HEALTH HISTORY FORM
Name:__________________________________ Age: _____ Date of birth: __________________
Height:_________ Current weight:________ Weight one year ago:______ Ideal weight:________
When would you like to reach your ideal weight?________
History of family health problems?:___________________________________________________________
Occupation:___________________________ How many hours do you work per week?:_____
Relationship status?:______________ Children?:______
Please rate your stress levels on a scale of 1-10 (10 being high): _______
How would you rate the pace of your life: Very fast-paced, Busy, Moderate, or Relaxed
Do you experience any troubles with digestion? (constipation, diarrhea, IBS, colitis, acid reflux, etc.)
List:_______________________________________________________________________________________
__________________________________________________________________________________________
Do you sleep well?________ Do you wake up at night?_________ Hours of sleep/night:_______
What time do you go to sleep?________ Wake up?_______
How much water do you drink per day? _________
How many alcoholic beverages do you consume per week?________
How many caffeinated beverages do you consume per week?_______
How many times do you exercise per week?_______ What type of exercise do you like best?______________
Do you eat when you are bored? __________ stressed? _________
Do you have challenges with portion control?_________
Do you have cravings for sugar, carbs, salt, fatty foods, cigarettes, alcohol? (circle which applies to you)
Other cravings:__________________________________________________________________
List the 3 worst foods you eat during an average week:_____________________________________________
List the 3 healthiest foods you eat during an average week:__________________________________________
WOMEN ONLY:
Are your periods regular?_____ How many days in your flow?______ How frequent?_______ Are your periods
painful or do you experience PMS? Explain:_______________________________________________________
Are you currently menstruating?_______ If no, what is the expected date of next period?_________________
Are you currently pregnant? Y N
Have you tried health/weight loss/nutrition programs in the past? If so, which, and were they successful?
__________________________________________________________________________________________
__________________________________________________________________________________________
Do you take any Medications/Supplements? If so, please list:________________________________________
__________________________________________________________________________________________
Allergies or sensitivities? If so, please list:________________________________________________________

Are you currently involved with any specific therapies: (i.e. mental health, massage, or other) Please list:____
__________________________________________________________________________________________
How many meals do you eat that are home-cooked?______ How many times do you eat out per week?______
Where do you do your grocery shopping?______________
How much do you budget/spend each week on groceries for your family? $__________
How much do you budget/spend each week on eating out for your family? $__________

Which foods did you eat often as a child? (list 2-6 foods per category)
BREAKFAST
LUNCH
DINNER
SNACK

BEVERAGES

What about 1 year ago?
BREAKFAST
LUNCH

DINNER

SNACK

BEVERAGES

What are your meals like currently?
BREAKFAST
LUNCH

DINNER

SNACK

BEVERAGES

List any serious illness / hospitalizations / injuries:_________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
What are your major health concerns / goals?
1. ________________________________________________________________
2. ________________________________________________________________
3. ________________________________________________________________
What would you like to be different 6 months from now? ___________________________________________
__________________________________________________________________________________________
What do you perceive might stand in the way of you investing in your healing in either of the above areas?
__________________________________________________________________________________________
__________________________________________________________________________________________

From a scale of 1 to 10 (10 being completely ready) how ready are you to move outside your comfort zone for
the sake of finally achieving the life and peace you desire? __________
Any additional comments/concerns/questions, etc?________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

