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Health & Nutrition Client Holistic Assessment Form
Please help us by providing as much information as possible by completing this questionnaire.
Your Name:       ____________________________________________________________
[bookmark: _GoBack]Age:                  ______________ Gender:    __________ Date of Birth: ______________________
Address:  _______________________________________________________________________________
Email:  __________________________________ Telephone no.___________________________
Current Body Weight (kg/ lbs.)    ______________ Height (in inches/cms):        __________________
Waist (circumference around navel):        _______________Blood Group__________________________
Chest:   ______________________ Hips:         ________________________                
    Job Description: Full time/Part time    _______________________
    How would you describe your current job?
· Sedentary
· Mostly sedentary but needs moving from place to place
· Moderately active
· Highly active

· Do you feel tired after walking fast or climbing stairs (Y/N)?   __________________

· How many times do you eat in a day        ___________________
· How much water do you drink in a day    ________________________
· Do you skip breakfast (Y/N/Sometimes/Often)?    __________________

· Please list down your meals and average timing. If you take any snacks in between meals, write them down as well. _________________________________________________________
                          _______________________________________________________________________________

· Do you usually eat out at hotels, restaurants and canteen? If yes then how many times a week?
· _________________________________________________________

· Do you consume alcohol? If yes then how many times a week or month?
___________________________________________________________.
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· Do you smoke? If yes then how many cigarettes in a day?     _________________

· How Much and what Dairy products you consume-cheese/Milk/yoghurt or others_________________

· Do you eat your fruits and vegetables on a rotation basis,  ____________________________

· How much red meat do you consume in a week and what type?  _________________________________

· Do you regularly order pizza, burgers, French fries and other fast foods? If yes then how many times a             week?
__________________________________________________________.
· Do you exercise? If yes then how many days a week?      _____________________________________

    What is the nature of your exercise?
· Cardio
· Weight Training
· Cardio + weight training
· Yoga
· Other (specify):   _____________________________________________

    Do you suffer from any of the following?
· Digestive issue
· High blood pressure
· Depression
· Sleeplessness      
· Any other medical condition. Please specify-  __________________________________________
    Do you suffer from any one of the following?
· Food allergies/intolerances___________________________________
· Environmental or seasonal allergies/sensitivities_____________________________________

· When was the last time you checked you blood pressure, cholesterol and blood glucose level. What was the last reading?
	


Toxic Exposure
· Do you spend a lot of time on busy roads? ________________________
· Do you live close to an agricultural area? ________________________
· Do you drink unfiltered water and how much? __________________
· What is your normal alcoholic drink? _________________________________
· Do you live in a smoky atmosphere? ________________________________                                  
· Do you spend a lot of time in front of a TV or Computer? __________________________
· Do you spend a lot of time on a mobile phone? _______________________________
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· Do you sunbathe a lot? ___________________________________
· Are you a frequent flyer? ______________________________________
· Are you exposed to chemicals through work or hobby? ________________________________
· Do you heat, freeze or wrap food in plastics? _______________________________
· Do you cook or wrap food in aluminum? ________________________________
· Do you regularly take antacid (indigestion) medication? _______________________________
· Roughly what percentage of your food is organic? _________________________________
· Do you frequently fry or roast food at high temperatures? ________________________________________
· Do you eat oily fish or shellfish more than 3 x a week? ________________________________________
· Do you regularly consume artificial sweeteners? __________________________________________
· Are your teeth filled with mercury amalgams? _________________________________________
                  

1. Are you on any medication at the moment?  ______________________________________________________
2. List of previous surgery, hospitalization, medical procedures, and major traumas (accident or falls, etc._____________________________________________________________________
3. Do you take any food/herbal supplement at the moment?  ____________________________________
4. What is your main reason for seeking nutritional advice? ___________________________________________________________________________________________________________________________________________________________________________________________________________________________
5. What outcome are you hoping to achieve? __________________________________________________________________________________________________________________________________________________________________________________________________________________
6. Do you have any concern for yourself with regards to medical conditions within your family history? E.g. Arthritis, diabetes, heart disease and Osteoporosis  _________________________________________
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Diary for Date:

	Food Group
	Food Name and Amount (if possible)

	Breakfast              Time:                                        Time:                                    Time:                                 

	                                          Day -1
	      Day-2
	Day-3

	  Grains/Starches

	

	    
	

	Vegetables

	

	
	

	Fruits

	
	
	

	Dairy

	
	
	

	Protein

	
	
	

	Fats/Sweets

	
	
	

	Beverages

	
	
	

	Comments:
	Emotional Response:




	Snack                       Time:                                   Time:                                  Time:

	
	
	
	

	
	
	
	

	
	
	
	

	Lunch                       Time:                                  Time:                                  Time:

	Grains/Starches

	
	
	

	Vegetables

	
	
	

	Fruits

	
	
	

	Dairy

	
	
	

	Protein

	
	
	

	Comments:
	Emotional Response:

	




	Snack                        Time:                                  Time:                                  Time:

	
	
	
	

	
	
	
	

	Dinner                      Time:                                Time:                                  Time:

	
	
	
	

	Vegetables

	
	
	

	Fruits

	
	
	

	Dairy

	
	
	

	Protein

	
	
	

	Fats/Sweets

	
	
	

	Beverages

	
	
	

	Comments:
	Emotional Response:




	Snack                      Time:                                       Time:                                  Time:

	
	
	
	




Client Declaration:
I declare that the information I have given is correct and to the best of my knowledge. I can undertake consultation without adverse effect and will inform you of any alteration to the above.
Signature (Client or legal guardian)_________________________ Date:  ______________________
We appreciate your time to give us information and filling the form.

 Note; All the information provided by the Client will remain strictly confidential and will not be shared.

                    [image: Macintosh HD:Users:ravi:Desktop:subnavimage.jpeg][image: Macintosh HD:Users:ravi:Desktop:ncfe_logo.gif]
www.rsnutrition.co.uk| rbsnutrition@gmail.com |07825 185174



image3.jpeg
BRCP

British Register of
Complementary Practitioners





image4.gif
ncfe Investing
Quality




image2.jpeg





‘j RS NUTRITION=sersiic sance

. R
S——— [ ——

[ —————

et ot e v 70y ot e e i e

4 oty e s e s o ey e

o ot ke (S 0



