Do you experience symptoms from EMR?
Name:…………………………………………………………………………………

Age:…………………………….

Contact: (landline phone no (Australia only) / email / address………………………..
…………………………………………………………………………………………..

What triggers your symptoms? power line / appliance / mobile phone / wireless computer / phone antenna / other (please specify)………………………………..

Please describe your symptoms

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

Are these symptoms relieved when you are away from the source?

…………………………………………………………………………………………..

Do you have any of the following conditions (please indicate which)?
fibromyalgia / chemical sensitivity / chronic fatigue syndrome / asthma / tinnitus /

irritable bowel syndrome / MS
How long have you had this problem?.............................................................................

Thank you for your assistance!

Please return this form to EMR Australia PO Box 347, Sylvania Southgate NSW Australia 2224 or contact@emraustralia.com.au

