
Name

______________________________________________    Date  __________________

Full Address
_______________________________________________________________________

Telephone
(home)  ________________   (work)  _________________  (cell)  __________________

How did you hear about our office?  _______________________________________________________
DOB______________   AGE  ______          HEIGHT  __________     WEIGHT  __________  
Please answer the following questions frankly, to the best of your knowledge.

All information is held in the strictest confidence.
Weight-Loss Clients:
DESIRED WEIGHT  __________

Write briefly about any weight fluctuations you have had in the past few years.  _____________________
____________________________________________________________________________________
What do you feel triggered your initial weight gain? (circle)   heredity   eating habits   stress   hormones
boredom      smoking cessation     other ___________________________________________________

Was your weight gain (circle):          sudden          gradual          problem since childhood          ?
How long have you been overweight?  _____________________________________________________
What other family members are overweight?   _______________________________________________
What other methods have you used to lose weight?  __________________________________________
How many meals do you eat per day?  ___   Which ones? _____________________________________
What foods do you overeat that you feel contribute to your weight gain?  __________________________
Is there a specific time you feel overeating is a problem?  ______________________________________
All Clients:
Please describe a typical day’s meals:

Breakfast
_______________________________________________________________________

Lunch

_______________________________________________________________________

Dinner

_______________________________________________________________________

Snacks

_______________________________________________________________________

Describe your appetite for morning, afternoon and night:  ______________________________________
Do you have any food allergies or restrictions?  ______________________________________________
Do you crave any of the following foods? (circle)      sweets      breads      fatty foods      meats      fish
milk      others  _______________________________________________________________________
How is your skin?  (circle)     dry     very dry     oily     combination     smooth     other  _______________
How is your energy level?  ______________________________________________________________

Which fats do you use?  (circle)   margarine    butter    crisco    mayonnaise    olive oil    safflower oil
sunflower oil    corn oil    canola oil    peanut oil    soybean oil    mayonnaise    flax seed oil
Number your favorite flavors in order of preference:  Sweet __  Sour __  Salty __  Spicy __ Bitter ___
What nutritional supplements do you take?  _________________________________________________
Medical Information
Who is your primary-care physician?  ______________________________________________________

Address:  ___________________________________________  Phone:  _________________________

When was the last time you had a complete physical?  ________________________________________

Do you have (or have you had) any of these conditions?  (circle):  high blood pressure     hypoglycemia  heart problems      high cholesterol      cancer      kidney problems      pregnancy      diabetes (insulin)  diabetes (diet)      liver problems      nursing mother      gout      skin conditions      intestinal problems   lung diseases          thyroid condition          anemia    chronic fatigue          yeast infections       bladder/ ut infections      stroke      arthritis      gall bladder disease      parasites      viral/bacterial disease   seizures           depression           fainting           severe mood swigns           heartburn           hemorrhoids   chronic cold/flu symptoms          seasonal allergies    other:  ________________________________
Do you take any medications or over-the-counter drugs on a regular basis?  _______________________
If yes, which ones:  ____________________________________________________________________

Have you had any surgeries, operations or traumatic accidents?  (describe):  ______________________
___________________________________________________________________________________
What forms of exercise do you get?  __________________________  How often?  _________________
How much sleep do you get each night, on average?  _______  Do you sleep well?  ________________

Do you smoke __________, drink alcohol __________, or use recreational drugs __________?

How much?  _________________________________________________________________________

Do you drink coffee ____, tea ____, soda ____?   How much:  __________________________________
Are there any times of the day when you feel best?  _________________  Worst?  _________________
How often do you move your bowels?  ______________________  Urinate?  ______________________
Do you experience a lot of gas?  __________  Bloating?  __________
Do you like your current career?  ______________  Is there much stress in your life?  ______________

Are you happy with your life right now?  

Is there anything else you would like us to know about you?  ___________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Women Only
Who is your gynecologist?  Name:  _______________________________________________________

Address:  ___________________________________________  Phone:  _________________________

Are you currently pregnant, or are you a nursing mother?  (specify):  _____________________________

Have you had any of the following?  (circle):     children (# ___)             hysterectomy             menopause
Do you have severe PMS?  ________  Describe your menstrual period:  __________________________

Thank You!
NUTRITION CONSULTATION QUESTIONNAIRE









