
Name:_______________________________________ Referral By:_______________________________________ 
Address:___________________________________________ City:___________________ Postal Code:__________
Telephone: Home:______________________ Work:___________________
Age:______________ Sex:_______________
Type of  Employment:_____________________________________________________
Family Physician:_________________________________________________________
Medications:____________________________________________________________
Supplements(vitamins/minerals):___________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

 
Personal Health History(please check those that apply)
Asthma___ Osteoporosis___ Eating Disorders___ Diabetes___ Irritable Bowel___ Hypertension___ 
Cardiovascular Disease___ Hypoglycemia___ Depression___ High Blood Cholesterol___ Arthritis___  
Migraines___Colitis/Crohns___ Cancer___ Ulcers___ Chronic Fatigue Syndrome___
Allergies___ (please list:___________________________________________________)
Other_________________________________________________________________________________________
 
Family Health History:
Cancer___ Diabetes___ Cardiovascular Disease___ Osteoporosis ___ 
Other_________________________________________________________________________________________
 
Please indicate any symptoms you may have or occasionally suffer from:
Prolonged Fatigue_____ Constipation___ Acne___
Gas/Indigestion___ Headaches___ Menopausal Symptoms___
Sinus Pain___ Eczema___ Ear Infection___
Cold/Flu/Coughs___ Bloating___ Canker/Cold Sores___
 
Please check those factors you consider to be essential for you to achieve optimal health:
Assessment of  nutritional status___
Improving eating habits___
Decreasing body fat levels___
Increasing lean body mass___
Incorporating healthy meal & menu ideas___
Assessing food sensitivities & intolerances___
Motivation, support & encouragement___
Other Concerns:________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
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How many hours a night do you sleep?_________ Times___________
On a scale 1 to 5, what would your current “stress level” be 1 – Lowest 5 – Highest ____
Describe your personal weight history (last 5 years):
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

 
Are you physically active now? Yes___ No___
List activity and frequency_________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
How would you rate your present energy level Poor___ Normal___ High___
 
Eating Habits
Do you eat breakfast? Yes___ No___
Do you snack in the evening? Yes___ No___
Have you had any changes in your appetite lately? Yes___ No___
Do you have any sugar cravings? Yes___ No___
How many times a week do you buy lunch?_______
How many 8oz. glasses of  water do you drink per day?______
Have you ever seen a registered dietitian, nutritionist or doctor of  naturopathic  
medicine before? Yes___ No___
 

How do you feel a registered dietitian/nutritionist can assist you?___________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
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