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Nutrition Intake - Child 

 

Health Objectives 
___________________________________________________________________________ 
___________________________________________________________________________ 
___________________________________________________________________________ 
___________________________________________________________________________ 
 
What 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 health conditions that you are interested in addressing (onset, duration, 
frequency, etc): 
___________________________________________________________________________ 
___________________________________________________________________________ 
___________________________________________________________________________ 
___________________________________________________________________________ 
 
How have you addressed these conditions (currently and in the past) (doctor, self-care, nutrition, 
acupuncture) and what has been the impact (positive and/or negative)? 
___________________________________________________________________________ 
___________________________________________________________________________ 
___________________________________________________________________________ 
_____________________________________________________________________________ 

Name:  Height:  Weight:  

Address:  Date of birth:  Age:  

  Blood type:  

Phone Hm:  Referred by:  

Work    

Cell:    

E-mail:    
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Child’s Health History 
What practitioners are you currently seeing? May I contact them with your permission? 
 
Name    Specialty/condition  Phone     Permission 
______________________   _________________  _______________ _________ 
______________________   _________________  _______________ _________ 
______________________   _________________  _______________ _________ 
 
List Medications (include condition, i.e. Zoloft for depression) 
_____________________________  _____________________________ 
_____________________________  _____________________________ 
 
List Supplements (include dosage, i.e. Vit E, 400IU ) 
_____________________________   _____________________________ 
_____________________________  _____________________________ 
_____________________________  _____________________________ 
_____________________________  _____________________________ 
 
Describe your child’s health history (generally healthy, frequently sick, ear infections, etc.) 
___________________________________________________________________________ 
___________________________________________________________________________ 
___________________________________________________________________________ 
 
Antibiotics: Describe how frequently your child has taken antibiotics over the course of their  
life (include long term use for acne, short term courses, etc.).  
___________________________________________________________________________ 
___________________________________________________________________________ 
 
Does your child have/get yeast overgrowth (yeast infections, nail fungus, athlete’s foot) now or 
in past 
___________________________________________________________________________ 
 
Do they have the following feelings/symptoms, how often? 

Fatigue _________________________________________________________ 
 Allergies/runny nose ______________________________________________
 Eczema, rashes or skin conditions ____________________________________ 

Depression/anxiety _________________________________________  
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Digestion and elimination 
Do your child  have frequent gas or bloating? _______________________________________ 
 Does gas have a strong odor? _____________________________________________ 
Do your child tend to have diarrhea or soft, unformed stool? _____________________________ 
Do your child tend to have constipation? __________________________________________ 
Do your child have heartburn or acid reflux? Do you take antacids or acid blockers? ________ 
______________________________________________________________________ 
Describe any other digestive issues? ________________________________________ 
______________________________________________________________________ 
 
How frequently does your child have a bowel movement?  _____________ 

 
What is consistency of stool? 
Formed like a brown banana ___________________ 
Unformed, soft, or ribbon-like ___________________ 
Small balls formed into banana, or “rabbit-pellets” ___________________ 

 
Dietary History 
Does your child have any food cravings (sugar, carbs, fats)? 
___________________________________________________________________________ 
 
Does your child have any known food allergies or sensitivities?   _________________________ 

Does your child get unexplained headaches, diarrhea, pain, fuzzy thinking, fatigue? 
_______________________________________________________________________ 

 
Does your child consume: Coffee/caffeine ___  Diet sodas ___  Trans fats ___  Soda ___  MSG ____ 
 
How much water do they 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 child been diagnosed or believe you may have hypoglycemia _______________________ 

Do they need to eat frequently? _____________________________________________ 
Do  they get irritable, nervous, dizzy, headaches, when you go too long without eating? 
_____________________________________________________________________ 
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Family History (indicate family member, child, parent) 
Diabetes/Hypoglycemia ______________  Colitis/IBS  ________________________ 
Heart Disease ______________________ Arthritis  __________________________ 
Cancer ____________________________ Autoimmune disorder ________________ 
Obesity ___________________________ Migraines/Headaches ________________ 
Depression, anxiety _________________ Alcoholism ________________________ 
ADHD, Autism, LD _________________ Bipolar, schizophrenia _______________ 
Hyperactivity, tics __________________  Other _____________________________ 
 
 
Toxic exposure:  
Has your child had exposure to any toxins (pesticides, chemicals, heavy metals, plastics, inhaled 
chemicals, industrial chemicals) that you are aware of at your home or office? 
_________________________________________________________________________ 
 
Has your child received any vaccinations including the flu shot in the last few years?  
_________________________________________________________________________ 
 
Are there any chemicals or smells that they are sensitive to (headaches, nausea)?  
_________________________________________________________________________ 
 
Have you recently remodeled or plan to remodel your home?  What did you have done? 
_____________________________________________________________________________ 
 
Does your child consume or have exposure to the following, explain frequency: 
Artificial sweeteners __________   
Fluoridated water _____________ 
Chemical cleaning supplies_______ 
Perfume/fragrance ______________ 

Fabric softener  
or drier sheets ____________________ 
Tobacco _________________________ 
Alcohol /recreational drugs __________

 


