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Food Coaching Health and Nutrition Form
Date: ​​​​​​​​​​​​​​​_________

Referred by: __________________________________

Name: _______________________________________

Address: _____________________________________

City/State: _________________________/__________ zip code:_____________________

Email:_____________________________________________________________________

Cell phone: ___________________________________ home phone:__________________

Age:__________ height:______________ 

DOB:_________

Relationship Status:______________________ children?_____________________________

Current weight:_____________

Weight 6 months ago:__________

One year ago:____________

Would you like your weight to be different? If so, what is your ideal number or range? Please explain. 

Occupation and hours worked per week?

Do you fall asleep well? Stay asleep? 

Do you generally feel you have good energy throughout the day? 

Do you have any digestive concerns with constipation, diarrhea, bloating? Please be detailed if necessary. 

Blood Type_________________

Please list current supplements and medications. 

Women only:
Are your periods regular and how frequent? 

How many days is your cycle? _________ please describe how heavy: ​​​​​​​​​​​​​_____________________
Is it painful or symptomatic?
What is your current method of contraception?_______________________________________
Is it creating any physical or emotional concerns? ______________________________________________________________________________

Please check if any apply, and elaborate, please. 

Daytime or night sweats __

Cold hands/feet ​​__

Dry Skin__

Rash or itchy Skin__
Acne__

Pain Stiffness or swelling__

Hospitalizations/injuries/recent medical tests__

Last cholesterol reading and date______________

Respiratory Concern__

Bone Issue___

Heart Concern___

Ringing in ears__

Thyroid imbalance__

Yeast infections__
other__

Lifestyle Assessment Questions: 

Are there any other healers, helpers or therapies with which you are involved? Please list. 

What role does exercise play in your life? 

Please describe any awareness practice you are currently following (i.e. meditation, prayer, spiritual exercises, etc.)

Any addictions present or past (food related or other)? 

Do you prepare meals at home? Eat out mostly? Please describe. 

What chief health concerns would you like to see improve with our partnership? 
What other concerns, emotional/spiritual or lifestyle pattern oriented, would you like to see improved? 

What have you done to work on these issues in the past (if relevant)? What has not worked? 

Anything else? Please note whatever details you want me to be aware of when working with you. 
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