 Should I decide that I no longer wish to participate in the agreed
weight loss program, | understand and agree that | am still obligated to pay
Adventures in Weightloss as per this agreement.

3 I understand that in addition to the program costs | will be required to
purchase the recommended supplements from Pharmanex.

; | understand that the initial payment must be received in order to
begin the Adventures in Weightloss program.

date / /

sign

Please return all pages completed and signed to:

Adventures in Weightloss
PO Box 1438,
Milton QLD 4064

or fax to 07 3368 2266

ad\/Eﬂ’[UfeS n \‘

weightloss

Phone
1300 657 207

INTERNATIONAL
Phone +617 3368 2244
Fax +617 3368 2266

PO Box 1438 Milton QLD 4064
adventuresweightloss.com info@adventuresweightloss.com
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