Last Name:

healthful living

Adult Nutrition Intake

Name: Height: Weight:
Address: Date of birth: Age:
Blood type:
Phone Hm: Referred by:

Work

Cell:

E-mail:

Health Objectives

Wha would you like to learn and gain from working with a nutrition consultant? (i.e. how foods
affect an ailment, understanding of how the body works, lifestyle improvement, etc.)

Health Background

Describe any current hedlth conditionstha you are interested in addressing (onset, duration,
frequency, etc):

How have you addressed these conditions(currently and in the past) (dodor, self-care, nutrition,
acupuncure) and what has been theimpact (postive and/or negative)?
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Personal Health History
What practitionas are you currently seeing?May | contact them with your permission?

Name Specialty/condition Phone Permission

List Medications(indudecondiion, i.e. Zoloft for depression)

List Supplements (or attach separate page)
Important: Indudeform, dosage, and frequency i.e. calcium citrate, 400mg twice/day

Describe your hedlth history as child (generally hedlthy, frequently sick, ear infections etc.)

Antibiotics: Describe how frequently you have taken antibiotics over the course of your life
(include long term use for acne, short term courses, etc.).

Do you have thefollowing feelinggsymptoms, how often?
Spacey/fuzzy thinking

Allergies/runnynose

Eczema, rashes or skin conditions

Y east overgrowth (yeast infections nail fungus athlete@ foot)

Mood/Energy/Sleep
Fatigue

Depression
Anxiety

Stress level (1-10;1 low and 10 high)
Occupdion Do you like your work?
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Last Name:

How much seep doyou get
What time do you goto bed, to deep, and wake up

Do you have trouble falling asleep

Do youwake in the night? What time? Reason (i.e kids mind)?
How longdoesit take to fall back adeep?

Body/Exercise
Recent weight changes (ganed or los)?

Do you want to changeyourweight? If so, how?

Amounttype of Exercise:

Women
Do you still have mendrud periods?
Number of days between cycles
Length of period
Areyou pregnant?
Tryingto get pregnant?
Nursing?
Number of children and ages

Do you have PMS, cramps or any othe imbadance?

Digestion and elimination
Do you have frequent gas or bloaing?

Does gas have a strong odor?

Do youtendto have diarrhea or soft, unformed stool?

Do youtend to have condipaion?

Do you have bumping, heartbum or acid reflux?Do you take antacids or acid blodkers?

Describe any other digestive issues?

How frequently to you have a bowel movement?

What is congstency of stool?
Formed like a brown banana
Unformed, soft, or ribbonlike
Small bdlsformed into banana, or Qabbit-pdletsO

Largediameter or anything else unusud
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Dietary History
Vegdarian (eat eggsanddary) Yes/ No
Vegan (No eggsor dary) Yes/ No
Eat fish? How often and wha type?

Do you have any known foodallergies or sengtivities?
Typeof alergy testing (skin/scratch, IgE/IgG, muscle testing, dietary eliminaion)?
Do you get headeches, joint pan, gutor other pan?

Do you have any dietary restrictions

Do you have any food cravings(suga, carbs fats)

Do you consume: Coffee/caffeine Diet sodas Transfats Soda MSG

How much water doyou drink per day? What type (tap, bottled, filtered)

Describe dieting history or eating disorders? (i.e. Age, yo-yo dieting, calorie restriction, weight gain)

Have you been diagnosd or bdieve you may have hypoglcemia
Do you need to eat frequently?
Do you get irritable, dizzy, headaches when you go too longwithouteating?

Family History (indicate family member or self)

Diabees/Hypoglycemia ColitidIBS

Heart Disease Arthritis

Cancer Autoimmunedisorder

Obesity Migraines’Headaches

Depression, anxiety Alcoholism

ADHD, Autism, LD Bipolar, schizophrenia

Hyperactivity, tics Other
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Toxic exposure:
Have you had exposure to any toxins (pesticides, chemicals, heavy metals, plastics, inhded
chemicals, indugria chemicals) tha you are aware of at your home or office?

Have you received any vaccinaionsinduding theflu shotin thelast few years?

Arethere any chemicals or smells tha you are sensitive to (headaches, nausea)?

Have you recently remodded or plan to remodd your home? What did you have done?

Do you consume or have exposaure to thefollowing, explain frequency:

Artificial sweetenea's Fabric softener

Fluondaed water or drier sheets

Chemical cleaning supplies Tobaco

Perfume/fragrance Alcohol/recreationd drugs
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