M.E.E.T. 

Missionary Education & Evangelistic Training
“Preparing Character for Eternity”   Philippians 2:5;  Revelation 14:12

      480 Neely Lane                Huntingdon, TN  38344               731-986-3518      

Dear Friend:

Greetings in the name of our Lord and Saviour Jesus Christ.  Great is the Lord and greatly to be praised!

Enclosed is the information you requested on Our Home Natural Health Retreat.  The brochure gives an overview of our philosophy and program, and its financial aspects.

A registration form is also included if you decide to attend one of our sessions.  The session dates for 2010 are:
January 3 - 13  (10 days)

January 31 – February 10  (10 days)

March 14 - April 1
April 18 - May 6
May 23 - June 10
July 4 - 22
August 8 - 18  (10 days)
September 12 - 30
October 24 - November 11
November 28 - December 16

You will notice that Our Home Health Retreat is a small home like atmosphere, and therefore we accommodate four health students at each session.  For this reason, I would encourage you to send in your registration as early as you make a decision, and not wait until the last minute, to better insure a space in the program of your first choice.

If you have any further questions, please do not hesitate to contact us.  We will be happy to help you with any questions you may have.

Sincerely,

Ministry Staff

Our Home
Natural Health Retreat

480 Neely Lane                 Huntingdon, TN  38344             731-986-3518
Health Student Registration Form
Name:       








Age:    
Street Address:       City:      
State/Province:       Zip Code:       Country:      
Home Phone:      

Work Phone:      
Birth date:       
Birth Place:      
Nationality:      
Marital Status:      
Occupation:       
Religion:      
Educational Background:      
Recreational activities:      
Nearest Relative/Relationship:        

Phone:      
Which program will you be attending?      
When do you plan to arrive and how?      
How did you learn about Our Home Natural Health Retreat?      
I want to have help dealing with:

                                     FORMCHECKBOX 
 High Blood Pressure

 FORMCHECKBOX 
 Arthritis



 FORMCHECKBOX 
 Smoking



 FORMCHECKBOX 
 Overweight



 FORMCHECKBOX 
 Diabetes



 FORMCHECKBOX 
 Stress



 FORMCHECKBOX 
 Other (Explain):       
Date   /  /               Health Student Signature :       
Date ___/___/___
 Business Office __________________________________________________
Applicants are required to supply the completed application form as well as recent medical records (lab reports, CAT scans, x-ray reports, summaries or other pertinent information) two weeks before the session begins.

Arrival Date ________________                             FEES                       Departure Date _______________
18 Day Program


1 Person full participant





$3,500



2 Persons (Husband & Wife) Both participating


$6,800



2 Persons (Husband & Wife) Only one participant

$6,000



10-day Cleansing Program





$1,900

A Non Refundable $500 deposit is requested with application prior to the beginning of session. The balance is due 2 weeks before session begins. All checks or money orders should be made payable to: M.E.E.T. Credit and debit cards are also accepted. 

The balance, which is due 2 weeks before session is also NON-REFUNDABLE, except for the following: Uncontrollably dire circumstances, such as a death or other unforeseen emergency.  However, we are aware that there are other circumstances that arise, not necessarily emergencies, but are important nevertheless.  In such cases the applicant has 3 sessions to make up the time.  After that time, the submitted funds becomes NON-REFUNDABLE.

If other situations exist where a person chooses to cancel their plans to come to M.E.E.T. Ministry after submitting the NON-REFUNDABLE deposit and/or balance, there is yet another option.  Someone else can be referred to M.E.E.T. Ministry and the money can be used in your place and adjusted between the two parties involved.
1. Payment information:

Card type:     FORMCHECKBOX 
 Visa     FORMCHECKBOX 
 Master Card      FORMCHECKBOX 
 American Express     FORMCHECKBOX 
Other:      
Card #:     

                                                                   Exp. Date:     
2. Card Billing Information:

Name:     
Address:       
City:       
                                                                                      State:       
Zip:       
Phone #:(   )   -                                                                      
Alternate Phone # :(   )   -    
TOTAL AMOUNT RECEIVED $___________RECEIPT # _________BALANCE DUE  $ ___________

I have read and understand this financial agreement and agree to comply with the arrangements as stated in this form.

Health Student Signature:      




  

Date      
Financial Officer _____________________________________________
Date ___________________
OUR HOME  Natural Health Retreat
480 Neely Lane                 Huntingdon, TN  38344             731-986-3518
Name:                                                                                                     Age:     Date:      

Street:                                                                    City:                                         State:       Zip:      
Telephone:                                                                                              Birth date:      

Referred by:      
Marital Status:   FORMCHECKBOX 
 Single    FORMCHECKBOX 
 Married    FORMCHECKBOX 
 Separated    FORMCHECKBOX 
 Divorced    FORMCHECKBOX 
 Widowed

Weight:                                Height:                               Race:      
Education: (highest grade completed) Elementary:       College:      
Colleges attended: 1.                                                 2.                                        3.      4.     
Present Occupation:      
In case of emergency contact:                                                                        Phone:      
Person responsible for payments if other than guest:      
Street:                                                    City:                                                State:      Phone:      
Family Health Information

     Family Member

    Present Age     Health (good, fair, poor)    Age at Death
Cause of Death
Spouse
                       
                             
Father
                       
                             
Mother
                       
                             
Brothers/Sisters
                       
                             
1.       
                       
                             
2.       
                       
                              
3.       
                        
                             
4.       
                       
                             
5.       
                        
                             
Children    
1.       
                       
                             
2.       
                       
                             
3.       
                       
                             
4.       
                        
                               

5.       
                        
                             
Name                                                                                                                           Date                                          
Personal History
Birthplace:       

#of Pets:        What kind?                                                                                 Any inside?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Type of Home:                                                                      Past Occupations:      
Habits: Sleep:      hrs/night Do you have difficulty sleeping:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Sometimes
Do You Smoke?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   If Yes, what?        How Much?      
Do You Drink Caffeine Containing Drinks?    FORMCHECKBOX 
 Coffee    FORMCHECKBOX 
 Tea    FORMCHECKBOX 
 Colas
Do You Drink Alcoholic Beverages?   FORMCHECKBOX 
 Beer  FORMCHECKBOX 
 Wine   FORMCHECKBOX 
 Other  How Much?      
Are You on a Special Diet?    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes  What kind of diet?      
INJURIES:  FORMCHECKBOX 
 Head  FORMCHECKBOX 
 Chest Abdomen    FORMCHECKBOX 
 Back  FORMCHECKBOX 
 Broken bones 

Others:      
Have you lost weight in the past year?  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

 X-RAYS: Have you ever had X-Ray treatments?    FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes  When :      
Have you had any of these X-Rays? if yes, indicate when. 
Chest:

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  When:      


Stomach:
 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  When:      
Colon:

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  When:      


Gall Bladder:
 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  When:      
Back:

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  When:      
               
Kidney:

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  When:      
Extremities:
 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  When:      


Other:

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  When:      
IMMUNIZATIONS:
Have you ever been immunized against: (Check)
Polio: (shots or oral)
 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
Last shot:      
Small Pox:
 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
Last shot:      
Tetanus:

 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
Last shot:      
Measles: 
 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
Last shot:      
German measles:
 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
Last shot:      
Other:


 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
Last shot:      
ALLERGIES Are you allergic to any of the following? (Check)
Penicillin:    FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes           
Sulfa:
 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes                 Other Drug/med:   FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
                      Any Food:   FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes           Nail Polish:     FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

                   Other:   FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

List foods you are allergic to: 1.                                                                          2.      
   3.                                                              4.                                                      5.                                                
Name                                                                                                                           Date                                          
Personal History (continued)
MEDICINES (prescription or over the counter)

Are you regularly taking any medicines now? 
  FORMCHECKBOX 
 No 
  FORMCHECKBOX 
 Yes
List: 1.                                                                                                              2.        
3.                                                                                                                       4.         
5.                                                                                                                       6.        
7.                                                                                                                       8.        
9.                                                                                                                     10.      
Have you ever taken: (Check ALL THAT APPLY)                                             FORMCHECKBOX 
 Tranquilizers/Sedatives:   When:      
 FORMCHECKBOX 
 Insulin:    When:                       FORMCHECKBOX 
 Cortisone:
    When:                        FORMCHECKBOX 
 Thyroid Med.:     When:             
 FORMCHECKBOX 
  Hormones:   When:                 FORMCHECKBOX 
 BP Medicine:    When:      
               FORMCHECKBOX 
 Birth control pills:   When:      
DEVICES: (Check)    Do you Use:
Eyeglasses
 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes
Contact Lenses

 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes
Hearing Aid
 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes
Dentures
 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes
Neck Brace

 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes
Back brace
 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes

Other Brace
 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes
Artificial Limb

 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes
Truss

 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes

Pacemaker
 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes
I.U.D.


 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes
Diaphragm
 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes
Other Device:      
OPERATIONS:  Have you ever had any of these operations?

Tonsils:

 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes    When:      
Appendix:       FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes    When:      
Gall Bladder:
 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes    When:      
Stomach:         FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes    When:      
Small Intestine:
 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes    When:      
Colon:
           FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes    When:      
Kidney:

 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes    When:      
Thyroid:          FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes    When:      
Heart:

 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes    When:      
Hernia:
           FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes    When:      
Varicose Veins:
 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes    When:      
Other:
           FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes    When:      
WOMEN:
Breast:
   FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes    When:      
              Uterus:
 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes    When:      


Ovaries:   FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes    When:      
              Other:
 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes    When:      
MEN:
              Prostate:  FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes    When:                  
Please check everything on the following list that you normally use in your diet:

 FORMCHECKBOX 
 Fish

  FORMCHECKBOX 
 rabbit 
    FORMCHECKBOX 
 cottage cheese     FORMCHECKBOX 
 kava                               FORMCHECKBOX 
 cocoa
  FORMCHECKBOX 
 honey
 FORMCHECKBOX 
 fowl

  FORMCHECKBOX 
 white pepper   FORMCHECKBOX 
 yogurt
           FORMCHECKBOX 
 molasses

 FORMCHECKBOX 
 Postum
  FORMCHECKBOX 
 beer
 FORMCHECKBOX 
 cold cuts
  FORMCHECKBOX 
 butter cream    FORMCHECKBOX 
 candy
           FORMCHECKBOX 
 artificial sweeteners
 FORMCHECKBOX 
 cereal
  FORMCHECKBOX 
 wine

 FORMCHECKBOX 
 lamb 
  FORMCHECKBOX 
 ice cream 
    FORMCHECKBOX 
 chocolate
           FORMCHECKBOX 
 lard


 FORMCHECKBOX 
 coffees
  FORMCHECKBOX 
 pastries
 FORMCHECKBOX 
 beef  
  FORMCHECKBOX 
 milk
    FORMCHECKBOX 
 white sugar          FORMCHECKBOX 
 syrup

              FORMCHECKBOX 
 black tea
  FORMCHECKBOX 
 nutmeg
 FORMCHECKBOX 
 pork  
  FORMCHECKBOX 
 ice milk
    FORMCHECKBOX 
 brown sugar         FORMCHECKBOX 
 shortening margarine
 FORMCHECKBOX 
 herb tea
  FORMCHECKBOX 
 vinegar

 FORMCHECKBOX 
 shell fish        FORMCHECKBOX 
 non-fat milk    FORMCHECKBOX 
 raw sugar
           FORMCHECKBOX 
 vegetable oil

 FORMCHECKBOX 
 coffee
  FORMCHECKBOX 
 catsup

 FORMCHECKBOX 
 cola drinks,    FORMCHECKBOX 
 hard liquor
    FORMCHECKBOX 
 white bread          FORMCHECKBOX 
 decaffeinated coffee
 FORMCHECKBOX 
 cookies
  FORMCHECKBOX 
 cinnamon                                  

 FORMCHECKBOX 
 white flour     FORMCHECKBOX 
 white rice
    FORMCHECKBOX 
 white macaroni    FORMCHECKBOX 
 Tabasco Sauce
 FORMCHECKBOX 
 black pepper
  FORMCHECKBOX 
 pickles

 FORMCHECKBOX 
 doughnuts      FORMCHECKBOX 
 mustard
    FORMCHECKBOX 
 baking soda         FORMCHECKBOX 
 white spaghetti
 FORMCHECKBOX 
 soda cracker
  FORMCHECKBOX 
 eggs
 FORMCHECKBOX 
horseradish,    FORMCHECKBOX 
 curry powder  FORMCHECKBOX 
 baking powder     FORMCHECKBOX 
 other carbonated drinks

Do you drink any liquids with your meals?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Do you ever eat between meals?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   Just before bedtime?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
How many meals a day do you eat?        Normal mealtimes?      
Approximately how much time do you spend eating at mealtime?      
Do you chew your food thoroughly, so that it is the consistency of cream?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Do you eat fruits and vegetables at the same meal?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
How many glasses of water do you drink a day?      
How often are you bothered with constipation?       Diarrhea?      
Are your bowel movements regular?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No How frequent?      
How often do you have hard stools?       Soft stools?       Rectal bleeding?      
How often do you urinate?      
Is it normal for you to leave your arms or legs bare at times?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Do you often have cold hands or feet?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No Tingling sensations?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
How often do you have indigestion?       Gas?      
What is your normal bedtime?      Rising time?      
Do you rest during the day?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Sometimes
Do you exercise out of doors with any regularity?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
What do you normally do for exercise?      
DESCRIBE YOUR PERSONALITY TRAITS:

Please check everything on the following list that applies to you:

 FORMCHECKBOX 
 Outgoing 
 FORMCHECKBOX 
 withdrawn 
 FORMCHECKBOX 
 reserved 
 FORMCHECKBOX 
 shy 
 FORMCHECKBOX 
 self-confident 
 FORMCHECKBOX 
 self-conscious 
 FORMCHECKBOX 
 quiet 
 FORMCHECKBOX 
 enthusiastic 
 FORMCHECKBOX 
 calm 
 FORMCHECKBOX 
 easily excitable 
 FORMCHECKBOX 
 friendly 
 FORMCHECKBOX 
 optimistic 
 FORMCHECKBOX 
 pessimistic 
 FORMCHECKBOX 
 compassionate 
 FORMCHECKBOX 
 practical 
 FORMCHECKBOX 
 awkward 
 FORMCHECKBOX 
 poised 
 FORMCHECKBOX 
 well-coordinated 
 FORMCHECKBOX 
 organized 
 FORMCHECKBOX 
 disorganized 
 FORMCHECKBOX 
 perfectionist 
 FORMCHECKBOX 
 Idealistic 
 FORMCHECKBOX 
 dependable 
 FORMCHECKBOX 
 undependable
 FORMCHECKBOX 
 efficient 
 FORMCHECKBOX 
 economical 
 FORMCHECKBOX 
 sensitive
 FORMCHECKBOX 
 moody 
 FORMCHECKBOX 
 depressed 
 FORMCHECKBOX 
 impetuous 
 FORMCHECKBOX 
 worrisome 
 FORMCHECKBOX 
 aggressive 
 FORMCHECKBOX 
decisive
Do you enjoy being around other people most of the time? If so, what type of people do you prefer?     
What are your main interests or hobbies?      
Do you have confidence that God is the only source of true healing?      
Which of your weaknesses would you like to see strengthened?      
DIAGNOSED DIFFICULTIES BY ALLOPATHIC DOCTORS

Do you have or have you ever had in the past, any of the following?


CONDITION



Migraine Headaches

 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      


Epilepsy or Convulsions

 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Stroke



 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Glaucoma


 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Cataracts


 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Blindness (either eye)

 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Deafness


 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Asthma



 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Hay Fever


 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Chronic Bronchitis

 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Emphysema


 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Tuberculosis


 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Abnormal Chest X-Ray

 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Heart Murmur as an adult

 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Abnormal Electrocardiogram
 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Enlarged heart


 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Heart Attack


 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Rheumatic Fever


 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Angina



 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

High Blood Pressure

 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Gall Stones


 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Hepatitis


 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Cirrhosis of Liver


 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Stomach or Duodenal Ulcer
 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Abnormal Stomach X-ray

 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Colon or Bowel Trouble

 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Rectal Trouble


 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Hemorrhoids or Piles

 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Dysentery or Serious Diarrhea
 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Kidney or Bladder Infection
 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Kidney Stones


 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Name                                                                                                                           Date                                          
DIAGNOSED DIFFICULTIES BY ALLOPATHIC DOCTORS (continued)
Other Kidney disease

 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      



Poor Blood Clotting

 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Diabetes



 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Gout



 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Overactive Thyroid

 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Under active Thyroid

 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Goiter



 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Parkinson’s


 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

MS



 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Varicose Veins


 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Arthritis



 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Polio



 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Phlebitis



 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Venereal Disease


 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Anemia - (what kind?)  

 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      

Insulin? -What kind? 

 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST              How much?      

Recurrent boils


 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      


Other skin disease

 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      
what kind?      
Serious depression

 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      


Serious Emotional Problem 
 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      


Nervous Breakdown

 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      


Women

Menstrual difficulties

 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      


Ovarian Cyst


 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      


Other GYN Problems

 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      
what kind?      
Cystitis



 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      


Mastitis

 

 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      


Breast Cancer


 FORMCHECKBOX 
 PRESENT
 FORMCHECKBOX 
 PAST
WHEN:      


FAMILY HISTORY

Has any blood relative ever had:

Cancer, including leukemia

 FORMCHECKBOX 
 Yes   Who:      
Tuberculosis



 FORMCHECKBOX 
 Yes   Who:      
Diabetes




 FORMCHECKBOX 
Yes   Who:      
Heart Trouble



 FORMCHECKBOX 
 Yes   Who:      
Heart Attack



 FORMCHECKBOX 
 Yes   Who:      
High Blood Pressure


 FORMCHECKBOX 
 Yes   Who:      
Name                                                                                                                           Date                                          

FAMILY HISTORY (continued)
Stroke




 FORMCHECKBOX 
 Yes   Who:      
Epilepsy, Convulsions or fits

 FORMCHECKBOX 
 Yes   Who:      
Bleeding tendency


 FORMCHECKBOX 
 Yes   Who:      
Asthma




 FORMCHECKBOX 
 Yes   Who:      
Allergies



 FORMCHECKBOX 
 Yes   Who:      
Liver Disease



 FORMCHECKBOX 
 Yes   Who:      
Migraine Headaches


 FORMCHECKBOX 
 Yes   Who:      
Alcoholism



 FORMCHECKBOX 
 Yes   Who:      
Emphysema/lung disease


 FORMCHECKBOX 
 Yes   Who:      
Stomach or duodenal ulcer


 FORMCHECKBOX 
 Yes   Who:      
Kidney Disease



 FORMCHECKBOX 
 Yes   Who:      


Glaucoma



 FORMCHECKBOX 
 Yes   Who:      
Sickle Cell Anemia


 FORMCHECKBOX 
 Yes   Who:      
Other anemia



 FORMCHECKBOX 
 Yes   Who:      
Arthritis




 FORMCHECKBOX 
 Yes   Who:      
Gout




 FORMCHECKBOX 
 Yes   Who:      
Obesity




 FORMCHECKBOX 
 Yes   Who:      
Mental Illness



 FORMCHECKBOX 
 Yes   Who:      
Thyroid Trouble



 FORMCHECKBOX 
 Yes   Who:      
Suicide




 FORMCHECKBOX 
 Yes   Who:      
Birth Defects



 FORMCHECKBOX 
 Yes   Who:      
Chronic Diarrhea



 FORMCHECKBOX 
 Yes   Who:      
Other Serious Disease


 FORMCHECKBOX 
 Yes   Who:      
SYSTEM REVIEW

Do you have any of the following complaints: (Check all that apply)
HEAD

 FORMCHECKBOX 
 Blurred Vision not corrected by glasses  

 FORMCHECKBOX 
 double vision  

 FORMCHECKBOX 
 light flashes  

 FORMCHECKBOX 
 halos around lights  

 FORMCHECKBOX 
 pain in your eyes  

 FORMCHECKBOX 
 ear pain  

 FORMCHECKBOX 
 drainage from ear  

 FORMCHECKBOX 
 hearing difficulty or deafness  
 FORMCHECKBOX 
 buzzing or ringing in ears  

 FORMCHECKBOX 
 sinus trouble  

 FORMCHECKBOX 
 difficulty swallowing  

 FORMCHECKBOX 
 mouth or tongue problem  

 FORMCHECKBOX 
 persistent hoarseness  
 FORMCHECKBOX 
 Other 
Explain:      
SKIN

 FORMCHECKBOX 
 Changing mole 

 FORMCHECKBOX 
 rash 

 FORMCHECKBOX 
 yellow skin 

 FORMCHECKBOX 
 other skin problem  
Explain:      
 NECK
 FORMCHECKBOX 
 Swelling 
  FORMCHECKBOX 
 lumps 
 FORMCHECKBOX 
 stiffness 
 FORMCHECKBOX 
other Explain:         
Name                                                                                                                           Date                                          
SYSTEM REVIEW (continued)
CHEST, HEART, LUNGS

 FORMCHECKBOX 
 Shortness of breath 
 FORMCHECKBOX 
 poor exercise tolerance 
 FORMCHECKBOX 
 fluttering of heart 
 FORMCHECKBOX 
 unusual heartbeat 
 FORMCHECKBOX 
 chest pain or pressure attacks 
 FORMCHECKBOX 
 frequent cough 
 FORMCHECKBOX 
 coughing up blood 
 FORMCHECKBOX 
 wheezing swollen ankles 
 FORMCHECKBOX 
 other 
Explain:      
GASTROINTESTINAL

 FORMCHECKBOX 
 Poor appetite 
 FORMCHECKBOX 
 indigestion or heartburn 

 FORMCHECKBOX 
 nausea or vomiting 
 FORMCHECKBOX 
 vomiting blood 
 FORMCHECKBOX 
 abdominal pain of swelling 
 FORMCHECKBOX 
black tar-like bowel movements 

 FORMCHECKBOX 
 abdominal cramps
 FORMCHECKBOX 
 other
Explain:      
KIDNEY

 FORMCHECKBOX 
 Blood in urine 
 FORMCHECKBOX 
 difficulty passing urine 
 FORMCHECKBOX 
 pain or burning while urinating 
 FORMCHECKBOX 
 difficulty controlling urine 
 FORMCHECKBOX 
 getting up at night to urinate 
 FORMCHECKBOX 
 other  Explain:      
GENITALIA

WOMEN: 
 FORMCHECKBOX 
 Breast lump 

 FORMCHECKBOX 
 discharge from nipple other breast problem  
 FORMCHECKBOX 
 vaginal bleeding or spotting (not with periods)  
 FORMCHECKBOX 
 hot flashes 
 FORMCHECKBOX 
 pain with intercourse 
 FORMCHECKBOX 
 possibly pregnant 
 FORMCHECKBOX 
 change in periods 
 FORMCHECKBOX 
 pain not associated with periods 
 FORMCHECKBOX 
other  Explain:      
MEN: 
 FORMCHECKBOX 
 breast lump 
 FORMCHECKBOX 
 discharge from penis 
 FORMCHECKBOX 
 sore on penis 
 FORMCHECKBOX 
 lump in testicles 
 FORMCHECKBOX 
 difficulty having erections 
 FORMCHECKBOX 
other  Explain:      
NEUROMUSCULAR

 FORMCHECKBOX 
 Weakness in arm or leg 
 FORMCHECKBOX 
 difficulty with balance 
 FORMCHECKBOX 
 dizzy spells 
 FORMCHECKBOX 
 fainting spells 
 FORMCHECKBOX 
 speech difficulty

 FORMCHECKBOX 
 Other Explain:      
BONE/JOINTS

 FORMCHECKBOX 
 Painful joints 
 FORMCHECKBOX 
 swollen joints 
 FORMCHECKBOX 
 loss of muscle strength  
 FORMCHECKBOX 
 lump or swelling in muscle 
 FORMCHECKBOX 
 lump on bone 
 FORMCHECKBOX 
 back pain 


 FORMCHECKBOX 
 other 
Explain:      
ENDOCRINE

 FORMCHECKBOX 
 Thirsty all the time 
 FORMCHECKBOX 
 cold most of the time 
 FORMCHECKBOX 
 too warm most of the time 
 FORMCHECKBOX 
 unusually tired or sluggish

 FORMCHECKBOX 
 unusually jumpy or nervous

PSYCHOLOGICAL
Do you find your life:  FORMCHECKBOX 
 generally unsatisfactory 
 FORMCHECKBOX 
 too demanding    FORMCHECKBOX 
 boring 
    FORMCHECKBOX 
 satisfactory

Do you worry about:  FORMCHECKBOX 
 money
     FORMCHECKBOX 
 job               FORMCHECKBOX 
 marriage
    FORMCHECKBOX 
 home life 
    FORMCHECKBOX 
 children

Name                                                                                                                           Date                                          
SYSTEM REVIEW (continued)
Do you: 

 FORMCHECKBOX 
 cry easily 
 FORMCHECKBOX 
 feel inferior to others 
 FORMCHECKBOX 
 feel shy 
 FORMCHECKBOX 
 feel things often go wrong 
 FORMCHECKBOX 
 often feel depressed 
 FORMCHECKBOX 
 have irrational fears 
 FORMCHECKBOX 
 feel anxious or upset

Have you: 

 FORMCHECKBOX 
 seriously considered suicide 

 FORMCHECKBOX 
 attempted suicide 

CHIEF COMPLAINTS - Please list all symptoms  
1.      





2.      
3.      





4.      
5.      





6.      
INSTRUCTIONS: Check the symptoms that apply to you. Use 1,2,3, or 4 to indicate the severity of the problem - 4 being the most severe. Answer ONLY if the symptoms apply to your case. Please note whether the problem is present, past or both.
	PAST
	NOW
	
	PAST
	NOW
	

	 
	 
	abnormal thirst
	 
	 
	highly emotional 

	 
	 
	acid Foods
	 
	 
	hoarseness, frequent 

	 
	 
	Acne
	 
	 
	hunger between meals 

	 
	 
	Adenoids
	 
	 
	impaired hearing 

	 
	 
	afternoon headaches
	 
	 
	increased amount of urine 

	 
	 
	afternoon “yawner”
	 
	 
	can’t decide easily

	 
	 
	aging rapidly
	 
	 
	can’t gain weight

	 
	 
	air (swallow air)
	 
	 
	can’t start in AM before coffee

	 
	 
	allergies-asthma tendency
	 
	 
	can’t work under pressure

	 
	 
	aluminum cooking utensils
	 
	 
	cataracts

	 
	 
	ankles swell in evening
	 
	 
	chemical or spray poisoning

	 
	 
	ankles swell in morning
	 
	 
	chemicals in environment

	 
	 
	appetite excessive
	 
	 
	chronic fatigue

	 
	 
	appetite reduced
	 
	 
	cigarette cough

	 
	 
	Armed Forces Syndrome
	 
	 
	circulation poor

	 
	 
	arthritic tendencies
	 
	 
	sensitive to cold

	 
	 
	awaken after few hours asleep
	 
	 
	cloudy urine

	 
	 
	hard to get back to sleep
	 
	 
	coated tongue

	 
	 
	bad breath
	 
	 
	cold sweats often

	 
	 
	bad dreams
	 
	 
	color blind

	 
	 
	bitter, metallic taste in mouth in AM
	 
	 
	constipation, common

	 
	 
	black or bloody stools
	 
	 
	constipation, diarrhea -alternating

	 
	 
	bleeding gums
	 
	 
	convulsions

	 
	 
	bloating of intestines
	 
	 
	crave candy or coffee in afternoon

	 
	 
	blurred vision
	 
	 
	crave salt

	 
	 
	blushes easily
	 
	 
	crave sweets or snacks

	 
	 
	body odor bad
	 
	 
	crawling sensation of skin

	 
	 
	bottle fed
	 
	 
	cries easily/no apparent reason

	 
	 
	bowel movements painful
	 
	 
	cuts heal slowly

	 
	 
	breathing irregular
	 
	 
	damp weather bothers

	 
	 
	brittle fingernails
	 
	 
	dandruff

	 
	 
	brown spot or bronzing of skin
	 
	 
	dark glasses

	 
	 
	bruise easily “black & blue spots”
	 
	 
	day dreamer

	 
	 
	burning feet
	 
	 
	daytime sleepiness

	 
	 
	burning or itching anus
	 
	 
	decreased amount of urine

	 
	 
	burning on urination
	 
	 
	decrease in appetite

	 
	 
	burning stomach sensations
	 
	 
	dental caries

	 
	 
	relieved by eating
	 
	 
	depressed

	 
	 
	“butterfly” stomach, cramps
	 
	 
	difficulty swallowing

	 
	 
	dwell on past
	 
	 
	digestion rapid

	 
	 
	increased appetite
	 
	 
	dizziness

	 
	 
	eat often or get hunger pains or
	 
	 
	drug reaction

	 
	 
	Faintness
	 
	 
	dull pain in chest or radiating to

	 
	 
	eat rapidly
	 
	 
	increase in weight  

	 
	 
	eat slowly
	 
	 
	indigestion 1/2-1 hour after eating

	 
	 
	eat when nervous
	 
	 
	indigestion 3-4 hrs after eating

	 
	 
	eyelids and face twitch
	 
	 
	indoor occupation

	 
	 
	eyelids swollen, puffy
	 
	 
	smoky urine

	 
	 
	eyes bulge
	 
	 
	intestinal trouble

	 
	 
	eyes or nose watery
	 
	 
	intolerance to heat

	 
	 
	eye strain 
	 
	 
	inward trembling

	 
	 
	exhaustion-muscular and nervous 
	 
	 
	irritable and restless

	 
	 
	extremities cold, clammy 
	 
	 
	irritable, annoyed easily

	 
	 
	fainting spells
	 
	 
	itching skin and feet

	 
	 
	faintness if meals delayed 
	 
	 
	joint stiffness in evening

	 
	 
	falling hair excessive 
	 
	 
	joint stiffness in morning

	 
	 
	fatigue easily 
	 
	 
	keyed up, fail to calm

	 
	 
	fatigue, eating relieves 
	 
	 
	lack energy 

	 
	 
	fearful 
	 
	 
	laxatives used often

	 
	 
	fever easily raised
	 
	 
	light colored stools

	 
	 
	fluoridated toothpaste  
	 
	 
	loud talker 

	 
	 
	fluoridated water  
	 
	 
	loses temper easily

	 
	 
	food poisoning history 
	 
	 
	low back pain, flank 

	 
	 
	frequent urination 
	 
	 
	low blood pressure

	 
	 
	gag easily 
	 
	 
	lower bowel gas several hrs after eating

	 
	 
	gas shortly after eating 
	 
	 
	magnifies insignificant events 

	 
	 
	get drowsy often 
	 
	 
	mentally alert, quick 

	 
	 
	going crazy sensation 
	 
	 
	mentally sluggish 

	 
	 
	goose flesh common 
	 
	 
	moods of depression, “blues” / melancholy

	 
	 
	goose flesh seldom 
	 
	 
	mucous colitis

	 
	 
	greasy food intolerances 
	 
	 
	muscle cramps, worse during exercise/ “charley horses”

	 
	 
	gum chewer 
	 
	 
	muscle-leg-toe cramps at night

	 
	 
	hair coarse, falls out 
	 
	 
	muscle twitching

	 
	 
	hair treatments, sprays, etc. 
	 
	 
	nails weak, ridged, split

	 
	 
	hallucinations 
	 
	 
	Nausea

	 
	 
	hands and feet go to sleep easily; 
	 
	 
	nerve pains

	 
	 
	Numbness
	 
	 
	nervousness

	 
	 
	hand tremor 
	 
	 
	opens windows in closed room y

	 
	 
	hard to awaken 
	 
	 
	overeating sweets upset

	 
	 
	hate to be criticized 
	 
	 
	overexertion reactions

	 
	 
	headaches upon arising -wears off during the day
	 
	 
	overwork

	 
	 
	nose bleeds frequently
	 
	 
	pain between shoulder blades

	 
	 
	heart palpitates for no reason 
	 
	 
	perfectionist

	 
	 
	hiccups frequently 
	 
	 
	perspiration increases

	 
	 
	high altitude discomfort 
	 
	 
	perspiration decrease


Do you represent any Food and Drug, Medical or Government Organization?    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 

I hereby give my permission and consent that my case records may be used for research and educational purposes. 
     







                                      
Client’s Signature





                                 Date

Name                                                                                                                           Date                                          

LIFE SCRIPT WORKSHEET

Describe yourself:      
Describe your father:      
Describe your mother:      
What makes you feel most happy, loved, successful and glad to be alive?      
What makes you feel most unhappy, unloved, mad, disgusted, etc.?      
When you were little, who did you go to with your biggest troubles?      
Why?      
When you were little, what did the family usually talk about at the dinner table?      
Nowadays, what is your main bad feeling?      
What is wrong with your life?      
Which parent had the same thing wrong?      
EATING RECORD
Keep a record of your food intake for four consecutive days, including one weekend day. If you do not work Monday through Friday, then include three workdays, and one day off.

Example:
Days

1

 2

 3

 4




          Wed
          Thurs               Fri

Sat




OR




           Sun                  Mon
          Tues                Wed

Write down all foods and beverages consumed immediately after having them, as accurately as possible with descriptions of quantity and dimensions.

Consider the ingredients in sandwiches or mixed dishes as separate items.

List all fats used, including those in cooking and frying, and on bread, potatoes, and vegetables.

Indicate if food or beverage is fresh, frozen, or canned and whether it was eaten raw or cooked.

Be honest…and do not change your regular eating pattern while you are keeping this diary.

SUMMARY OF HOW TO RECORD PORTION SIZES

Record in ounces (1 cup=8 ounces):


All beverages

Record meat in ounces (1 ounce of meat is about the size of a matchbox)

Record in cups:


Potatoes, rice, fruits and vegetables

Record in teaspoons or tablespoons (3 tsp. = 1 Tbs.)


Jam, gravies, salad dressing, margarine, butter

Record by number and size:


Bread, raw fruits and vegetables, cookies, nuts

Record by servings (large or small)


Desserts

Description of mixed dishes:


For mixed dishes (such as stews, casseroles, etc.) record the total amount eaten, e.g.:


    1 cup chicken soup or 1 cup of a casserole


For sandwiches, list ingredients separately, e.g. a vege-sandwich:


    2 slices whole wheat bread, 1 tsp. Mayonnaise, 1 slice vege-meat, etc.

Name                                                                                                                           Date                                          
DAY ONE
	TIME OF DAY
	FOOD AND AMOUNT
	FEELINGS
	TIME SPENT EATING
	ACTIVITY WHILE EATING
	SPECIFIC  LOCATION

	     
     
     
     
	     
     
     
     
	     
     
     
     
	     
     
     
     
	     
     
     
     
	     
     
     
     


DAY TWO
	TIME OF DAY
	FOOD AND AMOUNT
	FEELINGS
	TIME SPENT EATING
	ACTIVITY WHILE EATING
	SPECIFIC  LOCATION

	     
     
     
     
	     
     
     
     
	     
     
     
     
	     
     
     
     
	     
     
     
     
	     
     
     
     


DAY THREE
	TIME OF DAY
	FOOD AND AMOUNT
	FEELINGS
	TIME SPENT EATING
	ACTIVITY WHILE EATING
	SPECIFIC  LOCATION

	     
     
     
     
	     
     
     
     
	     
     
     
     
	     
     
     
     
	     
     
     
     
	     
     
     
     


DAY FOUR
	TIME OF DAY
	FOOD AND AMOUNT
	FEELINGS
	TIME SPENT EATING
	ACTIVITY WHILE EATING
	SPECIFIC  LOCATION

	     
     
     
     
	     
     
     
     
	     
     
     
     
	     
     
     
     
	     
     
     
     
	     
     
     
     


Conditions of Acceptance

Our Home Health Retreat, as indicated in our disclaimer, is a learning facility where guests are admitted as students to learn to maintain or recover their health and medically take charge of their own lives.  We are not a medical facility or treatment center, nor do we give medical advice.

To be admitted here health guests/students must:

1.
be of legal age of accountability

2.
be physically mobile and able to perform their own personal hygiene

3.
be mentally competent and capable of making their own decisions

4.
be emotionally stable and self-responsible

5.
be able to follow clearly written instructions

You are not considered confirmed and no space is reserved for you until we receive your completed health questionnaire along with a $500.00 dollar deposit.  These must be received no later than two (2) weeks prior to your arrival at our health facility to begin the health session you registered for.

Your lifestyle program will be based on the health questionnaire and whatever additional information you may be requested to provide, such as blood work, x-rays, ct scans, discharge summaries, etc.  We make no promises or guarantees of healing.

Please be aware that we cannot address every little ache, pain, or twitch that you may be experiencing, individually.  We focus on the major concerns and usually the smaller ones are eliminated in the process.

If, during the implementation of your program, circumstances or problems arise as a result of your withholding important information, you will be advised to seek assistance elsewhere.  Your donation will be non-refundable.  No refunds will be given for health guests choosing to leave before the session ends.
We welcome the privilege of serving you and pray that our Heavenly Father will bless you in your quest for better physical and spiritual health.
OUR HOME  Natural Health Retreat
480 Neely Lane                 Huntingdon, TN  38344             731-986-3518
WHAT TO BRING / WHAT NOT TO BRING

In preparing for your visit to Our Home Natural Health Retreat, the following list of items will help you in deciding what you should and should not bring.

Please bring:
1.
A calling card.

2.
Personal toiletries – soap, shampoo, toothpaste, etc., or you may wish to purchase natural products from us.  Linen and laundry supplies will be furnished.

3.
Money for purchasing books, audio/video tapes, natural products, etc.

4.
Sleepwear, robe, slippers and shower shoes (or flip-flops).

5.
Bathing suit for hydrotherapy (if desired).

6.
Modest, casual and dress clothes suitable to the climate and according with Christian standards.  (Please, no halter tops, tank tops or tight fitting pants).

7.
Walking shoes, a hat to protect from the sun, rain gear, boots or waterproof shoes, especially in colder weather.

8.
Tape recorder (if you would like to tape the health lectures).

9.
Bible – if you own one.

10.
A positive attitude.
Please do not bring:
1.
Televisions, radios, secular or gospel rock music cassettes.
2.
Food, snacks, tobacco, alcohol or hard drugs.

3.
Pets.

4.
Your own health program or agenda.

We ask that you be willing to comply with the program we will design especially for you.
Important Information

If you need to make contact with us during travel on Sunday, please call (731) 986-0394.

You will need to arrive at the Nashville airport Sunday (the first day of the session) between 10:00 a.m. — 12 noon. (Please be mindful that other health guests may be arriving also and that there may be a minimal wait.) You will be met in the Baggage Claims area. There will be someone there with a M.E.E.T. Ministry sign.

You will arrive at M.E.E.T. MINISTRY at approximately 2:00 p.m. (For those traveling by automobile, please arrive no later than 2: 00 p.m. (See directions on back of brochure.) You will be served a meal. You can get settled with your things and take care of your financial arrangements.

Orientation begins at 4:00 p.m.
Please make your return flight arrangements for Thursday, the last day of the session. Flight times should be between 10:00 a.m. and 12 noon. (Remember there is a two-hour driving period and most airports request arrival 2-3 hours prior to departure).

For those traveling that may need to arrive before Sunday, you will need to make arrangements at a local hotel in Nashville near the airport. Please call M.E.E.T. Ministry at (731) 986-3518 with appropriate information to arrange for us to pick you up on Sunday. If no answer, please leave message with name and telephone number.

SUGGESTIONS FOR HOTELS NEAR THE AIRPORT
	Super 8 Hotel               
720 Royal Parkway

Nashville, TN 37214

(615) 889-8887
	Fairfield Inn

911 Airport Center Drive

Nashville, TN 37214

(615) 872-0109
	Marriott Hotel

600 Marriott Drive

Nashville, TN 37214

(615) 889-9300


DESTINATION

OUR HOME NATURAL HEALTH RETREAT

480 Neely Lane

Huntingdon, TN 38344

731-986-3518
FOR YOUR INFORMATION

MEAL SERVICE


Meals will be served at the following times:



Breakfast
7:00AM



Dinner

1:30PM



Supper

5:30PM Only if necessary and written on your program


All meals will be served “buffet style”.  Please let the Health Center manager know if your guests will be having meals.  Meals must be paid for in advance, $4.50 for adults, $3.00 for children under 12. 
TELEPHONE CALLS


You are welcome to use the telephone on the kitchen counter.  All long distance phone calls must be made on a calling card.  Please limit calls to ½ hour.  You will be notified personally of any incoming calls.  We would appreciate no incoming calls after 9:00 PM.  We go to bed early!
BUSINESS OFFICE AND BOOKSTORE  


Both are open 9:00 AM – 5:00 PM Monday through Thursday
MAIL

           Outgoing mail must be deposited in the office by 12:00 noon in order to be taken  by the postman the same day. Incoming mail for health guests will be distributed by health center staff.  Stamps may be purchased from the business office on a limited basis Monday – Thursday, 9 am – 5 pm
VISITING HOURS


2:00 PM – 8:00 PM Sunday through Friday


9:15 AM – 8:00 PM Sabbath
Visitors are welcome with the understanding that there can be no interruption of the scheduled activities.  They are also invited to join you for any of the lectures that are given during the time they are here.  We do request that visitors not stay beyond the evening meeting.  We further request that one guest not have more than 3 or 4 visitors at once - Other guests may wish to have visitors too, or may just want to sit in the living room or lounge and relax.   
VISITING BETWEEN GUESTS  
 
For visiting with other guests, please feel free to use the lecture area or living room.  After 9:00 PM most guests prefer quiet.  Your cooperation is appreciated.

VIDEOS


During your free time you may want to take advantage of the videos that are kept in the lecture room.  Many health subjects are available for your further learning.  There will be a list of required viewing.

LITERATURE  


You are welcome to read any of the books found in the lecture room.  Copies of these books may be available for purchase.

TELEVISION, RADIO AND RECORDERS


We discourage TVs on the campus and in the Health Center.  The television is for viewing videos only.  It is not to be used for viewing movies, soaps, game shows, or any other programming.  Health lectures, sermons, and music are a few of the different types of tapes available for your listening enjoyment.  
DRESS AND SOCIAL STANDARDS


Since this institution is a health retreat, and not a spa or a resort, it is only to be expected that both men and women be modestly attired at all times.  The association between men and women must be on a high level to maintain the good name of the institution and its Christian principles.  A dignified reserve should be maintained.
LAUNDRY

          
Machines are provided for health guests in the hallway off the kitchen.  Please plan your laundry time so that it is completed one hour before therapies begin, or started after therapies, treatment and laundry are completed for the day.
TOWN TRIPS

We discourage all but very necessary town trips through Health Center personnel, because of loaded schedules.  Please see a health center staff member if a trip is necessary.
OFF HEALTH CENTER GROUNDS


Before leaving the ministry grounds, health guests should secure permission and sign a Release of Responsibility form. Absolutely no leaving is permitted during the cleansing week.


DIRECTIONS TO M.E.E.T. MINISTRY

From Interstate 40, take exit #108, which is Highway 22.  Go North on Hwy 22 (toward Huntingdon), to the town of Clarksburg (about 5 miles).  You will see:


First Bank on right


Kwik Mart Gas Station on right


Post Office on left

Turn left on street just before Post Office – Purdy Road.

Follow this road approximately 3 miles until you see a fork in the road – Purdy Road and Neely Road.

Bear left onto Neely Road.

Continue across the intersection.  It is now Neely Lane.  Notice a white house on the corner to the right.

Go about ½ a mile until you see the sign M.E.E.T. Ministry on your right.  You are now on M.E.E.T. Ministry grounds.  Immediately after you pass the 2 yellow buildings on the right, OUR HOME HEALTH CENTER will be on the road to the left.

WELCOME TO M.E.E.T. MINISTRY!
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