
Name ____________________________________________________ 
 
Address _________________________________________________ Date _________________________________________ 
 
City _____________________ State _____ Zip _______________ PIN __________________________________________ 
 
E-mail ___________________________________________________ Cell _________________________________________ 
 
Age _____________________ DOB __________________________ Home ________________________________________ 
 
Referred by ______________________________________________ Work _________________________________________ 
 

 
 

 
 
   

Ask the customer to rank all the following issues on a scale of  0 = not a concern to 10 = a severe problem. 
Use the left column initially, use the other two columns for following up (to compare their results over time). 
 

Initial interview date  _________________    20-day follow-up date __________   50-day follow-up date __________    
 

Note additional details below—including any health-related tools or  
information you send them (note the date):  

______________________________________________________________ 

______________________________________________________________ 

______________________________________________________________ 

______________________________________________________________ 

______________________________________________________________ 

_____________________________________________________________ 

______________________________________________________________ 

______________________________________________________________ 

______________________________________________________________ 

______________________________________________________________ 

______________________________________________________________ 

______________________________________________________________ 

______________________________________________________________ 

______________________________________________________________ 

_____________________________________________________________ 

____________________________________ 
 
 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

CUSTOMER TRACKING FORM 

WELLNESS EVALUATION 

Low energy  ____  ____  ____ 
Joint issues  ____  ____  ____ 
Body aches  ____  ____  ____ 

Weight control  ____  ____  ____ 
Skin problems  ____  ____  ____ 

Rashes  ____  ____  ____ 
Auto-immune  ____  ____  ____ 

 Persistent fatigue  ____  ____  ____ 
Heart conditions  ____  ____  ____ 
Blood problems  ____  ____  ____ 

Blood sugar issues  ____  ____  ____ 
Severe headaches  ____  ____  ____ 
Bowel problems  ____  ____  ____ 
Stress or anxiety  ____  ____  ____ 
Trouble sleeping  ____  ____  ____ 
Mood problems  ____  ____  ____ 

Cold and flu bugs  ____  ____  ____ 
Illness lasts too long  ____  ____  ____ 
Ear/sinus infection  ____  ____  ____ 

Chronic congestion  ____  ____  ____ 
Breathing problems  ____  ____  ____ 

    Date                                                CONVERSATION NOTES                                               Follow-up 



 
 

Note these three pieces of information on a sticky note  Retain the information below:  
and destroy it after the first order is placed: 
1) CC (type and #)   
2) CC Security Code 
3) SS/EIN (Members)   Last 4 of CC  _________   LFI ID#    _______________   
 
 

Order Date1        Item # & Description                    BV       Price w/ship   IVC order #  AS Date     Est. delivery2 

________________________________________________   _____________________________________________   ____ 

________________________________________________   _____________________________________________   ____ 

________________________________________________   _____________________________________________   ____ 

________________________________________________   _____________________________________________   _____ 
 

 
 

2) ESTIMATED DELIVERY Date _____________ 
 Did you receive your order? 
 Have you started taking the product (how much)? 
 Do you have your Product Use Instructions? 
 Are you taking medications (see Use Instructions)? 
 Do you have any questions? 
 Complete the Wellness Evaluation (see other side). 

3) DELIVERY +10 DAYS     Date _____________ 
 How are you feeling? 
 Any change in previously identified  

 areas for improvement? 
 Have you tried increasing the quantity? 
 Are you having any detox symptoms? 

4)  DELIVERY +20 DAYS     Date _____________ 
      5) DELIVERY +50 DAYS Date _____________ 
 

  How are you feeling?  Have you tried increasing the quantity? 
  Update the Wellness Evaluation (see other side). 
  Are there any other health concerns you would like to address? 
  Do you want to make any changes to your autoship order? 
 If so, do you prefer to do it yourself or would you like my help? 

 Do you know others who have health concerns or could benefit? 
 If so, would you like my support in approaching them? 

  Are you interested in covering the cost of your  
products by referring others for a free trial?   

 

6)  REFERRALS           Name     Contact Information 

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________ 

ORDER TRACKING           Organize these sheets into an alphabetized binder or accordion file. 

 OsteoCare—for just about anyone 
 FlexeoPlus—extra joint support 
 TruBoost—energy, stress relief 

and emotional stability 
 Colon Cleanse— 

cleansing and detoxification 
 AminoCharge, TrueGreens,  

Herbal Body Wrap, Dream 
Away—fitness and weight loss 

 Colloidal Silver and Taheebo— 
immune support 

FOLLOW-UP CALLS             Do these at a minimum, additional check-ins are recommended. 

 1) WHEN THE ORDER IS PLACED 
 

 When you place an AS order for someone,  
 make certain that they understand how it works.  
 Immediately provide (and verify they have 
 retained) all the information in the box above.   
 

 Let them know it is their responsibility to call at 
 least five days before the AS date if they wish 
 to make changes.  Provide them with this LFI 
 Customer Service information: 
 

 Mon-Fri from 7:00 AM to 5:00 PM Pacific 
 (10:00 AM to 8:00 PM Eastern) at (800) 531-4877 
 

  Provide them with GS-11 Product Use Instructions 
 for Body Balance and/or OsteoCare 
 

 Log follow-up call dates 2-5 (at left) in your calendar 

  CC Exp. Date  _________   


