[image: image1.wmf]Athawood 

Nutrition

 



Nutritional Therapy Questionnaire                 Date of consultation:___________________________

First Name:________________________________ Last Name __________________________DOB:__________

	Address:

Postcode
	GP: (Name)

	
	GP Address

Postcode

	Telephone Home:

Work:
	Telephone:

	Email:
	May your GP be contacted? YES / NO


General Health and Life Style










	Marital Status:
	Children/Dependents (age):

	Occupation:
	

	Weight: 
	Height:
	Blood Pressure (if known)


State Current Health Goals


   
	1.

2.

3.




	Please list any nutritional supplements/ herbs you are presently taking, giving manufacturers name and dosage

(Please bring with you if possible)




Have you attended other complementary therapy clinics? YES/NO

Do you take exercise? YES/NO    Please specify. _______________________________________________________

Do you smoke?  YES/NO    Number /day____   Do you drink alcohol? : Usual drink_______________Units /Week:_____




Do you feel stress affects your health?   YES/NO

Nutritional Therapy Questionnaire
  
Medical History Checklist          



(Please list past and current medical conditions, how long you have had them and medication/dosage if relevant).
	Medical Condition
	Age of onset
	Duration
	Medication/dosage

	
	
	
	

	Have you taken antibiotics?  YES / NO.
	Have you suffered unexplained weight gain or loss?  YES / NO

	Please list any regular medications you are presently taking but have not stated above e.g. HRT, the contraceptive pill, ibuprofen, sleeping pills etc.




	Have you experienced digestive problems as a result of gut infections/food poisoning? Please specify 




	Is there a history of particular illnesses or conditions in your family? (eg: heart disease, diabetes etc)




Please will you sign below to confirm that:

· The medical and other information given in the form is accurate to the best of your knowledge

· You understand that as a nutritional therapist I am not able to diagnose or treat medical conditions and dietary advice is not intended to replace the advice of medical doctors.

· You understand that good nutrition helps to build the body's natural strength and resistance and no claim is made to the certain efficacy of any dietary protocols.

· You understand that nutritional therapy is not a substitute for professional medical treatment.

Client Signature:  ________________________________________    
Date:  _________________________________

Nutritional Therapy Questionnaire             Sign and Symptoms Checklist   

       
Please tick anything below you have suffered from significantly in the past 6 months: 
When alternative symptoms (eg nausea or vomiting) are given please circle the relevant condition(s)   



(
Indigestion, heartburn, Reflux
(      Constipation

(
Nausea or vomiting
(
Diarrhoea

(
Stomach pains or prone to stomach upsets
(
Bloating

(
Passing wind/flatulence
(
Coated tongue or bad breath

(
Haemorrhoids/piles
(
Anal irritation

(
Mucus or blood in the stools
(
Prone to thrush or cystitis

(
Migraines or headaches
(
Psoriasis, Hives

(
Chest pains, palpitations
(
Eczema or dermatitis

(
Dizziness
(
Asthma or bronchitis


(
Varicose veins
(
Acne

(
Water retention
(
Arthritis or inflammation



(
Hayfever, rhinitis, sinus problems

(
Joint pain or stiffness
(
Other allergy, please specify _____________

(
Back pain

(
Muscle aches, cramps, spasm, weakness
(
Colds/infections hard to shift

(Hyperactivity or restlessness
( 
Mouth ulcers



(
Bleeding or tender gums



(
Prone to cold sores or herpes



(
Lack of energy or fatigue

(
Irritable, dizzy, weak or shaky if meals missed
(
Sweat a lot

(
Mood swings
(
Low body temperature, always feel cold

(
Slow to wake up or wake feeling unrefreshed
(
Poor concentration or memory

(
Tendency to depression or feeling low
(
Insomnia

(
Hair loss
(
Very thirsty or frequent urination

(
Irritability or easily become angry
(
Peeling, soft or splitting nails
Hormone Panel (Female)

(Male and Female)


	Are you pregnant?  YES/NO   If so, how many weeks?
	Are you planning a family?   YES/NO  

	Are your periods heavy or painful?
	Are you having difficulty conceiving?  YES/NO

	Are your periods regular? YES/NO
	Do you have hot flushes or night sweats? YES/NO

	Do you use or have you used the contraceptive pill?YES/NO          

State which
	Have you had a prostate check?  YES/NO


Do you suffer from Pre-menstrual syndrome (PMS)? YES/NO

Circle the symptom(s): fatigue,  anxiety,  nervous tension,  irritability,  mood swings,  sweet craving,  

increased appetite,  bloating,  breast tenderness,  depression, other _____________________________________

Are you menopausal or post menopausal?YES/NO    How long ago was your last period? ____________________
Are you taking or have you taken hormone replacement therapy (HRT)? YES/NO
Nutritional Therapy Questionnaire


Dietary Information


 
In addition to filling in the food diary, please answer the following questions:

Approximately how many times in a week do you consume the following foods?

	Dairy Products

(milk, cheese, yogurt, butter)
	
	Grains

(breakfast cereal, rice, pasta, bread etc)
	

	Red meat

(Beef, lamb etc)
	
	Coffee, tea, hot drinks
	

	White fish

(Cod, plaice, haddock etc)
	
	Fizzy drinks
	

	Oily Fish

(Sardines, tuna, salmon etc)
	
	Ready meals
	

	Cakes/ biscuits
	
	Take aways
	

	Sweets/chocolate
	
	Organic foods
	

	Fruit
	
	Restaurant food
	

	Vegetables
	
	Home cooked food
	


Other Questions (please tick or circle as appropriate)

	Do you use salt in or on your food?
	YES
	NO
	SOMETIMES

	Do you miss meals?
	YES
	NO
	SOMETIMES

	Do you enjoy food preparation?
	YES
	NO
	SOMETIMES

	Do you eat on the move?
	YES
	NO
	SOMETIMES

	Do you enjoy your food?
	YES
	NO
	SOMETIMES

	How would you describe your appetite?
	POOR    AVERAGE      GOOD

	Are there any foods you crave?

	Are there any foods you avoid?

	Is your diet based on any religious or dietary rules ?


Please list five foods you enjoy: ______________________________________________________________________

Please list five food you dislike: ______________________________________________________________________

	Additional Comments
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