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MEDICATION AND SUPPLEMENT HISTOR Y   YES   NO   __   __   D o yo u  ta k e  m e di ca ti o n ,  e i t h e r p rescri b e d  by a  d oc t o r  o r  over - t h e - c o un te r ?              If yes, please list the name(s):____________________________           ____________________________________________________   __   __          H ave   yo u n ot i ce d  any s id e e ffe c t s f r o m  ta k ing  th ese  m ed i cat i o n s?                   I f   yes ,  pl ease ex pl a in :  _______________________________________                  _________________________________________________________     __   __        Do yo u  take vita m i n  su p ple m e n t s ,  herbs, or homeopat h ic s ?                   If  yes ,  pl ease  l ist  n ame(s) : ___________________________________                  ________________________________________________________              
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MEDICATION AND SUPPLEMENT HISTORY

YES
NO


__
__
Do you take medication, either prescribed by a doctor or over-the-counter?  





If yes, please list the name(s):____________________________





____________________________________________________


__
__        Have you noticed any side effects from taking these medications? 


            If yes, please explain: _______________________________________


            _________________________________________________________

__
__       Do you take vitamin supplements, herbs, or homeopathics? 



            If yes, please list name(s): ___________________________________


            ________________________________________________________
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                                    D IET HIST OR Y           Yes   No         __   __   H ave yo u r ece ntl y  l ost o r  ga in e d m o r e  th a n 10 l b s ?  I f yes ,  ex pl a in  t h e s u r r o un di n g ci r c u m s ta n ces                         (i n c luding a ssoc i at e d   il l n ess ,  d i eta r y   changes, and time frame):   ___________________________________________ _____________________________________         _____________________________________________________________________________________                        _____________________________________________________________________________________     __   __        D o yo u  eat a t  reg ul a r  t im es eac h d ay?    __   __        H o w m a n y  times p e r d ay  do  y ou  ea t ?  _ _    __   __        Do you us u ally ea t  s n acks ?                              Wh e n ?  ______________________________________________________________________________       __   __        D o yo u h ave  di ff icult y eat in g?                                 What  f oo d s do yo u  part i c ul ar l y  lik e?  _____________________________________________________ _                      Are t h e r e  f oo d s yo u d on ' t e a t  for ot h e r  reaso n s ?  _ _____________________________________________                         ________________________________________________________________ ____________________     __      __       Do you drink alcohol?                          If yes, how much? ___________  How often? __________________     H ow wo uld  yo u d esc rib e yo ur  exe r c i se  h ab it s?      Ty p e of exe r cise    ________________     __________________________   _      Int e n s it y    Dur at i o n    -- -- -- - -- --- - - -       F r e q u e nc y    ________________________________ _______________   _      A r e t h e r e a n y other facto r s abo u t yo u r  li festy l e t h at yo u  th i nk m i ght be  r e l a t e d t o y our nutri t i o n a l h ea l t h ?      I f yes ,  explai n    ________________________________ _____________   _     
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                                   DIET HISTORY

Yes
No


__
__
Have you recently lost or gained more than 10 lbs? If yes, explain the surrounding circumstances                      (including associated illness, dietary changes, and time frame):

________________________________________________________________________________ 



_____________________________________________________________________________________ 



              _____________________________________________________________________________________


__
__       Do you eat at regular times each day? 

__
__       How many times per day do you eat? __ 


__
__       Do you usually eat snacks? 


                         When? ______________________________________________________________________________

__
__       Do you have difficulty eating? 



                  What foods do you particularly like? ______________________________________________________
                  Are there foods you don't eat for other reasons? ______________________________________________


                   ____________________________________________________________________________________


__      __       Do you drink alcohol?



                    If yes, how much? ___________  How often? __________________

How would you describe your exercise habits? 



Type of exercise 

_ 



Intensity 
Duration 


--------------- 



Frequency 
_ 


Are there any other factors about your lifestyle that you think might be related to your nutritional health? 



If yes, explain 
_ 
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Pers o nal Information Form            Date: _____________     Name:   Last_________________________  First____________________ Initial ______     Address:  __________________________________________________________________           _________________________________________ _________________________     Phone:  Home ____________________ Work ___________________Cell _____________     Occupation: _________________________     Date of Birth: _______________________     Sex:  M (  )    F (  )       Reason for seeking nutritional counseling _____ ___________________________________     ____________________________________________________________________________     ____________________________________________________________________________     _______________________________________________________________ _____________          
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Personal Information Form 


Date: _____________


Name:   Last_________________________  First____________________ Initial ______


Address:  __________________________________________________________________



   __________________________________________________________________


Phone:  Home ____________________ Work ___________________Cell _____________


Occupation: _________________________


Date of Birth: _______________________


Sex:  M (  )    F (  )


Reason for seeking nutritional counseling ________________________________________


____________________________________________________________________________


____________________________________________________________________________


____________________________________________________________________________
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HEALTH HISTORY                 Have you ever been   diagnosed with (check any that   applies)?      __ Allergies     __Anemia   __Glaucoma   __Cancer   __Chronic Fatigue   __Mononucleosis       Cardiovascular Disease   __Hypertension   __Stroke   __Angina     Gastrointestinal   __Crohn’s   __Irritable Bo wel   __Colitis     Endocrine   __Hypothyroid   __Addison’s Disease     Female   __Endometriosis   __Ammenorhea     Male   _Impotence     Emotional   __Anxiety   __Depression   __Schizophrenia     Musculo - Skeletal   __Rheumatoid Arthritis   __Osteoporosis   __Fibromyalgia     Neurological   __Alzhei mer’s   __ALS     Renal   __Kidney Stones                     __Asthma   __Candidiasis   __Eczema   __Epilepsy   __Epstein Barr   __Scleroderma         __Atherosclerosis   __Hyperlipidemia         __Diverticulosis   __Gall Stones   __Ulcers       _ _Hyperthyroid   __Cushing’s Disease       __Ovarian Cysts   __Br east Tumors       __Prostate Cancer       __Autism   __Learning disabilities   __Manic Depression       __Osteoarthritis   __Paget’s Disease   __Lupus       __Dementia   __Dyslexia       __Gout                     __Emphysema   __Cataracts   __Psoriasis   __Periodontal Disease             __Hypercholesterolem ia   __ Arrythmias         _ _Gastritis   __Hepatitis   __Liver Dysfunction       __Diabetes         __Fibrocystic Breast Disease         __Prostate enlargement       __Attention Deficit Disorder   __Memory Loss         __Disc degeneration   __Scoliosis   __Bursitis       __Stroke   __Multiple Sclerosis       __Renal Disease
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HEALTH HISTORY


           Have you ever been diagnosed with (check any that applies)? 


__ Allergies


__Anemia


__Glaucoma


__Cancer


__Chronic Fatigue


__Mononucleosis


Cardiovascular Disease

__Hypertension


__Stroke


__Angina


Gastrointestinal


__Crohn’s


__Irritable Bowel


__Colitis


Endocrine


__Hypothyroid


__Addison’s Disease


Female


__Endometriosis


__Ammenorhea


Male


_Impotence


Emotional


__Anxiety


__Depression


__Schizophrenia


Musculo-Skeletal


__Rheumatoid Arthritis


__Osteoporosis


__Fibromyalgia


Neurological


__Alzheimer’s


__ALS


Renal


__Kidney Stones

__Asthma


__Candidiasis


__Eczema


__Epilepsy


__Epstein Barr


__Scleroderma


__Atherosclerosis


__Hyperlipidemia


__Diverticulosis


__Gall Stones


__Ulcers


__Hyperthyroid


__Cushing’s Disease


__Ovarian Cysts


__Breast Tumors


__Prostate Cancer


__Autism


__Learning disabilities


__Manic Depression


__Osteoarthritis


__Paget’s Disease


__Lupus


__Dementia


__Dyslexia


__Gout


__Emphysema


__Cataracts


__Psoriasis


__Periodontal Disease


__Hypercholesterolemia


__Arrythmias


__Gastritis


__Hepatitis


__Liver Dysfunction


__Diabetes


__Fibrocystic Breast Disease


__Prostate enlargement


__Attention Deficit Disorder


__Memory Loss


__Disc degeneration


__Scoliosis


__Bursitis


__Stroke


__Multiple Sclerosis


__Renal Disease
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Do  y ou ha v e complaints about an y  o f  th e f ollo w ing?     _ L ack o f a pp e tit e    _ Di ff i c ult y  ch ew in g  or  sw allowin g  _ Co n st i p at i o n    _ Di a rrh e a  _ Indi gest i o n    _ Ac id R e flu x  _ Bel c hin g  _ Blo at in g    _ Gas    _F ulln ess a ft e r  eat in g    _ P ai n  or  t e nd e rn es s  o n l ef t  si de und e r  r ib  cag e  _ A bd o mi nal c r a mp s    _ M o d erate  t o seve r e  p a in und e r ri g h t s ide  o f rib  c age    _ Eas y brui s in g    _ Fee l  co ld  i n  ex tr e m i ti es  _Swo ll e n  feet or  l egs    _ Nu mb n ess o r  ti n g l i n g  in h a nd s o r f eet  _ H y p og l yce mi a   _Kidney or gall stones   _Nausea   _Irregular heart beat     _ V o mitin g    _ F e v er    _ A r t h r i t i s   _ A ll er g i es    _ Si nu sitis    _ S i nu s  inf ect i ons (f r e qu e nt )    _F at ig ue    _ F r e quent c o ld s    _ H e ad a ch es    _ In so mn ia    _ Ir r i ta bilit y    _ A n xi et y    _ H y p e racti v i ty    _ PM S    _ Men s tru a l br e a st so r e n ess    _ Swe atin g o r  f lu s hin g   _Su dd e n  we i g h t  g ain or  l oss    _M en st ru a l  Cra mp s   _ M e n st ru a l irr eg u la ri ty    _S ti ff  jo int s    _ Mu s cle cramp s    _ F r e quent urin a ti o n       Yes   No     __   __   Are you pregnant or lactating at this time?      Due Date:______________     __   __   Have yo u h a d an y s ur g e r i es?  If  yes, w h a t kind  a nd  whe n _____________ ___                                  _____________________________________________________________     __   __      Have you ever been anorexic or bulimic? ____________________________     __   __      Are you presently under a physician’s care? If not, when was the last time you                      had   a physical exam? ____________________________________________    
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Do you have complaints about any of the following?


_Lack of appetite 


_Difficulty chewing or swallowing _Constipation 


_Diarrhea _Indigestion 


_Acid Reflux _Belching _Bloating 

_Gas 


_Fullness after eating 


_Pain or tenderness on left side under rib cage _Abdominal cramps 


_Moderate to severe pain under right side of rib cage 


_Easy bruising 


_Feel cold in extremities _Swollen feet or legs 


_Numbness or tingling in hands or feet _Hypoglycemia


_Kidney or gall stones


_Nausea


_Irregular heart beat


_Vomiting 

_Fever 

_Arthritis

_Allergies 

_Sinusitis 


_Sinus infections (frequent) 

_Fatigue 


_Frequent colds 


_Headaches 

_Insomnia 

_Irritability 

_Anxiety 

_Hyperactivity 


_PMS 


_Menstrual breast soreness 

_Sweating or flushing

_Sudden weight gain or loss 

_Menstrual Cramps

_Menstrual irregularity 

_Stiff joints 


_Muscle cramps 

_Frequent urination

Yes
No

__
__
Are you pregnant or lactating at this time?      Due Date:______________

__
__
Have you had any surgeries? If yes, what kind and when________________

                          _____________________________________________________________


__
__     Have you ever been anorexic or bulimic? ____________________________

__
__     Are you presently under a physician’s care? If not, when was the last time you      



        had a physical exam? ____________________________________________



