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Please answer the following questions as thoroughly as possible. Doing so will help provide a comprehensive picture of your health. Your personal details will be kept for my own information only, nothing will be shared with any other company and everything will be kept safely stored. Please read the privacy paper on my website.

Personal Details (All information given is confidential)             date …………………………………..
Surname.......................................................………..First Name.............................................……Title…………………………...

Contact address..................................................................................………………………………....Postcode...................….

Home tel. number.................................…......Work tel. n…….………………..........................Mobile………........................…….

E-mail..................................……...…………………………………..    Opt-in to my monthly nutrinews email by ticking here       You can unsubscribe from it at any time after your first one. 
Occupation………………………………Gender…………

Blood group. ………Date of birth……...………………Weight…………Height…………Blood pressure ……….………………….














Yes
No

Do you give permission for your medical doctor to be contacted?     



      
□    
□

Is your GP aware of your intention to see a nutrition consultant?                    


          
□
□

Have you seen a nutrition consultant or any other health professional, before, 

regarding your current symptoms?








□
□
          

Have you any laboratory tests (eg blood, urine, stool etc.)  If yes please state below which tests and if possible bring a copy of the results with you to your consultation:

………………………………………………………………………….………………………………………………………………………
…………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………..

Please state the main reason/s for seeking nutritional support.
..........................................................................................................................................................………………………………..

.........................................................................................................................................................…………………………………

………………………………………………………………………………………………………………………………………………………………….

…………………………………………………………………………………………………………………………………………………………………


Please tick the appropriate box if there is a family history of any of the following conditions.

If possible, please indicate the age of onset:

	
	 Mother side 
	 Father side
	Parents 
	siblings
	Your children

	
	g.Father
	gMother
	G,Father
	g.Mother
	father
	Mother
	Male
	Female
	M
	F

	Heart disease
	
	
	
	
	
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	
	
	
	
	
	

	Arthritis 
	
	
	
	
	
	
	
	
	
	

	Osteoporosis
	
	
	
	
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	
	
	
	
	

	Obesity
	
	
	
	
	
	
	
	
	
	

	Allergies
	
	
	
	
	
	
	
	
	
	

	Asthma
	
	
	
	
	
	
	
	
	
	

	Auto-immune diseases
	
	
	
	
	
	
	
	
	
	

	Depression
	
	
	
	
	
	
	
	
	
	

	Alcoholism
	
	
	
	
	
	
	
	
	
	

	Cancer
	
	
	
	
	
	
	
	
	
	

	Others 
	
	
	
	
	
	
	
	
	
	



	Illnesses & operations
	Age of onset
	Duration
	Medication (include current medication) and or treatment

	
	
	
	


NB Please continue on a different sheet if necessary

When completing the following questions, please state beside each question whether you have the condition now, have had it in the past or if it is or has been a significant health problem for you.

Please use the following abbreviations:  
Current/significant – C/S
Current/insignificant - C/I







Past/significant – P/S

Past/insignificant- P/I

	Acne………………………………….

Asthma………………………………

Athletes foot………...……………..

Cystitis………………………………. Candidiasis………………………… Thrush……………………………… Urethritis………………………….. Bronchitis…………………………..

Conjunctivitis……………………….

Dermatitis……………………………

Hepatitis……………………………..
	Eczema………………………………..

Food allergy………………………….

Boils………………………………….

Psoriasis……………………………. Hives…………………………………..

Hayfever………………………………

Rhinitis……………………………. 

Joint pains……………………………

Gingivitis……………………………..

Gastritis…………………………… IBS………………………………….
	Glandular fever…………..………..

Glue ear…………………………….

Labarynthitis……………………….

.Otitis media………………………..

Tinnitus……………………………..

Infections…………………………. Colds……………………………….

Verruccae/warts………………….

Water retention…………………..

Others………………………………..


	Indigestion………………………..… Stomach upsets……………………

Bad breath…………………………..

Bloating………………………………

Constipation………………………...

Diarrhea……………………………..

Flatulence…………………………...

Duodenal ulcer……………………..

Stomach ulcer…………………….

Mouth ulcer………………………….

Tooth decay……………………….

Anal irritation……………………….
	Excessive hair loss…………………

Anxiety. ……………….………………

Exhaustion……………………………

Fatigue………………………………..

Fluctuating energy………………….

Low energy…...………………………

Mood swings…………………………

Poor concentration………………….

Poor memory…………………………

Headaches……………………………

Migraines……………………………..

Dull or oily hair…….………………...
	Hot or cold sweats……………….

Hyperactivity……………………….

Insomnia……………………………

Irritability…………………………..

Low/high sex drive……………….

Cracked lips…………………………

Depression………………………….

Dizziness…………………………….

Dry skin/hands………………………

Dry eyes……………………………..

Others……………………………….


Women only:






NO
YES

Have you ever had:
Have you ever taken the contraceptive pill?


□
□

Uterine cancer

□

Have you ever considered treatment for infertility?

□
□

Ovarian cysts

□


Have you ever taken HRT?




□
□

Breast lumps/cysts
□
Have you had a hysterectomy?




□
□

Breast cancer

□


Have you ever had an IUD?




□
□

Cervical cancer

□
At what age did you start menstruating? 
…………….




Ovarian cancer

□
What age did you enter the menopause?……………




Fibroids


□









Have you ever had:
Intermittent vaginal bleeding
□
Excessively heavy periods
□

Irregular periods
□
Pre-menstrual syndrome
□
Mastitis



□

Osteoporosis

□
Endometriosis


□
Hot flushes


□

Vaginitis

□
Painful periods


□
Painful intercourse

□

Vaginal dryness

□
Pelvic inflammatory disease
□


Other and comments………………………………………………………………………………………………………………………..
For Men only:

Altered urine flow

□
Infertility


□
Prostatitis


□
Benign prostatic hypertrophy
□
Testicular cancer

□
Impotence


□
Low sperm count/motility
□
Infrequent shaving

□
Prostate cancer


□
Other and comments

…………………………………………………………………………………………………………………………………………………

Stress profile 

Have you recently changed jobs?…………………………

Are you happy at work?……………………………………….

Are you happy at home?…………………………………...

Have you moved recently?…………………………………..

Are you a new parent?……………………………………..

How do you relax?……………………………………………

Have you recently married or separated?………………..

Do you cope with stress well?………………………………

Have you experienced a financial or other loss?…………

Do you smoke?………How many per day….……………..

Are you recently bereaved?………………………………..

Do you exercise?……………What…………………………..

General health – Do you have?

Fast metabolism………………………..
Poor sense of taste or smell……………
A good appetite……………………………….

React badly to insect bites……………..
Experience excessive thirst…………….
Back ache……………………………………...

Inability to gain weight………………….
Sore knees……………………………….
Dark circles under the eyes………………….

Little body hair…………………………..
Static weight……………………………..
Stretch marks………………………………….

Difficulty getting to sleep………………
Loss of skin elasticity……………..
Teeth grinding…………………………………

Dry mouth………………………………
Muscle aches……………………….
Easy bruising………………………………….

Early graying hair………………………
Wake-up early………………………..
Weight gain at hips and thighs………………

Need less than 7 hours sleep………..
White marks on finger nails………..
Weight gain around abdomen…………….…

Need more than 7 hours sleep……….
Weight gain back and shoulders…..
What time of day are you at best……………
Do you have or use any of the following:

Copper water pipes 

□



Hard water
□


Soft water
□

Lead water pipes or mains
□


Aluminum cookware
□

Cast iron cookware
□

Do you have mercury fillings?
□
 Do you live or work in a polluted area
□
Diet and lifestyle

Are you on a special diet? (eg. Religious, diabetic or others, please specify)……..………………………………………………….

…………………………………………………………………………………………………………………………………………………

Do you eat chocolate/confectionery/cakes or biscuits? (please circle)  How many x day……………………………………………

Do you drink alcohol?…………………………………………………………     Do you eat white bread, pasta and

Do you drink tap water only?…………How much water x day……………
   white rice?…………………………………………….

Do you drink tea or coffee and how many x day?………………………….     Is shopping for food easy for you?…………………
Do you eat pre-packed food? How many per week?…………………………  Do you add salt to your cooking/food?………….…
Do you fry your food?………Do you eat fried food?....……………………….  Do you eat when stressed?………………………...
Do you eat organic food?………………………………………………………..  Do you add sugar to your food?……………………

Do you eat fish?. …………How often x  week?….….. ………………………  Do you eat red meat?….How often x week?……..

Are there any foods that you crave?..…………………………………………   Do you cook for one?………………………………

Are there any foods/drinks to which you are addicted to?………………….
   Do you eat a lot of dairy and wheat?…………….

Are you following a special diet at present?………………………………….
   Do you eat out frequently?……………….……….

Do you cater for a special diet in the family?…………………………………   Do you enjoy food?…………………………….…..

Do you or have you experienced an eating disorder?………………….……   Do you enjoy preparing food?…………………….

Have you followed any special diet in the past?……………………………..
   Is your diet repetitive?……………………………..

Is there any food you would find hard to give up?………………………………………………………………………………………

Are you willing to make any change in your diet?……………………………………………………………………………..………..
Please just tick if any of the following statements relates to your experience:

I actually feel worse on a healthy diet


□
Eating beef/steak puts me to sleep

□
I feel dizzy for no apparent reason


□
Eating beef/steak makes me feel strong

□
My moods swing up and down



□
My energy swings from high to low

□
A single cup of coffee makes me anxious

□
I must eat frequently during the day

□
Additional comments

Sign here to state that the above is true at the time of your consultation………………………………date ………….
Nutrition Health Check Form


Maria Esposito BSc (Hons) R nutritional Therapist – R-Craniosacral therapist MBANT -RCSTA – RCHNC – www.nutritionhealth.net








Date:……………………





Doctor’s name ………………………………………………………………Tel. N. ……………………………………………...


Address……………………………………………………………………………………Post code……………………………..





Number of children if any:……………………………





Have your experienced any digestive disorder as a result of travelling abroad? Please specify


………………………………………………………………..


………………………………………………………………..………………………………………………………………





Are you currently:


Planning to become a father			□


Planning to become pregnant           		□ 


Pregnant at this moment in time       		□


Are currently experiencing fertility problem? 	□	





Medical history


Please list your illness/operations (excluding colds and flu) starting from your childhood and including your current problems. 


Also please list any supplements, herbs, homeopathic remedies, with specific brand names, that you are currently taken and why. 


If it is possible, please bring these with your first consultation.
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