Nutritional Status Questionnaire

This health questionnaire is designed to help provide your nutritional therapist with as much information as possible about your health prior to your initial consultation. Please complete it by typing your details into the grey areas and click your mouse on the relevant tick boxes to mark them with a cross.

[bookmark: Text1][bookmark: Text122]DATE:           
Personal Details

[bookmark: Text127][bookmark: Text283][bookmark: Text22][bookmark: Text126]First Name:                Last Name:                      
	[bookmark: Check275]Sex:  	|_|
	Male 
	[bookmark: Check276]|_|
	Female


[bookmark: Text128]Date of Birth:                    Age:     
[bookmark: Text2][bookmark: Text129][bookmark: Text130][bookmark: Text131][bookmark: Text132][bookmark: Text133][bookmark: Text134][bookmark: Text135][bookmark: Text136][bookmark: Text7][bookmark: Text137]Address:                                           Postcode:          
[bookmark: Text139][bookmark: Text140][bookmark: Text9][bookmark: Text144][bookmark: Text145][bookmark: Text10][bookmark: Text142][bookmark: Text143][bookmark: Text146]Telephone:	Home                 Work:              Mobile:                 
[bookmark: Text147][bookmark: Text148][bookmark: Text149][bookmark: Text151][bookmark: Text152][bookmark: Text13][bookmark: Text153][bookmark: Text154][bookmark: Text155][bookmark: Text156][bookmark: Text157]Email:                      Occupation:              Living arrangements                     
[bookmark: Text14][bookmark: Text158][bookmark: Text159][bookmark: Text160]GP’s Name:                
[bookmark: Text162][bookmark: Text163][bookmark: Text164][bookmark: Text165][bookmark: Text166][bookmark: Text167][bookmark: Text168][bookmark: Text169][bookmark: Text170][bookmark: Text171][bookmark: Text172][bookmark: Text173][bookmark: Text174][bookmark: Text175]Surgery Name and Address:                                                                       
Present Health and Medical History

[bookmark: Text18][bookmark: Text176][bookmark: Text177][bookmark: Text178][bookmark: Text179][bookmark: Text180][bookmark: Text181][bookmark: Text182][bookmark: Text183][bookmark: Text184][bookmark: Text185][bookmark: Text186][bookmark: Text187][bookmark: Text188][bookmark: Text189][bookmark: Text190][bookmark: Text191][bookmark: Text192][bookmark: Text193][bookmark: Text194][bookmark: Text195][bookmark: Text196][bookmark: Text197][bookmark: Text198][bookmark: Text199][bookmark: Text200][bookmark: Text201]What is your main health condition/reason(s) for seeking nutritional advice?                                                                                                                                        
Have you seen your doctor/GP about this health condition?
	[bookmark: Check194]|_|
	Yes
	[bookmark: Check195]|_|
	No


[bookmark: Text203][bookmark: Text204][bookmark: Text205][bookmark: Text206][bookmark: Text207][bookmark: Text208][bookmark: Text209]Are you currently seeing any other health professionals/therapists about your health condition (please list)?                                    
[bookmark: Text210][bookmark: Text212][bookmark: Text213][bookmark: Text214][bookmark: Text215][bookmark: Text216][bookmark: Text217][bookmark: Text218]Please list any other current health conditions/concerns                                         	
Please list all prescription and over the counter medications you take on a regular basis: 
	Name
	Dosage
	How Often
	For how Long
	Any side effects?

	[bookmark: Text220][bookmark: Text221][bookmark: Text222][bookmark: Text223][bookmark: Text235]                         
	[bookmark: Text238][bookmark: Text239]               
	[bookmark: Text247][bookmark: Text248][bookmark: Text249]                    
	[bookmark: Text96][bookmark: Text258][bookmark: Text267][bookmark: Text268]                    
	[bookmark: Text99][bookmark: Text269][bookmark: Text270][bookmark: Text271][bookmark: Text272]                         

	[bookmark: Text225][bookmark: Text226][bookmark: Text227][bookmark: Text234][bookmark: Text236]                              
	[bookmark: Text241][bookmark: Text242]               
	[bookmark: Text251][bookmark: Text252][bookmark: Text253]                    
	[bookmark: Text261][bookmark: Text262][bookmark: Text266]                    
	[bookmark: Text100][bookmark: Text273][bookmark: Text274][bookmark: Text275][bookmark: Text276]                         

	[bookmark: Text230][bookmark: Text231][bookmark: Text232][bookmark: Text233]                         
	[bookmark: Text244][bookmark: Text245]               
	[bookmark: Text255][bookmark: Text256][bookmark: Text257]                    
	[bookmark: Text98][bookmark: Text263][bookmark: Text264][bookmark: Text265]                    
	[bookmark: Text278][bookmark: Text279][bookmark: Text280][bookmark: Text281]                         


Please list all supplements you are currently taking: 
	Name/Brand
	Dosage
	How Often
	For how Long
	Any side effects?

	[bookmark: Text284][bookmark: Text285][bookmark: Text286][bookmark: Text287][bookmark: Text288]                              
	[bookmark: Text105][bookmark: Text299][bookmark: Text300]               
	[bookmark: Text108][bookmark: Text305][bookmark: Text306][bookmark: Text307]                    
	[bookmark: Text316][bookmark: Text317]               
	[bookmark: Text323][bookmark: Text324][bookmark: Text325][bookmark: Text326]                    

	[bookmark: Text103][bookmark: Text289][bookmark: Text290][bookmark: Text291][bookmark: Text292][bookmark: Text293]                              
	[bookmark: Text106][bookmark: Text301][bookmark: Text302]               
	[bookmark: Text309][bookmark: Text310][bookmark: Text311]                    
	[bookmark: Text112][bookmark: Text318][bookmark: Text319][bookmark: Text320]                    
	[bookmark: Text328][bookmark: Text329][bookmark: Text330][bookmark: Text331]                         

	[bookmark: Text104][bookmark: Text294][bookmark: Text295][bookmark: Text296][bookmark: Text297][bookmark: Text298]                              
	[bookmark: Text107][bookmark: Text303][bookmark: Text304]               
	[bookmark: Text110][bookmark: Text312][bookmark: Text313][bookmark: Text314]                    
	[bookmark: Text115][bookmark: Text116][bookmark: Text321][bookmark: Text322]                    
	[bookmark: Text120][bookmark: Text332][bookmark: Text333][bookmark: Text334][bookmark: Text335]                         




[bookmark: Text336][bookmark: Text337][bookmark: Text338][bookmark: Text701][bookmark: Text702]Height:                 Weight:            
[bookmark: Text342][bookmark: Text343]Do you know your Normal Blood Pressure:           
[bookmark: Text28][bookmark: Text344][bookmark: Text345][bookmark: Text346][bookmark: Text347][bookmark: Text348][bookmark: Text349][bookmark: Text350][bookmark: Text351][bookmark: Text352][bookmark: Text353][bookmark: Text354][bookmark: Text355][bookmark: Text373][bookmark: Text477][bookmark: Text478][bookmark: Text479][bookmark: Text480][bookmark: Text481][bookmark: Text482][bookmark: Text483][bookmark: Text484][bookmark: Text485][bookmark: Text486][bookmark: Text487][bookmark: Text488][bookmark: Text489][bookmark: Text490][bookmark: Text491]Have you had any recent health tests? If yes, please list with results if appropriate:                                                                                                                                                  
[bookmark: Text356][bookmark: Text357][bookmark: Text358][bookmark: Text359][bookmark: Text360][bookmark: Text361][bookmark: Text362][bookmark: Text363][bookmark: Text364][bookmark: Text365][bookmark: Text366][bookmark: Text367][bookmark: Text368][bookmark: Text369][bookmark: Text370][bookmark: Text371][bookmark: Text433][bookmark: Text434][bookmark: Text435][bookmark: Text436][bookmark: Text437][bookmark: Text438][bookmark: Text439][bookmark: Text440][bookmark: Text441][bookmark: Text442][bookmark: Text443][bookmark: Text444][bookmark: Text445][bookmark: Text446]Please list all major illnesses/injuries you have had in the past:                                                                                                                                                    
[bookmark: Text30][bookmark: Text374][bookmark: Text375][bookmark: Text376][bookmark: Text377][bookmark: Text378][bookmark: Text379][bookmark: Text380][bookmark: Text381][bookmark: Text382][bookmark: Text383][bookmark: Text384][bookmark: Text385][bookmark: Text386][bookmark: Text387][bookmark: Text388][bookmark: Text389][bookmark: Text390][bookmark: Text391][bookmark: Text392][bookmark: Text393][bookmark: Text394][bookmark: Text395][bookmark: Text396][bookmark: Text397][bookmark: Text398][bookmark: Text399][bookmark: Text400][bookmark: Text401]Please list approximate hospitalisation dates and reason for hospitalisation:                                                                                                                                                  
 Family Health 
Do you have any children? 	
	[bookmark: Check125]|_|
	Yes 
	[bookmark: Check126]|_|
	No


[bookmark: Text524][bookmark: Text525][bookmark: Text526][bookmark: Text527][bookmark: Text528][bookmark: Text529][bookmark: Text530][bookmark: Text531][bookmark: Text532]If yes, please state age and sex:                                             
[bookmark: Text42][bookmark: Text43][bookmark: Text44][bookmark: Text45][bookmark: Text46][bookmark: Text32][bookmark: Text33][bookmark: Text35][bookmark: Text36][bookmark: Text37][bookmark: Text38][bookmark: Text39][bookmark: Text40]Please list any blood relatives (M for Mother, F for Father, B for Brother, S for Sister) affected by: Alcoholism      Allergies      Arthritis      Asthma Cancer     Diabetes      Epilepsy      Heart Disease      High Blood Pressure     Kidney Disease      Osteoporosis      Mental Illness      Stroke      Tuberculosis 
[bookmark: Text34] Are there any other particular conditions or illnesses in your immediate family?      


Lifestyle Information
Exercise
Do you currently exercise?	
	[bookmark: Check127]|_|
	Yes
	[bookmark: Check128]|_|
	No


[bookmark: Text47]What type of exercise do you do?      
How many times per week (total?)  
	[bookmark: Check129]|_|
	1
	[bookmark: Check130]|_|
	2
	[bookmark: Check131]|_|
	3
	[bookmark: Check132]|_|
	 4
	[bookmark: Check133]|_|
	5+


Relaxation
[bookmark: Text533][bookmark: Text536][bookmark: Text537][bookmark: Text538][bookmark: Text539][bookmark: Text540][bookmark: Text541][bookmark: Text542][bookmark: Text543][bookmark: Text544]What do you do for relaxation?                                                   
Sleep   
 At what time do you usually go to bed?            At what time do you usually get up in the morning?      
Do you wake refreshed?  	
	[bookmark: Check196]|_|
	Yes
	[bookmark: Check197]|_|
	No


Do you wake in the night? 	
	[bookmark: Check198]|_|
	Yes
	[bookmark: Check199]|_|
	No


[bookmark: Text52][bookmark: Text53][bookmark: Text547][bookmark: Text548][bookmark: Text549][bookmark: Text550][bookmark: Text551][bookmark: Text552][bookmark: Text553][bookmark: Text554][bookmark: Text555][bookmark: Text556][bookmark: Text557][bookmark: Text558][bookmark: Text559][bookmark: Text560][bookmark: Text561][bookmark: Text562][bookmark: Text563]At what time (approximately)?       Do you know why?                                                                                           


Cigarettes, Alcohol and Drugs
Have you ever smoked cigarettes/cigars 	
	[bookmark: Check200]|_|
	Yes
	[bookmark: Check201]|_|
	No


[bookmark: Text55]At what age did you start smoking?        How many cigarettes do you currently smoke each day?       If you have stopped smoking, at what age did you stop?      
Do you drink alcohol?	
	[bookmark: Check202]|_|
	Yes
	[bookmark: Check203]|_|
	No


How many units would you normally drink per week?          How many days do you drink alcohol per week (approximately)?      
[bookmark: Text564][bookmark: Text565][bookmark: Text566][bookmark: Text567][bookmark: Text568][bookmark: Text569]Do you use recreational drugs? If so, which?                               

Dietary Profile

Do you regularly eat?
	[bookmark: Check1]|_|
	Fish
	[bookmark: Check3]|_|
	Chicken
	[bookmark: Check5]|_|
	Red Meat

	[bookmark: Check2]|_|
	Eggs
	[bookmark: Check4]|_|
	Dairy/Cheese
	[bookmark: Check6]|_|
	Beans/Tofu


How many glasses (or litres/pints) of water do you drink daily?            How many cups of coffee do you drink daily?      
[bookmark: Text579][bookmark: Text580][bookmark: Text581][bookmark: Text582][bookmark: Text583]How many cups of tea do you drink daily?             Do you have any dietary restrictions (e.g. vegetarian, vegan, celiac, dairy free)?                          
Do you add sugar to drinks?	
	[bookmark: Check204]|_|
	Yes
	[bookmark: Check205]|_|
	No


Do you add salt when you cook? 	
	[bookmark: Check206]|_|
	Yes
	[bookmark: Check207]|_|
	No


How many times a week do you eat: 	
[bookmark: Text66][bookmark: Text67][bookmark: Text68][bookmark: Text69][bookmark: Text70]chocolate/sweets?             biscuits/cakes                   ready-meals                 takeaways                at restaurants          cheese?                 yoghurt?            
[bookmark: Text71][bookmark: Text72][bookmark: Text73][bookmark: Text74][bookmark: Text75][bookmark: Text76][bookmark: Text77][bookmark: Text78][bookmark: Text79]red meat?            oily fish (e.g. salmon, mackerel, herring, tuna, sardines)?             white fish or shellfish         Eggs             Beans/tofu             Nuts/Seeds            Green leafy vegetables              Chicken/poultry               deep fried foods?     
Do you normally eat white bread/rice/pasta?	
	[bookmark: Check208]|_|
	Yes
	[bookmark: Check209]|_|
	No


[bookmark: Text80][bookmark: Text81]How many pints of milk do you drink each week?            Do you choose full-fat or low fat dairy foods?      
[bookmark: Text82][bookmark: Text83]How many pieces of fruit do you eat each day?             How many different types of vegetable do you eat each day?              
[bookmark: Text85][bookmark: Text84][bookmark: Text86]How many times a week do you eat salad?                     What % of your diet is organic?             What foods and drinks would be hardest to give up?      



Body Systems and Symptoms Review

Please click each box with a cross to indicate any symptoms which currently apply. 
General 

	[bookmark: Check7]|_|
	Pain 

	[bookmark: Check8]|_|
	Stress

	[bookmark: Check9]|_|
	Low Energy

	[bookmark: Check10]|_|
	Allergies

	
	


Digestive Profile
	[bookmark: Check11]|_|
	Do you chew your food thoroughly before swallowing?
	[bookmark: Check22]|_|
	Do you suffer from flatulence?

	[bookmark: Check12]|_|
	Do you suffer with constipation?
	[bookmark: Check23]|_|
	Do you find it hard to digest fatty foods? 

	[bookmark: Check13]|_|
	Do you suffer from bad breath? 
	[bookmark: Check24]|_|
	Do you suffer from stomach cramps or pains?

	[bookmark: Check14]|_|
	Are you prone to stomach upsets?
	[bookmark: Check25]|_|
	Do you strain to pass your stools?

	[bookmark: Check15]|_|
	Do you suffer from belching or heartburn?
	[bookmark: Check26]|_|
	Do you ever have blood in your stools?

	[bookmark: Check16]|_|
	Do you suffer from bloating?
	[bookmark: Check27]|_|
	Do you suffer from nausea or vomiting?

	[bookmark: Check17]|_|
	Do you suffer with diarrhoea?
	[bookmark: Check28]|_|
	Do you have a bowel movement every day?

	[bookmark: Check18]|_|
	Do you have a good appetite?
	[bookmark: Check29]|_|
	Do you suffer from thrush?

	[bookmark: Check19]|_|
	Do you suffer from haemorrhoids?
	[bookmark: Check31]|_|
	Do you suffer from cystitis, bladder or kidney infections

	[bookmark: Check20]|_|
	Do you suffer from rectal itching?
	[bookmark: Check32]|_|
	Do you take antibiotics more than twice per year?


[bookmark: Text703][bookmark: Text704][bookmark: Text705][bookmark: Text706][bookmark: Text707][bookmark: Text708][bookmark: Text709]When was your last course of antibiotics?                                    
Cardiovascular Profile
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	[bookmark: Check72]|_|
	Rapid Heart Beat (over 75 beats per minute)
	[bookmark: Check82]|_|
	Pounding Heart

	[bookmark: Check73]|_|
	Irregular heart beat
	[bookmark: Check83]|_|
	High cholesterol or triglycerides

	[bookmark: Check74]|_|
	Chest Pain
	[bookmark: Check84]|_|
	High homocysteine

	[bookmark: Check75]|_|
	Easily out of breath
	[bookmark: Check85]|_|
	High Blood Pressure

	[bookmark: Check76]|_|
	Dizzy/faint when get up from lying down
	[bookmark: Check86]|_|
	Easy Bruising/Bleeding

	[bookmark: Check77]|_|
	Diagnosed Heart Disease
	[bookmark: Check87]|_|
	More than 7kg/14lbs over your ideal weight

	[bookmark: Check78]|_|
	Family History of Heart Disease
	[bookmark: Check88]|_|
	Varicose Veins

	[bookmark: Check81]|_|
	Cramps in calves when walking
	
	


Liver/Toxic Profile
	[bookmark: Check46]|_|
	Yellow in whites of eyes	
	[bookmark: Check50]|_|
	Sensitivity to chemicals or smells e.g. perfume/ household chemicals

	[bookmark: Check47]|_|
	Body odour			
	[bookmark: Check51]|_|
	Fatigue

	[bookmark: Check48]|_|
	Brain ‘fog’
	[bookmark: Check52]|_|
	Headaches

	[bookmark: Check49]|_|
	Bad Breath	
	
	


Thyroid Profile 
	[bookmark: Check33]|_|
	Low energy or fatigue			
	[bookmark: Check40]|_|
	Unusual weight gain or loss

	[bookmark: Check34]|_|
	Tendency to feel cold 			
	[bookmark: Check41]|_|
	Hard to get up in the morning

	[bookmark: Check35]|_|
	Dry skin 				
	[bookmark: Check42]|_|
	Coarse hair or thick skin/fingernails

	[bookmark: Check36]|_|
	Excessive hair loss			
	[bookmark: Check43]|_|
	Outer 1/3 of eyebrows thinning

	[bookmark: Check37]|_|
	Depression or apathy			
	[bookmark: Check44]|_|
	Decreased sweating

	[bookmark: Check38]|_|
	Reduced libido 			
	[bookmark: Check45]|_|
	Infertility or history of miscarriages

	[bookmark: Check39]
|_|
	Heavy periods or menstrual irregularities 
	
	



Adrenal Profile
[bookmark: Text710][bookmark: Text711]Rate your energy from 1-10 (1= low, 10 =high)     			       Rate your stress level from 1-10 (1= low, 10= high)     
	[bookmark: Check134]|_|
	Have you had a major personal loss in the last year or experienced chronic stress?
	[bookmark: Check143]|_|
	Do you find it hard to get up in the morning?

	[bookmark: Check135]|_|
	Do you suffer from Insomnia?
	[bookmark: Check144]|_|
	Is your workload or personal demands put on you bigger than you can handle?

	[bookmark: Check136]|_|
	Do you have a persistent need for achievement?
	[bookmark: Check145]|_|
	Do you have some personal relaxation time each day?

	[bookmark: Check137]|_|
	Are you especially competitive?
	[bookmark: Check146]|_|
	Do you have problems getting to sleep?

	[bookmark: Check138]|_|
	Do you easily become angry?
	[bookmark: Check147]|_|
	Do you have more energy in the evening?

	[bookmark: Check139]|_|
	Do you get impatient if people or things hold you up?
	[bookmark: Check148]|_|
	Do you feel anxious?

	[bookmark: Check140]|_|
	Do you feel irritable / intolerant of others?
	[bookmark: Check149]|_|
	Are you unclear about your goals in life?

	[bookmark: Check141]|_|
	Do you often sweat excessively?
	[bookmark: Check150]|_|
	Do you work harder than most people?

	[bookmark: Check142]|_|
	Do you have food allergies/intolerances (to your knowledge)?
	[bookmark: Check151]|_|
	Do you often do 2 or 3 tasks simultaneously?

	[bookmark: Check153]|_|
	Do you lose your temper easily?
	[bookmark: Check152]|_|
	Do you feel guilty when relaxing?



Women’s health profile
[bookmark: Text585][bookmark: Text586]Do you still have periods? 		How long is your cycle?          
	[bookmark: Check297]|_|
	Yes 
	[bookmark: Check298]|_|
	No


Have you ever suffered from amenorrhoea ( loss of periods)?  
	[bookmark: Check299]|_|
	Yes 
	[bookmark: Check300]|_|
	No



	[bookmark: Check311]Do you use the contraceptive pill/injection or IUD?    |_|
	Yes 
	[bookmark: Check312]|_|
	No



	[bookmark: Check313]Are your periods regular?   |_|
	Yes 
	[bookmark: Check314]|_|
	No



	[bookmark: Check315]Do you experience period pain?  |_|
	Yes 
	[bookmark: Check316]|_|
	No



Do you experience any of the following PMS symptoms:

	[bookmark: Check301]|_|
	Anxiety/tension/irritability/mood swings
	[bookmark: Check306]|_|
	Bloating

	[bookmark: Check302]|_|
	Weight Gain
	[bookmark: Check307]|_|
	Nausea/vomiting

	[bookmark: Check303]|_|
	Forgetfulness
	[bookmark: Check308]|_|
	Headaches

	[bookmark: Check304]|_|
	Sweet Cravings
	[bookmark: Check309]|_|
	Depression

	[bookmark: Check305]|_|
	Low Energy
	[bookmark: Check310]|_|
	Breast tenderness



	[bookmark: Check317]Do you suffer from:     |_|
	PCOS?
	[bookmark: Check318]|_|
	Endometriosis?
	[bookmark: Check319]|_|
	Fibroids?
	[bookmark: Check320]|_|
	Breast Cysts?



	[bookmark: Check329]Have you experienced problems conceiving?    |_|
	Yes 
	[bookmark: Check330]|_|
	No



	[bookmark: Check331]Do you have a history of miscarriages?     |_|
	Yes 
	[bookmark: Check332]|_|
	No



	[bookmark: Check333]Are you using HRT?    |_|
	Yes 
	[bookmark: Check334]|_|
	No



Do you suffer from any of the following menopausal symptoms?

	[bookmark: Check321]|_|
	Hot flushes
	[bookmark: Check323]|_|
	Vaginal dryness
	[bookmark: Check325]|_|
	Depression
	[bookmark: Check327]|_|
	Mood swings

	[bookmark: Check322]|_|
	Insomnia
	[bookmark: Check324]|_|
	Night Sweats
	[bookmark: Check326]|_|
	Excessive Sweating during day
	[bookmark: Check328]|_|
	Dry skin/hair


	
	
	
	


Are you post menopausal?
	[bookmark: Check341]|_|
	Yes 
	[bookmark: Check342]|_|
	No



	[bookmark: Check337]Are you pregnant?   |_|
	Yes 
	[bookmark: Check338]|_|
	No



[bookmark: Text587][bookmark: Text588]If so, how many weeks?          
 
	[bookmark: Check339]Are you trying to become pregnant?    |_|
	Yes 
	[bookmark: Check340]|_|
	No

	
	
	
	


Immune, allergy and intolerance Profile
[bookmark: Text589][bookmark: Text591][bookmark: Text592][bookmark: Text593][bookmark: Text594][bookmark: Text595][bookmark: Text596]To your knowledge do you have any allergies/intolerances and if so, what to?                                   
[bookmark: Text597][bookmark: Text598][bookmark: Text599][bookmark: Text600][bookmark: Text601][bookmark: Text602][bookmark: Text603][bookmark: Text604][bookmark: Text605][bookmark: Text606][bookmark: Text607][bookmark: Text608][bookmark: Text609][bookmark: Text610][bookmark: Text611]If yes, what type of reaction?                                                                           
Do you suffer from:
	[bookmark: Check168]|_|
	Stuffy or runny nose
	[bookmark: Check181]|_|
	Hay fever or excessive sneezing

	[bookmark: Check169]|_|
	Sinus problems
	[bookmark: Check182]|_|
	Eczema

	[bookmark: Check170]|_|
	Dermatitis
	[bookmark: Check183]|_|
	Asthma

	[bookmark: Check171]|_|
	Migraine
	[bookmark: Check184]|_|
	Frequent bloatedness

	[bookmark: Check172]|_|
	Facial puffiness
	[bookmark: Check185]|_|
	Dark circles under the eyes

	[bookmark: Check173]|_|
	Rapid weight fluctuations
	[bookmark: Check186]|_|
	Compulsive or binge eating

	[bookmark: Check174]|_|
	Itchy skin
	[bookmark: Check187]|_|
	Autoimmune disease (e.g. rheumatoid arthritis, lupus)

	[bookmark: Check175]|_|
	Do you get more than 3 colds per year?
	[bookmark: Check188]|_|
	Do you find it hard to shift colds/infections?

	[bookmark: Check176]|_|
	Are you prone to thrush or cystitis?
	[bookmark: Check189]|_|
	Mouth ulcers?

	[bookmark: Check177]|_|
	Do you suffer from cold sores?
	[bookmark: Check190]|_|
	Do you have an inflammatory condition (e.g. eczema, arthritis, hayfever)?

	[bookmark: Check178]|_|
	Slow wound healing?
	[bookmark: Check191]|_|
	Sore or bleeding gums?

	[bookmark: Check179]|_|
	Do you live in a city or by a busy road?
	[bookmark: Check192]|_|
	Do you live or work in a smoky atmosphere?

	[bookmark: Check180]|_|
	Do you spend more than 2 hours per week in traffic?
	[bookmark: Check193]|_|
	Do you exercise (cycle, jog, walk) by busy roads?


Musculoskeletal Profile
	[bookmark: Check154]|_|
	Rheumatism or arthritis?
	[bookmark: Check161]|_|
	Joint stiffness or pain?

	[bookmark: Check155]|_|
	Back pain? 
	[bookmark: Check162]|_|
	Muscle weakness?

	[bookmark: Check156]|_|
	Muscle cramps
	[bookmark: Check163]|_|
	Muscle tremors/shakes

	[bookmark: Check157]|_|
	Dental problems (e.g. tooth decay)?
	[bookmark: Check164]|_|
	Reduced range of movement?

	[bookmark: Check158]|_|
	Bursitis?
	[bookmark: Check165]|_|
	Tendonitis

	[bookmark: Check159]|_|
	Teeth grinding
	[bookmark: Check166]|_|
	Numbness or tingling in arms/hands

	[bookmark: Check167]|_|
	Leg cramps at night

	
	


Skin, hair, eyes and nails
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	[bookmark: Check277]|_|
	Changes to Hair Condition
	[bookmark: Check278]|_|
		Cataracts
	
	
	




	[bookmark: Check281]|_|
	Dry Skin
	[bookmark: Check282]|_|
	Stretch Marks

	[bookmark: Check285]|_|
	Cracked Lips
	[bookmark: Check286]|_|
	White marks on fingernails

	[bookmark: Check291]|_|
	Dry , brittle, ridged, flaky or splitting nails 
	[bookmark: Check292]|_|
	Poor night vision

	[bookmark: Check293]|_|
	Dry, itchy or burning eyes
	[bookmark: Check294]|_|
	Dermatitis or rashes

	[bookmark: Check289]|_|
	Sensitivity to Bright lights
	[bookmark: Check290]|_|
	Eye Pain

	[bookmark: Check279]|_|
	Prematurely grey hair
	[bookmark: Check280]|_|
	Hair Loss

	[bookmark: Check283]|_|
	Dandruff
	[bookmark: Check284]|_|
	Eczema

	[bookmark: Check287]|_|
	Psoriasis
	[bookmark: Check288]|_|
	Itching Skin

	[bookmark: Check295]|_|
	Red pimples on back of arms
	[bookmark: Check296]|_|
	Acne





Blood Sugar Profile
	[bookmark: Check53]|_|
	Do you need more than 8 hours sleep a night? 	

	[bookmark: Check54]|_|
	Does it take you more than 20 minutes to properly wake up in the morning?

	[bookmark: Check55]|_|
	Do you need something to get you going in the morning – such as tea, coffee or a cigarette?

	[bookmark: Check56]|_|
	Do you have tea, coffee, cigarettes, sugar containing foods/drinks at regular intervals during the day?

	[bookmark: Check57]|_|
	Do you feel drowsy in the day?

	[bookmark: Check58]|_|
	Do you get shaky, dizzy or irritable if you don’t eat often?

	[bookmark: Check59]|_|
	Do you avoid exercise due to tiredness?

	[bookmark: Check60]|_|
	Do you sweat or urinate excessively?

	[bookmark: Check61]|_|
	Do you get excessively thirsty?

	[bookmark: Check62]|_|
	Do you sometimes lose concentration?

	[bookmark: Check63]|_|
	Is your energy less than it used to be? 

	[bookmark: Check64]|_|
	Is your energy worse than it used to be?

	[bookmark: Check65]|_|
	Dizziness when standing?

	[bookmark: Check66]|_|
	Cravings for sweets and/or starchy foods

	[bookmark: Check67]|_|
	Feeling tired or shaky 1-3 hours after eating




Mental Health profile 
	[bookmark: Check111]|_|
	Are you happy and satisfied with life? 
	[bookmark: Check118]|_|
	Do you suffer from depression?

	[bookmark: Check112]|_|
	Do you suffer from lack of motivation/purpose?
	[bookmark: Check119]|_|
	Do you get tearful easily?

	[bookmark: Check113]|_|
	Do you get angry easily?
	[bookmark: Check120]|_|
	Do you suffer from anxiety or tension?

	[bookmark: Check114]|_|
	Do you suffer from nervousness?
	[bookmark: Check121]|_|
	Do you suffer from fatigue?

	[bookmark: Check115]|_|
	Do you find it hard to concentrate?
	[bookmark: Check122]|_|
	Are you absent minded?

	[bookmark: Check116]|_|
	Do you have a low sex drive?
	[bookmark: Check123]|_|
	Is your memory as good as it used to be?

	[bookmark: Check117]|_|
	Do you experience periods of hyperactivity?
	[bookmark: Check124]|_|
	Have you ever suffered with seizures?

	
	
	
	





Additional Information

[bookmark: Text613][bookmark: Text614][bookmark: Text615][bookmark: Text616][bookmark: Text617][bookmark: Text618][bookmark: Text619][bookmark: Text620][bookmark: Text621][bookmark: Text622][bookmark: Text623][bookmark: Text624][bookmark: Text625][bookmark: Text626][bookmark: Text627][bookmark: Text628][bookmark: Text629][bookmark: Text630][bookmark: Text631][bookmark: Text632]How did you find out about Food to Heal?                                                                                                     
If there is anything else that you feel we should know about your current health or medical history, please note below. 
[bookmark: Text633][bookmark: Text634][bookmark: Text636][bookmark: Text637][bookmark: Text638][bookmark: Text639][bookmark: Text640][bookmark: Text641][bookmark: Text642][bookmark: Text643][bookmark: Text644][bookmark: Text645][bookmark: Text646][bookmark: Text647][bookmark: Text648][bookmark: Text649][bookmark: Text650][bookmark: Text651][bookmark: Text652][bookmark: Text653][bookmark: Text654][bookmark: Text655][bookmark: Text656][bookmark: Text657][bookmark: Text658][bookmark: Text659][bookmark: Text660][bookmark: Text661][bookmark: Text662][bookmark: Text663][bookmark: Text664][bookmark: Text665][bookmark: Text666][bookmark: Text667][bookmark: Text668][bookmark: Text669][bookmark: Text670][bookmark: Text671][bookmark: Text672][bookmark: Text673][bookmark: Text674][bookmark: Text675][bookmark: Text676][bookmark: Text677][bookmark: Text678][bookmark: Text679][bookmark: Text680][bookmark: Text681][bookmark: Text682][bookmark: Text683][bookmark: Text684][bookmark: Text685][bookmark: Text686][bookmark: Text687][bookmark: Text688][bookmark: Text689][bookmark: Text690][bookmark: Text691][bookmark: Text692]                                                                                                                                                                                                                                                                                                       
I hereby confirm that this information is correct to the best of my knowledge and I have not withheld any important information.
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