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Nutrition Consultation Intake Form
Please write or print clearly

PATIENT INFORMATION:
	Date:
	


	Name (First / MI / Last):
	


	Address Line 1:
	


	Address Line 2:
	


	City:
	
	
	 State: 
	
	
	Zip Code:
	


	Telephone – Work:
	
	
	Home:
	
	
	Mobile:
	


	Email address:
	
	
	How often do you check email?
	


	Relationships status:
	
	
	Children?
	


	Occupation:
	
	
	Hours of work per week:
	


	Sex:
	
	
	Age:
	
	
	Date of Birth:
	
	
	Place of Birth:
	


	Ethnic/Ancestry Background:
	


	Height:
	
	
	Frame Size (S,M,L):
	


	Current weight:
	
	
	Weight six months ago:
	
	
	One year ago:
	


	Would you like your weight to be different?
	
	
	Desired Weight:
	


	Have you seen a nutritionist before?
	


	Referred by (physician, friend, other)?
	


	Primary reason for appointment?
	                                                                                                                                  


	


	
	


MEDICAL HISTORY:
	Date of Last Physical Exam:
	
	Date of Last 
Full Bloodwork:
	
	Blood Type
(A, AB, B, O):
	


If your diagnostic lab testing is more than 6 months old, a complete bioscreen is recommended. 

	


Would you like complete bioscreen testing? 
SERIOUS ILLNESS / HOSPITALIZATIONS:
List serious illnesses/ hospitalizations/ injuries/ infections / operations / diagnostic (indicate year)?

	Year


	Description

	
	

	
	

	
	

	
	

	
	

	
	

	
	


HEALTHCARE PROVIDERS:

Are there any doctors, healers, helpers or therapies with which you are involved?  Please list:

	Name


	Professional Title

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


CURRENT PRIMARY HEALTH CONCERNS:

Please rank your current health concerns in order of priority.

	
	Current Health Concern


	1.
	

	2.
	

	3.
	

	4.
	

	5.
	

	6.
	

	7.
	


HEALTH SYMPTOMS / ILLNESSES / DISEASES:
Please note with an “x” if you have been diagnosed with any of the following. List the year you were diagnosed or experienced the symptoms and also describe/specify where necessary. 
	Disease / Illness / Review
	Current:
	Past:
	Describe/Specify


	
	
	
	

	GASTROINTESTINAL

	
	
	

	Irritable Bowel Syndrome (IBS)
	
	
	

	GERD (reflux)
	
	
	

	Crohn’s Disease (IBD)
	
	
	

	Ulcerative Colitis (IBD)
	
	
	

	Peptic Ulcer Disease
	
	
	

	Celiac Disease
	
	
	

	Gallbladder Disease / Gallstones
	
	
	

	Gastroparesis (Delayed Gastric Emptying)
	
	
	

	Dysphagia / Difficulty Swallowing
	
	
	

	Pancreatitis
	
	
	

	Parasitic Worms
	
	
	

	Small Intestinal Bowel Overgrowth (SIBO)
	
	
	

	
	
	
	

	
	
	
	

	RESPIRATORY

	Current:
	Past:
	Describe/Specify


	Bronchitis
	
	
	

	Asthma
	
	
	

	Emphysema
	
	
	

	Pneumonia
	
	
	

	Sinusitis
	
	
	

	Sleep Apnea
	
	
	

	Tuberculosis
	
	
	

	Other:
	
	
	

	
	
	
	

	
	
	
	

	URINARY/GENITAL

	Current:
	Past:
	Describe/Specify


	Kidney Disease
	
	
	

	Kidney Stones
	
	
	

	Gout
	
	
	

	Interstitial Cystitis (Painful Bladder Syndrome)
	
	
	

	Frequent Candida /Yeast Infections
	
	
	

	Frequent Urinary Tract Infections (UTI)
	
	
	

	Sexual Dysfunction
	
	
	

	Sexually Transmitted Diseases (HPV, HSV, Other)
	
	
	

	Other:
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	ENDOCRINE/METABOLIC

	Current:
	Past:
	Describe/Specify


	Diabetes (Specify Type)
	
	
	

	Hypothyroidism (Low Thyroid)
	
	
	

	Hyperthyroidism (Overactive Thyroid)
	
	
	

	Infertility
	
	
	

	Metabolic Syndrome / Insulin Resistance
	
	
	

	Eating Disorder (Specify)
	
	
	

	Hypoglycemia (Low Blood Sugar)
	
	
	

	Disease / Illness / Review 
ENDOCRINE/METABOLIC
	Current:
	Past:
	Describe/Specify


	Polycystic Ovarian Syndrome (PCOS)
	
	
	

	Obesity
	
	
	

	Other:
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	INFLAMMATORY/IMMUNE

	Current:
	Past:
	Describe/Specify


	Arthritis 
	
	
	

	Rheumatoid Arthritis
	
	
	

	Chronic Fatigue Syndrome  CFS / Myalgic Encephalomyelitis ME
	
	
	

	Food Allergies or Sensitivities
	
	
	

	Environmental Allergies
	
	
	

	Multiple Chemical Sensitivities
	
	
	

	Autoimmune Disease (Hashimoto’s, Lupus, Sjogren’s etc)
	
	
	

	Immune Deficiency (AIDS, HIV+)
	
	
	

	Mononucleosis (Epstein Barr Virus)
	
	
	

	Liver Disease / Hepatitis
	
	
	

	Lyme Disease
	
	
	

	Chickenpox
	
	
	

	Measles
	
	
	

	Mumps
	
	
	

	Other:
	
	
	

	
	
	
	

	
	
	
	

	MUSCULOSKELETAL

	Current:
	Past:
	Describe/Specify


	Fibromyalgia
	
	
	

	Osteoarthritis
	
	
	

	Osteoporosis
	
	
	

	Chronic Pain / Inflammation
	
	
	

	Hernia
	
	
	

	Arthritis
	
	
	

	Muscular Dystrophy
	
	
	

	Cerebral Palsy
	
	
	

	Other:
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	SKIN

	Current:
	Past:
	Describe/Specify


	Eczema
	
	
	

	Psoriasis
	
	
	

	Acne
	
	
	

	Skin Cancer
	
	
	

	Other:
	
	
	

	
	
	
	

	
	
	
	

	CARDIOVASCULAR

	Current:
	Past:
	Describe/Specify


	Angina
	
	
	

	Heart Attack
	
	
	

	Heart Failure
	
	
	

	Hypertension (High Blood Pressure)
	
	
	

	Stroke
	
	
	

	High Blood Fats (Cholesterol, Triglycerides)
	
	
	

	Rheumatic Fever
	
	
	

	Disease / Illness / Review 
CARDIOVASCULAR
	Current:
	Past:
	Describe/Specify


	Arrythmia (Irregular Heart Rate, Bradycardia, Tachycardia)
	
	
	

	Murmur
	
	
	

	Mitral Valve Prolapse
	
	
	

	Pacemaker or other Medical Device:
	
	
	

	Atherosclerosis
	
	
	

	Other:
	
	
	

	
	
	
	

	NEUROLOGIC/EMOTIONAL

	Current:
	Past:
	Describe/Specify


	Epilepsy/Seizures
	
	
	

	ADD/ADHD
	
	
	

	Headaches
	
	
	

	Migraines
	
	
	

	Depression/Mood Disorders/Bipolar (Specify)
	
	
	

	Anxiety
	
	
	

	Autism
	
	
	

	Multiple Sclerosis
	
	
	

	Parkinson’s Disease
	
	
	

	Dementia (Alzheimer’s Disease, Vascular Dementia, Other)
	
	
	

	Mental Health Issues (Specify)
	
	
	

	Other:
	
	
	

	
	
	
	

	CANCER

	Current:
	Past:
	Describe/Specify


	Lung
	
	
	

	Breast
	
	
	

	Colon
	
	
	

	Prostate
	
	
	

	Skin
	
	
	

	Ovarian
	
	
	

	Leukemia (blood and bone marrow)
	
	
	

	Lymphoma (lymphatic)
	
	
	

	Myeloma ( plasma) 
	
	
	

	Other:
	
	
	

	
	
	
	

	EYE

	Current:
	Past:
	Describe/Specify


	Glaucoma
	
	
	

	Cataracts
	
	
	

	Macular Degeneration
	
	
	

	Floaters
	
	
	

	Uveitis
	
	
	

	Diabetic Retinopathy
	
	
	

	Blindness
	
	
	

	Other:
	
	
	

	
	
	
	

	GENETIC / INHERITED DISORDER


	Current:
	Past:
	Describe/Specify


	Sickle Cell Anemia
	
	
	

	Celiac Disease
	
	
	

	Cystic Fibrosis
	
	
	

	Thalassemia
	
	
	

	Phenylketonuria
	
	
	

	Hereditary Hemochromatosis
	
	
	

	Hemophilia
	
	
	

	Von Willebrand Disease
	
	
	

	Other:
	
	
	

	Disease / Illness / Review 
BLOOD
	Current:
	Past:
	Describe/Specify


	Anemia
	
	
	

	Bleeding Disorder
	
	
	

	Blood Clots
	
	
	

	Deep Vein Thrombosis (DVT)
	
	
	

	Eosinophilia 
	
	
	

	Neutropenia 
	
	
	

	Leukopenia (low WBCs)
	
	
	

	Leukocytosis (high WBCs)
	
	
	

	Other:
	
	
	

	
	
	
	

	
	
	
	


	Symptoms  Review
	Current:
	Past:
	Describe/Specify


	
	
	
	

	GENERAL
	
	
	

	Cold Hands and Feet
	
	
	

	Cold Intolerance
	
	
	

	Daytime Sleepiness
	
	
	

	Difficulty Falling Asleep
	
	
	

	Early Waking
	
	
	

	Fatigue
	
	
	

	Fever
	
	
	

	Flushing
	
	
	

	Heat Intolerance
	
	
	

	Night Waking
	
	
	

	Nightmares
	
	
	

	Can’t Remember Dreams
	
	
	

	Low Body Temperature
	
	
	

	Hot Flashes
	
	
	

	Frequent Illness
	
	
	

	Sweating
	
	
	

	Night Sweats
	
	
	

	Other:
	
	
	

	
	
	
	

	
	
	
	

	HEAD, EYES AND EARS

	Current:
	Past:
	Describe/Specify


	Conjunctivitis
	
	
	

	Distorted Sense of Smell
	
	
	

	Distorted Taste
	
	
	

	Ear Fullness
	
	
	

	Ear Ringing/Buzzing
	
	
	

	Eye Crusting
	
	
	

	Eye Pain
	
	
	

	Eyelid Margin Redness
	
	
	

	Headache
	
	
	

	Hearing Loss
	
	
	

	Hearing Problems
	
	
	

	Migraine
	
	
	

	Sensitivity to Loud Noises
	
	
	

	Vision Problems
	
	
	

	Light Sensitivity
	
	
	

	Hair Loss (Head / Body specify)
	
	
	

	Head Injury (specify)
	
	
	

	Other:
	
	
	

	
	
	
	

	Symptoms  Review 
MUSCULOSKELETAL
	Current:
	Past:
	Describe/Specify


	Back Muscle Spasm
	
	
	

	Muscle / Calf Cramps
	
	
	

	Chest Tightness
	
	
	

	Foot Cramps
	
	
	

	Joint Deformity
	
	
	

	Joint Pain
	
	
	

	Joint Redness
	
	
	

	Joint Stiffness
	
	
	

	Muscle Pain
	
	
	

	Muscle Spasms
	
	
	

	Muscle Stiffness
	
	
	

	Muscle Twitches - Around Eyes
	
	
	

	Muscle Twitches - Arms or Legs
	
	
	

	Muscle Twitches - Other
	
	
	

	Muscle Weakness
	
	
	

	Neck Muscle Spasm
	
	
	

	Tendonitis
	
	
	

	Tension Headache
	
	
	

	TMJ Problems
	
	
	

	Neuropathy
	
	
	

	Foot Problem (Specify)
	
	
	

	Walking Issues
	
	
	

	Restless Leg Syndrome (RLS)
	
	
	

	Body Injury
	
	
	

	Other:
	
	
	

	
	
	
	

	
	
	
	

	MOOD/NERVES
	Current:
	Past:
	Describe/Specify


	Agoraphobia (fear of places & situations that cause panic/anxiety)
	
	
	

	Anxiety
	
	
	

	Auditory Hallucinations (perceiving sounds w/o auditory stimulus)
	
	
	

	Blackouts
	
	
	

	Depression
	
	
	

	Difficulty Concentrating
	
	
	

	Difficulty with Balance
	
	
	

	Difficulty Thinking
	
	
	

	Difficulty with Speech
	
	
	

	Difficulty with Memory
	
	
	

	Dizziness (spinning)
	
	
	

	Fainting
	
	
	

	Fearfulness
	
	
	

	Irritability
	
	
	

	Light-headedness
	
	
	

	Numbness
	
	
	

	Other Phobias
	
	
	

	Panic Attacks
	
	
	

	Paranoia
	
	
	

	Seizures
	
	
	

	Suicidal Thoughts
	
	
	

	Tingling
	
	
	

	Tremor/Trembling
	
	
	

	Visual Hallucinations
	
	
	

	Brain Fog
	
	
	

	Stress
	
	
	

	Anger
	
	
	

	Grief
	
	
	

	Sadness
	
	
	

	Symptoms  Review 
MOOD/NERVES
	Current:
	Past:
	Describe/Specify


	Worry
	
	
	

	Feel Hopeless
	
	
	

	Teeth Grinding/Clinching
	
	
	

	Other:
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	CARDIOVASCULAR
	Current:
	Past:
	Describe/Specify


	Angina/Chest Pain
	
	
	

	Breathlessness
	
	
	

	Heart Attack
	
	
	

	Heart Murmur
	
	
	

	High Blood Pressure
	
	
	

	Irregular Pulse
	
	
	

	Mitral Valve Prolapse
	
	
	

	Palpitations
	
	
	

	Phlebitis
	
	
	

	Swollen Ankles/Feet
	
	
	

	Vericose Veins
	
	
	

	Bleeding Tendency (specify)
	
	
	

	Blood Transfusions
	
	
	

	Cyanosis (blue skin color)
	
	
	

	
	
	
	

	
	
	
	

	URINARY
	Current:
	Past:
	Describe/Specify


	Bed Wetting
	
	
	

	Hesitancy
	
	
	

	Infection
	
	
	

	Kidney Disease
	
	
	

	Kidney Stone
	
	
	

	Leaking/Incontinence
	
	
	

	Pain/Burning
	
	
	

	Prostate Enlargement
	
	
	

	Prostate Infection
	
	
	

	Urgency
	
	
	

	Benign Prostatic Hyperplasia (BPH)
	
	
	

	Other:
	
	
	

	
	
	
	

	
	
	
	

	DIGESTION
	Current:
	Past:
	Describe/Specify


	Anal Spasms
	
	
	

	Bad Teeth (Dental/Mouth Issues)
	
	
	

	Bleeding Gums
	
	
	

	Bloating of the Lower Abdomen
	
	
	

	Bloating of the Whole Abdomen
	
	
	

	Bloating After Meals
	
	
	

	Blood in Stools
	
	
	

	Burping
	
	
	

	Canker Sores
	
	
	

	Cold Sores (HSV-1 Virus)
	
	
	

	Constipation
	
	
	

	Cracking at the Corner Lips
	
	
	

	Dentures with Poor Chewing
	
	
	

	Diarrhea
	
	
	

	Symptoms  Review 
DIGESTION
	Current:
	Past:
	Describe/Specify


	Difficulty Swallowing
	
	
	

	Dry Mouth
	
	
	

	Flatulence / Passing Gas
	
	
	

	Fissures
	
	
	

	Food ‘Repeat’ (Reflux)
	
	
	

	Heartburn
	
	
	

	Hemorrhoids
	
	
	

	Intolerance to Foods (lactose, gluten, corn, eggs, other etc)
	
	
	

	Liver Disease/Jaundice
	
	
	

	Lower Abdominal Pain
	
	
	

	Mucus in Stools
	
	
	

	Nausea
	
	
	

	Periodontal Disease
	
	
	

	Sore Tongue
	
	
	

	Strong Stool Odor
	
	
	

	Undigested Food in Stools
	
	
	

	Upper Abdominal Pain
	
	
	

	Vomiting
	
	
	

	Dehydration
	
	
	

	Other:
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	EATING
	Current:
	Past:
	Describe/Specify


	Binge Eating
	
	
	

	Bulimia
	
	
	

	Can’t Gain Weight
	
	
	

	Can’t Lose Weight
	
	
	

	Carbohydrate Craving
	
	
	

	Carbohydrate Intolerance
	
	
	

	Poor Appetite
	
	
	

	Salt Cravings
	
	
	

	Frequent Dieting
	
	
	

	Sweet Cravings
	
	
	

	Caffeine Dependency
	
	
	

	Hot & Spicy Cravings
	
	
	

	Sugar Cravings
	
	
	

	Chocolate Cravings
	
	
	

	Skipping Meals
	
	
	

	Other:
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	RESPIRATORY
	Current:
	Past:
	Describe/Specify


	Bad Breath
	
	
	

	Bad Odor in Nose
	
	
	

	Cough-dry
	
	
	

	Cough – productive / wet
	
	
	

	Hayfever (Spring, Summer, Fall, Change of Season)
	
	
	

	Hoarseness
	
	
	

	Nasal Stuffiness
	
	
	

	Nose Bleeds
	
	
	

	Post Nasal Drip
	
	
	

	Sinus Fullness
	
	
	

	Runny Nose
	
	
	

	Symptoms  Review 
RESPIRATORY
	Current:
	Past:
	Describe/Specify


	Mucus Drainage Down Throat
	
	
	

	Snoring
	
	
	

	Sinus Infection
	
	
	

	Snoring
	
	
	

	Sore Throat
	
	
	

	Wheezing
	
	
	

	Other:
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	NAILS
	Current:
	Past:
	Describe/Specify


	Bitten
	
	
	

	Brittle
	
	
	

	Curve Up
	
	
	

	Frayed
	
	
	

	Fungus - Fingers
	
	
	

	Fungus - Toes
	
	
	

	Pitting
	
	
	

	Ragged Cuticles
	
	
	

	Ridges
	
	
	

	Soft
	
	
	

	Thickening of Finger Nails or Toe Nails
	
	
	

	White Spots/Lines
	
	
	

	Other:
	
	
	

	
	
	
	

	LYMPH NODES
	Current:
	Past:
	Describe/Specify


	Enlarged/Neck
	
	
	

	Tender/Neck
	
	
	

	Enlarged/ Tender Lymph Nodes
	
	
	

	Other:
	
	
	

	
	
	
	

	
	
	
	

	SKIN, DRYNESS OF
	Current:
	Past:
	Describe/Specify


	Eyes
	
	
	

	Feet (cracking or peeling)
	
	
	

	Hair
	
	
	

	Hands (cracking or peeling)
	
	
	

	Mouth/Throat
	
	
	

	Scalp (Dandruff)
	
	
	

	Skin in General
	
	
	

	Mucous Membranes
	
	
	

	Other:
	
	
	

	
	
	
	

	
	
	
	

	SKIN PROBLEMS
	Current:
	Past:
	Describe/Specify


	Acne on Back
	
	
	

	Acne on Chest
	
	
	

	Acne on Face
	
	
	

	Acne on Shoulders
	
	
	

	Athlete’s Foot
	
	
	

	Bumps on the Back of Upper Arms
	
	
	

	Cellulite
	
	
	

	Dark Circles Under Eyes
	
	
	

	Symptoms  Review 
SKIN PROBLEMS
	Current:
	Past:
	Describe/Specify


	Ears Get Red
	
	
	

	Easy Bruising
	
	
	

	Eczema
	
	
	

	HSV-2 Virus - genital
	
	
	

	Hives
	
	
	

	Jock Itch
	
	
	

	Lackluster Skin
	
	
	

	Moles with color/size change
	
	
	

	Oily Skin
	
	
	

	Ringworm
	
	
	

	Dermatitis
	
	
	

	Pale Skin
	
	
	

	Patchy Dullness
	
	
	

	Psoriasis
	
	
	

	Rash
	
	
	

	Red Face
	
	
	

	Sensitive to Insect Bites
	
	
	

	Sensitive to Poison Ivy/Oak
	
	
	

	Shingles
	
	
	

	Skin Cancer
	
	
	

	Skin Darkening
	
	
	

	Strong Body Odor
	
	
	

	Thick Calluses
	
	
	

	Vitiligo
	
	
	

	Cellulitis (bacterial skin infection)
	
	
	

	
	
	
	

	
	
	
	

	ITCHING SKIN
	Current:
	Past:
	Describe/Specify


	Anus
	
	
	

	Arms
	
	
	

	Ear Canals
	
	
	

	Eyes
	
	
	

	Feet
	
	
	

	Hands
	
	
	

	Legs
	
	
	

	Nose
	
	
	

	Genitals
	
	
	

	Roof of Mouth
	
	
	

	Scalp
	
	
	

	Skin in General
	
	
	

	Throat
	
	
	

	Other:
	
	
	

	
	
	
	

	
	
	
	

	FEMAL REPRODUCTIVE
	Current:
	Past:
	Describe/Specify


	Breast Cysts
	
	
	

	Breast Lumps
	
	
	

	Breast Tenderness
	
	
	

	Ovarian Cyst
	
	
	

	Poor Libido (sex drive)
	
	
	

	Endometriosis
	
	
	

	Fibroids
	
	
	

	Infertility
	
	
	

	Vaginal Discharge
	
	
	

	Vaginal Odor
	
	
	

	Symptoms  Review 
FEMAL REPRODUCTIVE
	Current:
	Past:
	Describe/Specify


	Vaginal Pain
	
	
	

	Premenstrual Syndrome (PMS)
	
	
	

	PMS - Bloating
	
	
	

	PMS – Breast Tenderness
	
	
	

	PMS – Food Cravings
	
	
	

	PMS – Constipation 
	
	
	

	PMS - Diarrhea
	
	
	

	PMS - Fatigue
	
	
	

	PMS – Increased Sleep
	
	
	

	PMS - Irritability
	
	
	

	Menstrual - Painful Cramps
	
	
	

	Menstrual - Heavy Bleeding
	
	
	

	Menstrual – Irregular Periods
	
	
	

	Menstrual – No Periods
	
	
	

	Menstrual – Scanty Periods
	
	
	

	Menstrual – Spotting Between Periods
	
	
	

	Other:
	
	
	

	
	
	
	

	
	
	
	

	MALE REPRODUCTIVE
	Current:
	Past:
	Describe/Specify


	Discharge from Penis
	
	
	

	Ejaculation Problem
	
	
	

	Genital Pain
	
	
	

	Impotence
	
	
	

	Infection
	
	
	

	Lumps in Testicles
	
	
	

	Poor Libido (sex drive)
	
	
	

	Other:
	
	
	

	
	
	
	

	
	
	
	


MAJOR TRAUMATIC EVENTS:
List any traumatic events that could have impacted your health (e.g. accident, divorce, move, abuse, childbirth, death, breakup, job loss etc) and indicate year?

	Year

	Description

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


SLEEP:

	Do you sleep well?
	
	
	Do you wake up at night?
	
	
	What times?
	


	To urinate?
	
	
	What time do you generally get up in the morning?
	


	What time do you go to sleep?
	
	
	How many hours of sleep?
	


	Do you sleep with the TV on?
	
	
	Do you sleep with any lights on?
	


	Do you have any disturbances?
	


	Do you have sleep apnea?
	
	
	Do you have a CPAP Machine?
	


	Do you snore?
	


	Difficulty falling asleep?
	
	
	Difficulty staying asleep?
	

	Any other sleep issues?
	


	Have you had cortisol/adrenal testing of HPA axis?
	
	
	Would you like testing?
	


BOWEL MOVEMENT:
	Constipation or Diarrhea?
	


	Number of times BM occurs?
	
	per day?
	
	
	per week?
	


	Describe Consistency (Hard, Loose, Oily, Watery, Smooth Formed, Other):
	


	Describe Color (Light Brown, Medium Brown, Dark Brown, Other):
	


	Do BMs float or sink?
	
	
	Are BMs hard to pass?
	


	Is there blood in stool?
	
	
	Is there undigested food?
	


	Any specific issues?
	


	Have you ever had stool testing?
	
	
	Would you like stool testing?
	


WOMEN:
	Are your periods regular?
	
	
	How many days is your flow?
	
	
	How frequent?
	


	Painful or symptomatic?
	
	
	Please explain:
	


	Are you pregnant?
	
	
	Fertility Issues?
	
	
	Menopause?
	


	Breast Issues/Fibroids?
	
	
	Ovarian Cysts/Fibroids?
	
	
	Hormone Issues?
	


	Additional (Itching, Dryness, Discharge, Other):
	


	Taking Birth Control Medication or Hormone Replacement or have taken in the past?
	


	Have you had hormone testing?
	
	
	Would you like hormone testing?
	


	Any specific issues?
	


FAMILY HEALTH HISTORY:
Describe the health of your family members (include weight, cancer, heart disease, diabetes, high blood pressure, high cholesterol, genetic disorders and other):
	Father

	

	Mother

	

	Paternal
Grandfather

	

	Paternal
Grandmother

	

	Maternal
Grandfather

	

	Maternal
Grandmother
	

	Paternal 
Aunts / Uncles

Cousins


	

	Maternal Aunts / Uncles

Cousins


	

	Siblings

	

	Children


	


	Have you ever had genetic testing?
	
	
	Would you like genetic testing?
	


MEDICATIONS / SUPPLEMENTS:
 Do you take any vitamins or medications? If so, please list? It is extremely important that you list everything you are taking.

	Medication/Supplement


	Prescribed For
	Date Started
	Form
(pill, liquid…)
	Dose

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Medication/Supplement


	Prescribed For
	Date Started
	Form
(pill, liquid…)
	Dose

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


ALLERGIES / SENSITIVITIES:
Do you any allergies or sensitivities? If so, please list?

	
	Allergies (Severe/Life Threatening):

	Sensitivities (Mild to Moderate):

	Drugs:
	
	

	Foods:
	
	

	Environmental Sources:
	
	

	Other:
	

	


	Have you had allergy testing?
	
	
	Would you like allergy testing?
	


	Any specific issues?
	


NUTRITION & LIFESTYLE:
	What role does exercise play in your life?
	

	If you exercise, list the types of exercise: 
	


	Do you feel motivated to exercise? 
	


Please give an estimate of your current exercise program:
	Activity


	Type
	# of Times per Week
	Time/Duration (Minutes)

	Cardio/Aerobic
	
	
	

	Strength/Resistance
	
	
	

	Flexibility/Stretching
	
	
	

	Balance
	
	
	

	Sports/Leisure (eg, golf)
	
	
	

	Other:
	
	
	


	Are there any problems that limit your ability to exercise? 
	


	Do you drink coffee, alcohol, smoke, or have any major addictions?
	


	What percentage of your food is home cooked? 
	


	Where do you get the rest of your food from? 
	


	How do you feel about food, cooking and shopping?
	

	


	Any dietary restrictions (religious, vegan, vegetarian, kosher, gluten-free) or follow any programs (low carb, keto, low fodmap etc?)
	

	


	How many meals do you eat each day?
	


	Are there any foods that you crave?
	


	What are your nutrition and health goals?
	

	Are you interested in utilizing diagnostic nutrition lab testing to help identify specific nutritional needs to guide the development of a personalized nutrition plan for you? 


	
	What foods did you eat often as a child?


DIET:

What was your food like when you were a child?
	Breakfast
	
	Lunch
	
	Dinner
	
	Snacks
	
	Liquids

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


	What’s your food like these days? List what you consumed over the last 24 hours.


	Breakfast
	
	Lunch
	
	Dinner
	
	Snacks
	
	Liquids

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


	
	Dietary Questions


	Number of Times Eaten

	1.
	How many cups of caffeinated coffee and or tea per week?


	

	2.
	How many cans/bottles of soda per week?


	

	3.
	How many alcohol drinks do you consume per week?


	

	4.
	How many servings of artificial sweeteners such as aspartame per week?

	

	5.
	How many servings of vegetables do you consume per week (excluding potatoes)?

	

	6.
	How many servings of potatoes do you consume per week?


	

	7.
	How many servings of fruit to you consume per week (excluding juice)?

	

	8.
	How many servings of fruit juice do you consume per week?

	

	9.
	How many servings of beans or peas do you consume each week?

	

	10.
	How many servings of red meat do you consume each week?

	

	11.
	How many servings of fish or seafood do you consume each week?

	

	12.
	How many servings of sweets (ie cookies, candy, cake, ice cream etc) per week?


	

	13.
	How many times do you eat at fast food restaurants each week?


	

	14.
	How many servings of fried foods do you consume each week?

	

	15.
	How many times do you consume olive oil each week?

	

	16.
	How many servings of whole grains do you consume each week?


	

	17.
	How many servings of dairy (ie milk, cheese, yogurt) do you consume each week?


	

	18.
	How many servings of snack chips do you consume each week?


	

	19.
	How many sandwiches do you consume each week?


	

	20. 
	How many servings of grilled foods do you consume each week?

	

	21.
	How many servings of water do you consume per day?


	


	
	Additional Questions


	Answer

	1.
	Do you have silver amalgam mercury dental fillings?


	

	2.
	Do you have any root canals or crowns on your teeth?


	

	3.
	Have you ever taken antibiotics for a month or longer?


	

	4.
	Have you ever taken antibiotics four or more times in a year?

	

	5.
	Have you ever taken a steroid medication for more than 2 weeks?

	

	6.
	Are you exposed to tobacco smoke?

	

	7.


	If you smoke, what type of smoking (e.g cigarettes, pipe, E-cig, marijuana etc)
	

	8.
	If you smoke, how much per day?


	

	9.
	If you smoke, how many years have you smoked? 

	

	10.
	Do you use any drugs that would be considered recreational?

	

	11
	Are you exposed to wood smoke?

	

	12.
	Have you been exposed to mold or water damaged buildings?


	

	13.
	Are you in direct contact with pesticides, herbicides or fungicides etc?

	

	14.
	Do you live in a home that was built before 1986?

	

	15.
	Have you ever lived or traveled to countries outside the United States?
If so what countries?

	


	Have you ever been tested for environmental toxins? 
	
	
	Would you like to be tested?
	


How confident are you about your ability to organize and follow through with a recommended health and nutrition related plan?
	


Are you ready to make nutrition and lifestyle changes?

	



Thank you for completing the intake form. 
CORE IMBALANCES CHART (to be completed by nutritionist):
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PLAN OF ACTION NOTES: (to be completed by nutritionist)
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