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Client Intake/Assessment Form


 Date: ________________

Please complete this form. This information will help us make the most of our time together and better be able to assist you to learn how to regain or maintain your health!
Client Intake Information: 

Name: _______________________________ Sex:   Female ___    Male___ 

Address: _________________________________________________
City: ___________________________State _____ Zip_____________ 

Phone (Day): _________________    
Phone (Eve): _________________    
E-mail Address: ____________________________________________

Age ___  Date of Birth: 
  Height: ____________

Current Weight: ______  Weight 1 year ago _____   Desired Weight ________

Relationship status: ______________________________​____________

Household Members: 

  
Name                            Age                     Relationship            

 _______________        _____            _________________   

 
 _______________        _____            _________________   

 
 _______________        _____            _________________  

 
 _______________        _____            _________________  

Are there any pets in the household? ______________________

If yes, how many and what kind? _________________________

Do you take any supplements or medications? Please list: _______________

______________________________________________________________

______________________________________________________________

Have you had any major injuries or operations? 

Please describe and date: ___________________________________________

________________________________________________________________

________________________________________________________________

Have you had a medical exam in the past year? ____
Results? (Cholesterol / blood pressure)

_________________________________________________________________

_________________________________________________________________

Is there a history of any type of illness or physical problem in your family? ​​​​​​​​

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

Any pain/stiffness or swelling? _________________remedies___________________

Constipation/diarrhea/ gas? __________________remedies_________________

Allergies or sensitivities? ___________________ remedies_________________

At what point in your life did you feel best and why? ______________________

_________________________________________________________________

Do you sleep well? ___ How many hours? ____ Do you wake at night? ________   

Are you rested in the AM ?____________If not, describe____________________

 Personal History: 
What does your typical day look like food-wise? Typical menu

Breakfast :(time) ____________________________________________________

Lunch: (time) _______________________________________________________

Dinner: (time) ______________________________________________________ 

Snack in the AM/PM? If so, what does it include? __________________________

How many servings of the following do you eat/drink daily?

Fruit ___ Vegetables____ Whole Grains_______

Eggs/Dairy__ Poultry ___Red Meat ___Fish ___ 

Nuts/Seeds ___Pre-packaged Foods___________

Deli Meats____ White/Bread/Rice/Flour_______

Organic(y)__(n)__ what foods?_______________

Soft Drinks__ Diet(y)_ (n)_ Coffee __ Tea__ Water __Green Tea__ 

Restaurant meals: (Daily) ___ Weekly ____ Favorite places________

Do you crave sugar, salt, coffee, diet sodas, cigarettes? _______________________

___________________________________________________________________

Any other addictions?  ​​_________________________________________________

If you work outside the home how many hours a day ___ week ___ do you work? 

Occupation: 
Employer: ____________________________

Do you bring work home with you?  ______________________________________ 

Do you practice any types of stress management?  How often? (Yoga, deep breathing)

____________________________________________________________________

Please list any exercise you get including apprx. minutes per day/days per week for each:

	Exercise TTypTypp
	Minutes Per Per    P  Per Day 
	Days Per  per we  Per Week

	
	
	

	
	
	

	
	
	

	
	
	


         Please list any current health challenges and the treatments you are undergoing for them:

Challenge #1
Describe the signs/symptoms/how long you have had them?

______________________________________________________________

______________________________________________________________
What prior treatments have you followed?

 ____________________________________________________________________

 ____________________________________________________________________

 Challenge #2: 

Describe the signs/symptoms/how long you have had them?    

____________________________________________________________________

____________________________________________________________________
What prior treatments have you followed?

____________________________________________________________________

____________________________________________________________________

Have you consulted with a nutritionist in the past and what worked/did not?

____________________________________________________________________

____________________________________________________________________

Goals:
 What are your goals for your session? 

____________________________________________________________________
____________________________________________________________________                
What are your long-term health goals? 

____________________________________________________________________                 ____________________________________________________________________

Will family and/or friends be supportive of your desire to make food/and or Life Style changes? 

____________________________________________________________________
What will we look for to know that the changes you want do take place?

 ____________________________________________________________________

Other considerations?

____________________________________________________________________
