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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 or anyone else, except for legal requirements. (Maria Esposito BSc Hons)

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

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

E-mail..................................……...………………………………..(opt-in by writing yes here………………. For my nutri-news information and events. You can opt out at any time after you receive your first nutri-news, this will be monthly).  Occupation………………………………                  Gender…………  Home tel. number.................................…...... or mobile number ……………............... ……........................…….

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

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

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

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

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

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

	Any other relevant information please write it next boxes
a

	
	
	


NB Please continue on a different sheet if necessary

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……………
Diet and lifestyle

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

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

How much water you drink a day…………………….

How much alcohol you drink a day or week………………………………………and what 

Additional comments

Your own Birth
How was your birth? 

Traumatic?  Please describe

Ventouse used?.......... forceps…………….. C-Section elective or emergency? 

Breastfed or bottle fed and till what age?

How was your mother pregnancy? 

Medication taken as soon as you were born?

Any Vaccination? What and what age

Any Known allergies? 

Any current or past accident or emergency?

Please sign that the above is true at the time of the appointment: (parents are to sign for consent for a baby/child). signed the disclaimer for myself and/or my child/baby.
Your Name ………………………                                      Your signature --------------------------------------------------------------------

Nutrition & craniosacral health history form 











Date:………





Number of children if any:……………………………





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.











PAGE  

