Holistic Nutrition Consultant

Name: _____________________________ Height: ________  Weight: _________

Address: ___________________________  Date of Birth: _________Age: ______

               ___________________________   Blood Type:_____________________

Phone:  Home _______________________  Referred By: ____________________

             Cell  ________________________

             E-mail ______________________

Questionnaire
Health Objectives: (future)
____________________________________________________________________


What would you like to learn and gain from working with a nutrition consultant?

(i.e.  lifestyle improvement, weight management, shopping, menu planning ,hormone balancing, etc.)

____________________________________________________________________


Health Background:
Describe any current health conditions that you are interested in addressing:

Personal Health History:

List Medications currently taking including condition, i.e. Zoloft for depression

__________________________                      _______________________________

__________________________                      _______________________________

__________________________                      _______________________________

__________________________                      _______________________________

List Supplements (or attach separate page)

Important:  Include form, dosage, and frequency

i.e. calcium citrate, 400 mg. twice daily

__________________________                    ________________________________

__________________________                    ________________________________
__________________________                    ________________________________

__________________________                    ________________________________

__________________________                    ________________________________

Describe your health history (generally healthy, frequently sick, etc.)

Antibiotics:  How frequently have you taken antibiotics (include long term use and 

                     short term use.

Do you suffer from any of the following: 


Allergies__________________________________________________________

 
Rashes or skin conditions ____________________________________________


Fatigue___________________________________________________________
Depression _______________________________________________________
Anxiety __________________________________________________________

Have you ever had surgery?  What for and When

____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________

Stress Level (1 – 10:  1 low and 10 high) ___________________________________

Occupation_______________________ Do you like your work ________________

How much sleep do you get ____________________________

What time do you go to bed, to sleep and wake up ___________________________

Do you have trouble falling asleep ______________________

Do you wake in the night _____________ Reason (kids, pets, mind)_____________
How long does it take to fall back asleep__________________

Body/Exercise

Recent weight changes (gained or lost) ___________________

Do you want to change your weight.  If so how _____________

Amount/type of exercise _______________________________

Digestion and Elimination:
Do you have frequent gas or bloating ____________________

Do you tend to have diarrhea ___________________________

Do you tend to have constipation ________________________

Describe any other digestive issues _______________________

How often do you have a bowel movement _________________


What is the consistency of the stool 



Formed like a brown banana____________________



Unformed, soft, or ribbon-like ___________________



Small balls formed into banana, or rabbit-pellets ____



Large diameter or anything else unusual ___________


____________________________________________

Do you have heartburn or acid reflux _____________________

Do you take antacids or acid blockers _____________________

Dietary History

Vegetarian (eat eggs and dairy) __________________________________

Vegan (no eggs or dairy) ________________________________________

Eat fish.  How often and what type ________________________________
Do you have any known food allergies or sensitivities?
Do you get headaches, joint pain, gut or other pain

Do you have any dietary restrictions

Do you have any food cravings (sugar, starchy carbs, fats)

Do you consume:  Coffee/caffeine _____ Diet sodas _____ Sodas _____
Trans fats_______ MSG_______  

How much water do you drink per day ________ What type (tap, bottled, filtered)

Describe dieting history or eating disorders

Do you need to eat frequently ___________________________________________

Do you get irritable, dizzy, headaches when you go too long without eating _______

Are there certain foods that you do not eat _________________________________

Family History (indicate family member or self)

Diabetes______________________          Colitis/IBS _______________________

Hypoglycemia _________________          Arthritis _________________________

Heart Disease _________________          Autoimmune disorder _______________

Cancer _______________________         Migraines/Headaches _______________

Depression, anxiety _____________        Alcoholism ________________________
Do you use tobacco in any way _____     How much _________________________

Did you recently stop smoking ______    When _____________________________
Toxic Exposure:

Have you had exposure to any toxins (pesticides, chemicals, heavy metals, plastics, inhaled chemicals, industrial chemicals) that you are aware of at your home or office_______________________________________________________________

Have you received any vaccinations including the flu shot in the last few years

Do you consume or have exposure to the following, explain frequency:
Artificial sweeteners ___________            Fabric softener ______________

Fluoridated water  ____________             Dryer Sheets ________________

Chemical cleaning supplies _____            Tobacco ____________________

Perfume/fragrance ____________           Alcohol_____________________

Recreational drugs ______


Women
Do you still have menstrual periods __________________________

 Are you menopausal______________________________________
Do you experience any adverse symptoms _____________________

   Please explain _________________________________________

   ______________________________________________________

  ______________________________________________________

