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Date: __________
Nutrition Programme Questionnaire

This questionnaire is designed to provide your nutritional therapist with all the information necessary to build you an individual nutritional programme specifically tailored to your needs.  Please answer the questions as accurately as you can.

First Name: ____________________________                   Last Name: _____________________________
Address: ______________________________________________________________________________
__________________________________________     Post Code: _________________________________
Telephone Number (Work): ____________________       (Home): ________________________________
Telephone Number (Mobile): _____________________   Email: ________________________________
Date of Birth: _____________    Age: ________   Occupation: _______________________________
Height (cm): ________   Weight (kgs) ________ BMI (office use only):___________Blood Type: O A B AB
	Your Main Health Concerns


Please make a list of all the health problems you would like to clear up, and indicate how long you have had these problems, e.g. Headaches 5 years (continue on the back of this sheet if you need more space)

Health problem: please list in order of priority




  Duration

1 ___________________________________________________________                         _____________
2 ___________________________________________________________                          ____________
3 ___________________________________________________________                          ____________
4 ___________________________________________________________                         _____________
Under what circumstances do these problems improve?

______________________________________________________________________________
Under what circumstances do these get worse? 
______________________________________________________________________________
Do you take any medications? State name and dosage:
______________________________________________________________________________
Do you take any supplements? State brand name and dosage:

_____________________________________________________________________________
Please list any health concerns and/or operations that you had in the past (e.g. childhood asthma, eating disorders, gall bladder removed, etc):

______________________________________________________________________________
Please list any recent medical or functional test results that you have available: 
_______________________________________________________________________________
	Family Health


Do you have any children? If so, please state age and sex:
________________________________________________________________________________
Are there any particular illnesses or conditions in your family (e.g. asthma, eczema, heart disease, hay fever, etc)? If so please state which:
Mother: _______________________________                    Father: _________________________________
Brother / Sister _________________________                    Children: ________________________________
	DIETARY ANALYSIS (please give as much information as you can)


Do you have any dietary restrictions (e.g. vegetarian, vegan, etc) ______________________________
	How many slices of bread do you eat each day? ____ /day

How many times a week do you eat pasta? ____/week    

How many times a week do you eat biscuits or cakes? _/week

Do you normally choose white bread or rice? Yes/No

How many pints of milk do you drink in a week? ____/week

How many times a week do you eat cheese? ____/week

How many times a week do you eat bio yoghurt? ____/week

Do you choose full-fat or low-fat dairy option? Yes/No
	How many pieces of fruits do you eat each week? ___/week

How many times a week do you eat salad? ___/week

How many pieces of raw/steamed veg do you eat daily? _/day

Do you add salt to food – in cooking or at the table? ____
How many cups of coffee do you drink in a day? __/day
How many cups of tea do you drink in a day? ___/day
How many teaspoons of sugar do you add? ___tsps.
How many glasses of water do you drink in a day? ___/day


Please write down what you usually eat and provide a rough portion size of your food intake.
WEEKEND 
	DAY

1
	Breakfast
	Lunch
	Dinner

	
	
	
	

	
	Snacks/Drinks:


	DAY

2
	Breakfast
	Lunch
	Dinner

	
	
	
	

	
	Snacks/Drinks:


WEEKDAY
	DAY

1
	Breakfast
	Lunch
	Dinner

	
	
	
	

	
	Snacks/Drinks:


	DAY

2
	Breakfast
	Lunch
	Dinner

	
	
	
	

	
	Snacks/Drinks:


	DAY

3
	Breakfast
	Lunch
	Dinner

	
	
	
	

	
	Snacks/Drinks:


WHICH OF THE FOLLOWIG SYPMPTOMS APPLY TO YOU?
PLEASE ANSWER THE QUESTIONS OR STATE YES OR NO
*UNDERLINE SYMPTOMS WHERE APPROPRIATE 
	Profile 1 - CV


	Do you suffer from high blood pressure? ______
Do you have diagnosed high cholesterol levels? ____
Do you have diagnosed heart disease? _____
Is your resting pulse above 80 beats per minute? ____
Do you exercise less than 20minutes 3 x per week? ___
Are you easily out of breath? ______
Do you suffer from chest pains upon exertion? ___
Are you more than 14lbs (7kg) over your ideal weight? ___
	How many units of alcohol do you drink in a week? ___
What is your usual alcoholic drink? ______
How many cigarettes do you smoke per day? ______

Which oils do you use in cooking? ________
How often do you eat deep fried foods? _______
How often do you eat red meat? _________

Do you eat any nuts or seeds (state which)? _____
How often do you eat oily fish (state which)? _____


	Profile 2 - GT


	Often feel agitated, easily upset or nervous  ______

IF A MEAL IS MISSED, DO YOU EXPERIENCE:

· Fatigue or weakness    _______

· Irritability or mood swings _____

· Poor memory and / or concentration ______

· Thoughts less focused, more fuzzy ______

· Headaches ______

· Heart palpitations _______
	Energy slump during day – especially afternoon _____

*Occasional shakiness, jitteriness or tremors _____

Craving for sweets ______

Craving for stimulants (tea, coffee, cigarettes) _____

	
	Excessive of frequent urination _____

Excessive thirst or appetite _____

Breath smells sweet _____

*Unintended weight loss or excessive weight gain ___


	Profile 3 - AD


	 Fatigue and lethargy not relieved by sleep _____

*Hard to get up in the morning / poor sleep patterns____

 Multiple food allergies or intolerances _____

 Decreased productivity _____

*Irritable, aggressive, less tolerant _____

 Less able to handle stress _____

 On average, how many hours of quality sleep do you get a   night? __ hours
	*Apathy and depression – lack of interest in life _____
 Unexplained anxiety _____
 Feel better, or “more alive”, in the evening _____
 Feel light headed or dizzy when standing up _____
*Difficulty building muscles or gaining weight _____
 Often sweat excessively ______


	Profile 4 - TH


	*Lethargy, fatigue or poor stamina _____

*Weight gain or difficulty in losing weight _____

 Sensitivity to the cold (tendency to feel cold) _____

*Poor digestion, constipation _____

*Dry skin and/or coarse hair _____

 Excessive hair loss _____
	Outer third of eyebrows thinned or lost _____

Depression, difficulty coping _____

Decreased sweating ______

Diminished libido or less interest in sex _____

*Infertility or multiple miscarriages _____

Menstrual irregularities ______


	Profile 5 – Female only


	Have you experienced fertility problems? _____

Do you have a history of miscarriages? _____

Do you experience heavy periods? ______

Are you periods irregular? _____

Do you experience period pains (cramps)? _____
	 Do you use the contraceptive pills or IUD? _____
*PMS – anxiety, irritability, tension, mood swings *
*PMS – sweet cravings, fatigue, headaches *
*PMS – breast tender, bloating, water retention 
*PMS – depression, crying, forgetfulness 
*Are you menopausal, peri- or post-menopausal?

	Are you pregnant? If so, how many weeks _______

Are you trying to become pregnant? ______
	

	
	Are you taking HRT? If so, how long _________


WHICH OF THE FOLLOWIG SYPMPTOMS APPLY TO YOU?

PLEASE ANSWER THE QUESTIONS OR STATE YES OR NO

*UNDERLINE SYMPTOMS WHERE APPROPRIATE 

	Profile 6 - TOX


	Rarely eat organic foods _____

Do not wash fruit and vegetables before eating _____

Eat processed foods more than three times a week ____

*Live or work in a smoky environment _____

*Live in a city or near a busy road _____

*Live or work near an industrial plant _____
	Usually cycle to work _____
Job involves working with chemicals _____
More than three mercury dental fillings ______
Mercury fillings recently removed _____
Often use recreational drugs _____

Normally drink unfiltered tap water _____


	Profile 7 - IS


	Do you have personal or family history of cancer? ___

Do you catch more than two colds a year? _____

Are you prone to frequent colds and infections? _____

Are you prone to swelling or bleeding gums? _____

Are you prone to environmental or chemical sensitivities?  _____
	Do you have an auto-immune disease? _____

Do you suffer from an inflammatory condition? _____

Are your lymph glands swollen or sore? _____

Are you prone to thrush or cystitis? _____

Have you recently taken antibiotics? ______

Do you have a history of taking antibiotics? _____


	Profile 8 – A & FS


	Please list any known food allergies for intolerances:

__________________________________________________________________________________________

Which foods or drinks you would find the most difficult to give up?

__________________________________________________________________________________________

WHICH OF THE FOLLOWING APPLY TO YOU?

	Migraines _____
Facial puffiness _____
Itching or watery eyes _____
Dark circles under the eyes ____
Sinusitis ____
Excessive sneezing ____
Constant sore throat ____
	Excessive mucus production ____
General joint pain or stiffness ____
Muscle aches and pains ____
Fluctuating fatigue ____
Fluid retention ____
Difficulty losing weight ____
Rapid weight fluctuations ____
	Binge or compulsive eating ____
Food cravings ____
Itchy skin ____
Psoriasis ____

	
	
	Asthma ____
Hay fever ____
Eczema or Urticaria (Hives) ____


	Profile 9 - DIGEST

	↑HCl
	History of gastric ulcers or gastritis ____
Black or tarry stool ____
	Stomach pains ____
Sour taste in the mouth ____

	
	
	

	
	Do not chew food properly ____
“Heavy “ feeling within half an hour after break ____
Abdominal bloating and discomfort ____
Less than one bowel movement daily ____
	Stool hard and difficult to pass ____
Excessive flatulence ____
*Weak, peeling, split or ridged nails ____
Indigestion and reflux ____

	↓HCl
	
	

	
	
	

	
	Intolerance to alcohol ____
Yellowish cast to the skin or eyes ____
History or FH of liver/gall bladder disease ____
	Fatty foods cause indigestion or nausea ___
Bitter taste in the mouth ___
Light or clay coloured stool ___

	L/GB
	
	

	
	
	

	P/C
	IBS – alternating constipation and diarrhoea ___
Indigestion one to three hours after eating ___
	Eating fruits causes bloating ____
Itching around the rectum ____

	
	
	

	IP
	History of taking antibiotics or NSAID ___
Multiple food allergies or intolerance ___
	Difficulty gaining weight ____
Unexplained muscle aches ____

	
	
	


UNDERLINE THE CONDITIONS THAT APPLY TO YOU.

SOME SYPMPTOMS ARE REPEATED. PLEASE UNDERLINE THEM IN ALL CASES.
	Profile 10 - Vits


	C
	Frequent colds                          
Frequent infections                   
Slow wound healing

Broken capillaries
	Varicose veins 
Easing bruising 
Bleeding, swollen gums

Nose bleeds 
	Smoker 
Highly stressed 
Lack of energy, fatigue 
Spends lots of time in traffic


	Ret.
	Poor night vision 
Ulcers – gastric or mouth 
Acne 
	Eczema 
Psoriasis 
Dry hair or dry skin
	Eyes – dry, itchy, red 
Respiratory infections 
Sinusitis 


	Chlc.
	Bone pain 
Osteoporosis

Joint pain or stiffness 
	Bony deformities 
Arthritis 
Muscle weakness 
	Muscle spasm

Tooth decay

Psoriasis 


	Toc.
	Infertility (male/female) 
Miscarriages 
Anaemia/skin pallor 
	Cataracts
Heart disease

Shortness of breath
	Accelerated aging
Age spots 
Low sex drive


	Thm.
	Numbness in legs 
Burning feet or hands
	Pins and needles 
Poor concentration 
	Depression 
Indigestion stomach pains


	Rbf.
	Red, burning or gritty eyes

Sensitivity to bright lights 
	Seborrhoeic dermatitis 
Blurred vision 
	Dry, cracking, peeling lips

Cracks – corner of the mouth


	Niac.
	Dermatitis 
Diarrhoea 
Dementia or memory loss 
	Depression 
Irritability 
Reynaud’s Disease 
	High cholesterol 
Elevated triglycerides 
Headaches or migraines 


	P.A.
	Poor stress tolerance

Stressful lifestyle 
Rheumatoid arthritis
	Apathy

Depression 
Dizziness upon standing
	Fatigue 
Numbness in the feet 
Allergies/sensitivities


	Pyr.
	Poor dream recall

Mood swings 
Depression

PMS
	Water retention

Kidney stones 
Anaemia 
Carpal tunnel syndrome 
	Eczema 
Seborrhoeic dermatitis

Asthma 
Heart disease


	Cbl.
	Skin pallor 
Fatigue 
Tingling/ in hands/ feet 
	Sciatica 
Smooth, sore tongue 
Irritably or moodiness 
	Nervousness

Depression 
Confusion/poor memory


	F.A.
	Anaemia/skin pallor 
Fatigue 
Shortness of breath 
	Pregnant 
Miscarriages 
Infertility 
	Diarrhoea 
Insomnia 
Forgetfulness 


	Biot.
	Dry, greyish skin

Seborrhoeic dermatitis 
Dry skin 
	Poor hair condition 
Excessive hair loss 
Alopecia 
	Pale, smooth tongue 
Sore tongue 
Candida


UNDERLINE THE CONDITIONS THAT APPLY TO YOU.

SOME SYPMPTOMS ARE REPEATED. PLEASE UNDERLINE THEM IN ALL CASES.
	Profile 11 - Mins


	Ca
	Osteoporosis 
Bone/ joint pains, arthritis 
Muscle cramps
	Brittle nails 
Tooth decay

Insomnia 
	Anxiety, nervousness 
Hyperactivity 
High blood pressure 


	Mg
	Irregular heart beat 
High blood pressure 
Angina 
	Muscle cramps or spasms 
Insomnia 
Migraines 
	Asthma 
PMS 
Constipation 


	K
	Irregular/ rapid heart beat 
High blood pressure 
Muscle cramps 
	Muscle weakness 
Mental apathy 
Fatigue, lack of energy
	Constipation 
Oedema, water retention

Intense thirst  


	Fe
	Anaemia 
Skin pallor

Fatigue or listlessness 
	Excessive hair loss 
Breathlessness

Brittle hair or nails 
	Heavy blood loss 
Sore tongue 
Cracks at edge of mouth 


	Zn
	White spots on fingernails
Stretch marks/ skin lesions 
Poor sense of taste/ smell 
Diabetes 
	Slow wound healing 
Susceptibility to infections

Infertility (male/female)

BPH 
	Depression 
Slow hair & nail growth 
Acne or greasy skin 
Chemical sensitivity


	Cu
	Anaemia 
Skin pallor

Bleeding gums 
	Easy bruising 
Skin sores 
Hair/ skin depigmentation 
	Depression

Prone to infections 
Cardiovascular disease 


	Mn
	Arthritis 
Disc or cartilage problems 
Sore knees 
	Reduced fertility 
Blood sugar imbalances

Hearing loss 
	Tinnitus

Poor sense of balance 
Atherosclerosis 


	Cr
	Low blood sugar 
Craving for sweets 
Need for frequent meals
	Lack of energy

Drowsiness during the day

Anxiety or irritability )
	Poor concentration 
High blood fats 
High cholesterol 


	Se
	Family history of cancer 
Cardiovascular disease 
High blood pressure 
	High cholesterol 
Mercury dental fillings 
Chemical hypersensitivity  
	Cataracts 
Age spots

Premature ageing


	I
	Goiter 
Immune weakness 
	Female hormone diseases
Oestrogen based cancer
	Hypothyroidism 
Do not eat any seafood 


	B
	Osteoporosis
	Arthritis 
	Postmenopausal 


	EFA
	Dry skin or dry eyes 
Dry mucous membrane

Brittle or cracked nails 
Eczema

Asthma 
	Excessive thirst 
Inflammation

Allergic tendencies 
Hay fever 
Psoriasis 
	High blood pressure
High cholesterol 
Decreased fertility 
PMS or breast pain

Behavioural changes 


UNDERLINE THE FOLLOWING THAT APPLY TO YOU

	Profile 12– HIS


	Sleep over 8 hours

Sluggish metabolism

Fat or “well covered”
	Little sex drive

Slow to wake up
	Much body hair

Short toes and fingers
	Infrequent colds

Can tolerate pains


	Sleep less than 7 hours

Family history of allergies

Long toes & fingers
	Strong sex drive

Fast metabolism

Tends towards depression
	Little body hair

Don’t put on weight
	“Morning person”

Poor tolerance of pain


PLEASE ANSWER THE FOLLOWING QUESTIONS
	Profile 13 – Other symptoms


	Do you get any sever and/or persistent pain in any of the following:

	Head ___
	Abdomen ___
	Chest ___
	Eye ___
	Temple ___
	On passing urine ___

	Other       Please write in: _______________________________________

	Do you ever get blood in any of the following:

	Vomit ____
	Stool ____
	Urine ____
	Sputum ____

	Have you recently had any changes in:

	Level of thirst ____
	Weight ____
	Appetite ____
	Skin ____

	Vision ____
	Bowel movements ____
	Urination _____
	Waist measurement ____

	Body/ face shape ____
	Swallowing ____
	Breathing ____
	Personality/ behaviour ___

	Please detail these changes:




ADDITONAL INFORMATION

PLEASE NOTE ANY OTHER INFORMATION THAT MAY BE RELAVANT TO YOUR HEALTH
	DECLARATION:

I hereby confirm that this information is correct to the best of my knowledge and that I am not withholding any important information.

Date: ______________________    Signed:_________________________________________________






1

