Health History Form - NUTRITION
WELCOME TO OUR OFFICE - Please complete all requested information.  Your answers will help us prepare for your Initial Nutritional Counseling session.  

	Name:


	Date:

	Address: 


	Apt #:
	City:
	Postal Code:

	Tel # (home)


	Tel #: (cell)
	Tel #: (work)

	Date of Birth: (day/month/year)

              /             /
	Age:


	Marital Status (please circle): 

M      S     D     W
	Email:

	Health Card # - with version code (letters):


	Medical Doctor’s Name:

	What is the purpose of your visit today?  (ex: weight loss, healthy eating, etc)



	Do you with to gain or lose weight?


	If yes, how much?



	Please list any current health conditions:



	Please list any past illnesses you have previously been diagnosed with:



	Are you currently taking any prescription medications?  If yes, please list:



	Are you currently taking any vitamins, minerals, herbal or homeopathic remedies?  If yes, please list:



	Do you smoke?


	# of cigarettes per day



	Please list any food allergies or sensitivities:



	Are you a meat eater, vegetarian or vegan?


	


	How often do you have a bowel movement?


	Do you strain to have a bowel movement?
	Do you have loose bowel movements?

	Do you exercise?  Please describe


	Other Recreational activities:

	Occupation:


	How did you find out about our office?



	Is there anything else we should be aware of?

	

	LIST ANY FAMILY MEMBERS WHO SUFFER FROM THE FOLLOWING:

	Arthritis


	Cancer
	High Blood Pressure
	Heart Disease

	Stroke


	Diabetes
	Other
	


PLEASE NOTE:  The clinic wide cancellation policy requires ONE HOURS notice for cancellations and rescheduling otherwise you will be billed a $40 No Show Fee.       INITIAL: ____________
April 2011








Please complete other side  


