
The Nutrition
check point                                                                     Health History 
———————————————————————————————

Personal Information

First Name: ___________________________________________________________________
Last Name: ___________________________________________________________________
Email: _______________________________________________________________________
Phone: Home:_________________ Work: __________________ Mobile:__________________
Age:_________ Height:_________ Birthdate: ____________ Place of birth:________________
Current weight:________________  weight one year ago: _______________________________
Would you like your weight to be different?_________________ If so, what?________________
Where do you currently live? ______________________________________________________
Children:________________________________ Pets: _________________________________
Occupation:______________________________ Hours of work per week: _________________

Health Information 
Please list your main health concerns: _______________________________________________
______________________________________________________________________________
Any serious illnesses/hospitalizations/injuries? ________________________________________
______________________________________________________________________________
How is/was the health of your mother? ______________________________________________
How is/was the health of your father? _______________________________________________
What is your ancestry? _____________________________ What is your blood type? ________
How many hours do you sleep at night? ______________ Do you wake up at night? __________
Any pain, stiffness, or swelling? ___________________________________________________
Any constipation/Diarrhea/Gas? ___________________________________________________
Any allergies or sensitivities? _____________________________________________________
Do you take any supplements or medications? Please list: _______________________________
_____________________________________________________________________________
Do you exercise? play a certain sport? ______________________________________________

Women’s Health
Are your periods regular?________________________________________________________
Reached or approaching menopause? ______________________________________________
Do you get yeast infections or urinary tract infections? Please explain: ____________________

Food Information 
What kinds of food do you eat?
Breakfast                 Lunch                     Dinner                           Snacks                    Liquids
_____________      ______________    ________________      _____________   ___________
_____________      ______________   _________________     _____________   ___________
_____________      ______________   _________________     _____________   ___________
Do you cook?_____________________ What percentage of your food is home cooked? ______
Do you crave sugar, coffee, cigarettes, or have any major addictions?_____________________
What is the most important thing do to improve your health?____________________________



