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HEALTH ASSESSMENT FORM
	Name:       
	     



	Address:
	



	Email address:
	
	How often do you check email?
	


	Telephone – Work:
	
	Home:
	
	Cell:
	


	Age:
	
	Height:
	
	Date of Birth:
	
	Place of Birth:
	


	Current weight:
	
	Weight six months ago:
	
	One year ago:
	


	Would you like your weight to be different?
	
	If so, what?
	


	Relationship status:
	



	Children:
	
	Pets:
	


	Occupation:
	
	Hours of work per week:
	


	Please list your main health concerns. Please state any hormonal imbalances you currently experience. 
	


	

	


	Other concerns and/or goals?
	

	


	At what point in your life did you feel best?
	

	State the most impactful events in your life that might have impacted your health, such as: 

· Hospitalization 

· Accidents

· Surgery 

· Abuse (any form) 

· Trauma 

· Round of antibiotics 

· Toxic exposure (work, home, farm, etc)

· Chronic infections (like sinus, UTIs)
	


	What factors contribute to you feeling worse? E.g. air travel, pollution, stress, marriage, current job. 
	


	How is/was the health of your mother?
	


	How is/was the health of your father?
	


	What is your ancestry?
	
	What blood type are you?
	


SLEEP & RELAXATION

	Do you sleep well?
	
	How many hours?
	
	Do you wake up at night?
	


	Why do you wake up?
	

	What time do you go to bed? 
	
	What time are you asleep? 
	
	Do you wake up rested? 
	


	How do you relax today? 
	

	How would you like your relaxation to look like?  
	


EXERCISE & MOVEMENT 

	What role do sports, exercise or movement play in your life?
	

	What sports, exercise or movement would you want to take up that you are not doing today? Why? 
	


STRESS MANAGEMENT 

	How much stress is there in your life? Stress related to work, relationships, health, finances or issues from the past.
	
	(0 = none, 10 = totally stressed out

	What are the sources of your stress? People, events, work, places, thoughts, etc. Please describe.  
	


	What do you do today to de-stress or mitigate these stressors?  
	


	How do you think stress impacts your health? Please describe. 
	


RELATIONSHIPS 

	What are the most meaningful and impactful relationships you have today?  E.g. husband, family, children, support groups. 
	

	What relationships would you want to strengthen or improve?   
	


DIGESTIVE HEALTH 

	Do you experience any of these? 

· Bloating 

· Constipation 

· Diarrhea 

· Acid reflux 

· Burping 

· Stomach aches 

· Gas 
	Please elaborate here: 


	Do you know if you have sufficient stomach acid? 
	


	How often do you have bowel movement?  
	

	Describe your stool. 

· Do you see food particles?

· What is the average color?

· Does it smell foul? 

· Does it come out in a “snake” form or is it in pieces? Please see the Bristol Stool Chart (http://en.wikipedia.org/wiki/Bristol_stool_scale) for reference.  
	

	Have you been tested for parasites, yeast, bacteria or viruses in your gastrointestinal tract?  
	


IMMUNITY & INFAMMATION 

	Allergies, intolerances, sensitivities? Please explain:
	


	Were you a breast-fed baby? If yes, for how long?
	


	Do you experience yeast infections or urinary tract infections? Please explain:
	


	

	Do you experience muscle or joint aches and pains, do you feel “achy”? 
	


	How often do you come down with flu and cold? How long does it take you to get over it? 
	


TOXICITY 

	Did you or do you have amalgam dental fillings (the silver ones)?  
	

	Have you recently been exposed to any mold in your house or work place?    
	

	How often and how much alcohol do you consume?   
	

	Any history of drug usage? Recreational or addictions?   
	

	What are the household cleaning products that you use? Regular “big brands”?    
	

	What skincare products do you use? 
	

	Any issues that you know of with your liver?  
	


	Do you feel better when you go away on vacation?   
	


HORMONAL BALANCE 

	Are your periods regular?
	
	How many days is your flow?
	
	How frequent?
	

	Any pain, stiffness or bloating?
	


	Reached or approaching menopause? Please explain:
	


	Birth control history:
	


Do you experience any of these: 

	
	Use scale 0-10 (10 being severe) 
	
	Use scale 0-10 (10 being severe)  

	Tender or enlarged breasts 
	
	Hair growth on chin, upper lip or nipples 
	

	Mood swings 
	
	Sagging skin 
	

	Irritability 
	
	Breast or ovarian fibroids 
	

	Feeling wired & tired 
	
	Night sweats or hot flashes
	

	Forgetfulness 
	
	Vaginal dryness 
	

	Can’t get out of bed
	
	Crying spells for no reason
	

	Low libido 
	
	PCOS 
	

	Hair loss 
	
	Migraines 
	


LAB RESULTS
	Please provide lab work results you might have at hand.  This might include sex hormone testing, thyroid, sugar levels, cholesterol, vitamin and mineral levels, etc. 

	
	
	
	

	
	
	
	

	
	
	
	


	Do you take any supplements or medications? Please list:
	

	


	Any healers, helpers or therapies you seek help from?  Please list:
	

	

	
	


NUTRITION & HYDRATION 

	How much do you think you know about food/nutrition? 


	
	(0 = nothing, 10 = expert)

	How interested are you in food/nutrition? 


	
	(0 =  not at all, 10 = extremely)


	

	What you eat impacts your health…
	
	 (0 =  disagree, 10 = totally agree)




	What do you eat?  Please try to be as detailed and honest as possible.


	Breakfast
	
	Lunch
	
	Dinner
	
	Snacks
	
	Liquids (alcohol, water, juices, etc)

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


	How much water do you drink every day?
	


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


	What percentage of your food is home cooked?
	
	Do you cook?
	


	Where do you get the rest from?
	


	Do you crave sugar, coffee, cigarettes, or have any major addictions?
	

	

	How do you feel when you do not eat for a few hours? E.g. shaky, moody, unfocused, just hungry. 
	


	The most important thing I should change about my diet to improve my health is:
	

	

	How ready are you to make dietary, lifestyle and financial commitments to reach your goals?
	
	(0 = not ready, 10 = bring it on!)

	

	Anything else you want to share?
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