

Initial Nutrition Consultation


Name: _____________________________ Gender:  M/F  DOB/Age: ________
Address: _____________________________________________________________
Phone: __________________________	Best way to contact : (please circle)
Email: __________________________	Phone	Text		Email
Current or History of Medical Issues:
________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current Medications: ________________________________________________________________________________________________________________________________________________

Supplements: ________________________________________________________________________________________________________________________________________________

Past Nutrition Programs: ________________________________________________________________________________________________________________________________________________

Have you had lab work done in the past year?	Yes		No
If so, which labs and results: ________________________________________________________________________________________________________________________________________________

Height: ________ Weight: _______ Body Fat %: ______ BMI: _______


Goals:

1) ____________________________________________________________________

2) ____________________________________________________________________

3) ____________________________________________________________________

Current Exercise (activity/intensity/frequency):
________________________________________________________________________________________________________________________________________________________________________________________________________________________

Allergies: (please circle) 	Food		Environmental		Drug
If any, please list: ___________________________________________________

Stress Level (0-10 scale, with 10 being high) _______
	Stressors: ______________________________________________________
	Coping: _________________________________________________________
Energy Level: (0-10 scale, with 10 being high) ________

Sleep (hours per night): _______
	Difficulty Falling Asleep		Yes 		No
	Difficulty Staying Asleep		Yes		No

Do you drink? 					Yes		No
Do you smoke? 					Yes 		No 

Water (ounces per day): _______

Digestive Problems: 				Yes		No
(gas, bloating, indigestion, heartburn, constipation, diarrhea, etc)

Females- Abnormal Menstrual Cycle:	Yes		No	

Do you have food cravings: 		Yes		No
Salty		Sweet		Other:____________________
When: ________________________________________________________________

How often do you dine away from home? __________________________





