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NUTRITIONAL ASSESSMENT FORM


CURRENT HEALTH/ HEALTH HISTORY

Circle all that pertain:

	Past
	 Present 
	
	Past 
	Present 
	
	Past 
	Present 

	Acne 
	
	Difficulty losing weight 
	
	
	Intestinal problems 
	
	

	Addiction (alcohol, drugs)     
	
	Difficulty gaining weight 
	
	
	Kidney stones 
	
	

	Anemia                                  
	
	Emotional problems 
	
	
	Liver problems 
	
	

	Anorexia/Bulimia                       
	
	(instability or sensitivity) 
	
	
	Loose stools 
	
	   

	Anxiety or nervousness         
	
	Emphysema 
	
	
	Memory loss or confusion 
	
	

	Arthritis (Rheumatoid or Osteo)                                   
	
	Fainting 
	
	
	Nails, poor growth 
	
	

	Bladder infections (Cystitis)       
	
	Gall bladder problems 
	
	
	Nails, white spots 
	
	

	Bloating, gas, or indigestion  
	
	Gout 
	
	
	Panic attacks 
	
	

	Blood sugar problems           
	
	Hair loss or poor hair growth 
	
	
	Parasites 
	
	

	Bronchitis 
	
	Headaches 
	
	
	Pregnant/nursing mother 
	
	

	Cancer                                  
	
	Heart disease or problems 
	
	
	Respiratory problems 
	
	

	Colds or flu (frequent)           
	
	Heartburn 
	
	
	Ringing in ears 
	
	

	Cold Sores                            
	
	Hemorrhoids 
	
	
	Seizures 
	
	

	Chronic fatigue                      
	
	Herpes simplex or type II 
	
	
	Severe mood swings 
	
	

	Constipation                          
	
	High blood pressure 
	
	
	Skin conditions 
	
	

	Dandruff                                
	
	High cholesterol 
	
	
	Stroke  
	
	

	Depression                            
	
	HIV 
	
	
	Suicidal tendencies 
	
	

	Diabetes I (insulin dependent) 
	
	Hot flashes 
	
	
	Thyroid condition 
	
	

	Diabetes II (adult onset)        
	
	Hypoglycemia 
	
	
	Ulcer 
	
	

	Diarrhea                                
	
	Insomnia 
	
	
	Yeast infections 
	
	


	Women: (please circle any that pertain)
	Men: (please circle any that pertain) 

	
	 PMS 
	  Birth control pills 
	
	 Frequent urination 

	         Irregular period
	  Loss of libido 
	          
	 Difficulty with urinating 

	
	Painful periods 
	  Menopause 
	        
	 Difficulty with erection 

	 
	Loss of periods 
	  Painful intercourse 
	
	 Loss of libido 

	
	Children # 
	  Hysterectomy 
	
	 Prostate enlargement 


FOOD REVIEW
Describe a typical day’s intake (including meals, snacks, drinks, and times of day.)   Be as specific as you can with quantities, restaurants, & brands of products.
Breakfast:

Lunch:

Dinner:

Snacks: 

How many times do you usually eat per day?


How many 8 oz. glasses of water do you drink each day? 

Do you drink?   
□ Coffee 

How many cups per day?  _____




□ Soda 

How many cups per day?  _____



□ Diet Soda 

How many cups per day?  _____



□ Tea 


How many cups per day? _____




□ Juice 

How many cups per day?  _____



□ Milk
 

How many cups per day?  _____
Do you often skip meals_______ If yes, which one(s) do you most commonly skip? 

	Do you crave the following? 
□ Sugar 
	□ Meat 
	□ Fat / Fried Foods

	□ Chocolate 
	□ Fish 
	□ Alcohol 

	□ Desserts 
	□ Milk/cheese 
	□ Bread 


□ Other _____________________________________________ 

What time(s) of day are you the hungriest?

Do you enjoy cooking?

Which oils do you consume? 

· □ Butter 

□ Peanut oil

□ Canola 

· □ Margarine 

□ Corn oil

□ Sunflower/Safflower 

· □ Olive oil 

□ Crisco 

□ Mayonnaise 

· □ Coconut oil 
□ Vegetable oil 
□ Flaxseed oil 

· □ Soybean oil 
□ Other:_______________________ 
Which foods do you strongly dislike?

What are your favorite foods?
MEDICAL REVIEW

List all medications which you are prescribed and/or are currently taking:
List all nutritional supplements which you currently take:

Family history- Describe any diseases, illnesses, or ailments suffered by family members (mother, father, grandparents, siblings):

Do you have any food allergies, restrictions, or sensitivities?

Please feel free to expand on any health concerns which you feel are relevant:

Have you attached lab reports? 

Are there any labs you need to have taken?

LIFESTYLE FACTORS
Do you Exercise? _________ If so, what type, frequency, intensity, duration?
How much sleep do you get on average each night?  Any problems sleeping? 
Do you smoke or have you recently quit smoking? 

How often do you have bowel movements?

How often do you urinate?

Do you consider yourself a:  
□ Light eater    □ Moderate eater   □ Heavy eater

How often do you eat out?

What restaurants do you usually eat at?

Do you eat?  



□ Alone
□ w/ Spouse 

□ w/ Friends

Do you have children?   


Y / N   

If yes, how many? 


What ages?  
I think my goals are:

□ easy to achieve

□ very difficult to achieve
□ difficult to achieve

□ impossible to achieve

On a scale from 1-10, my motivation level is a(n): __________.

If weight loss is one of your stated goals, answer these questions:

For how long do you feel you’ve had a weight problem?

What do you feel has caused the weight problem?

What diets have you tried in the past?

Have you experienced any health problems as a result of dieting?  If so, what problems?
At my ideal weight, I will be:

□ in my best state of health


□ be more energetic and full of life

□ be more comfortable around others
□ be wearing clothes I’ve outgrown









Name: __________________________________________   Date: _______ Age: ______


Address: ________________________________ City: ____________ State/Zip: ______


Phone: (H) _______________ (W) ______________ Email: _______________________


Height: ______ Weight: _____ Cholesterol: _________________ Blood Pressure: ______


Physician Name/Ph #: _____________________________________________________


Occupation: ______________________________


Reason and/or goals for consultation: _________________________________________


_______________________________________________________________________











For nutritional consultations & products: 
www.nutrolution.com 

305-515-7500


