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Thank you for taking the time to fill out the form below. It will help me gain 
a more comprehensive picture of your health, so I make more accurate 
recommendations that are tailored to you. Please be as honest as possible.  
 
 

 

 
Main health 
concerns/symptoms you 
want to address: 
 
 
 
What are your goals/ 
What do you hope to 
accomplish: 

1. 
 
2. 
 
3. 
 
 
 
 
 
 

 
HEALTH HISTORY 
Medications? (prescription and over 
the counter): 
 
 
 
 
Antibiotic use? Last time? How 
often?: 
 
 

Supplements? (include brand and dosage): 
 
 
 
 
 
 
 

Allergies?:  
 
 
 
How often do you get sick? With 
what? Duration? 

 

Past Illnesses/Hospitalizations?: 
Surgeries? 
 

Name: Phone: 
M [   ]  F [   ] Email: 
Age: Address: 
Birthdate:  
Height:             Weight:  
Blood Type: 
Occupation:  
Marital status: 
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Do any illnesses run in your family? 

 
DIGESTION 
How is your digestion? 
Do you experience: 
Gas or bloating 
Constipation 
Diarrhea 

 

Do you have healthy bowel 
movements? 
Daily? How many? 
 

 

Do you find certain foods upset your 
stomach? If yes, which ones? 
 

 

 
ENERGY & SLEEP 
How is your energy level? Rate it our of 
10 (ten being most energized) 

 

Do you crash at any point in your day? 
If so, what time? 

 

How is your sleep? What time do you 
go to bed? Do you wake feeling rested? 

 
 
 
 

How many hours of sleep do you get 
each night on average? 

 

Do you have trouble falling asleep?  
Do you have trouble staying asleep?  
 
STRESS 
How would you rate your stress level 
out of 10? (ten being the highest) 

  

What is your most significant stressor?  
 
DIET 
# of coffees per day?   
Tea? What kind?  
Do you consume pop? How much?  
How much water do you consume daily?  
How frequently do you consume alcohol?  
What are typical staples in your kitchen?  

 
 

Do you consume processed foods or fast 
food frequently? 
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How frequently do you eat out? What is your 
favourite? 
 

 

Do you experience food cravings? For what?  
 
 

If you were stranded on an island and had to 
bring only one food, what would it be? 

 

What type of oils do you typically cook with? 
Do you use margarine? 
Do you use butter? 
 

 

 
OTHER 
Are you a smoker or a past smoker? If 
yes, how many per day? If past, for how 
long? 

 

Do you exercise? 
What type? (cardio, yoga, resistance 
training, etc) 
How often? 

 

How long do you spend at the 
computer per day? 

 

How much time do you get for self per 
week? 

 

 
WOMEN SPECIFIC 
Are you on any form of birth control? If 
yes, which type? 

 

When was your first period?  
Is your cycle typically regular?  
How long is your period typically?  
Do you have a heavy flow?  
Do you experience bleeding/spotting 
between periods? 

 

Do you experience irritability? Mood 
swings? 

 

Do you experience bloating and/or 
weight gain before your period? 

 

How many children have you had?  
Have you had any miscarriages? 
Any experience with infertility?  

 

 


