Zone Nutrition Ltd, Client Health Information 2011
Date ___________________________
Name _________________________________________________________________
email__________________________________________________________________
Address_______________________________________________________________

Phone number_____________________________________
Male ________  Female _________ Age _______________

Weight __________ 


Height  ____________

Waist at Navel, keep tape level – look in the mirror, in morning before breakfast ________________ 
 
          Hips – at biggest part females only   __________         
Wrist (males, at bend dominant hand) ________ 


Body fat % if known_________________ Method used ___________________
How much exercise per week? Length, frequency and intensity ____________________
Any special dietary requirements e.g. vegetarian etc. ____________________________

Pregnant or breast feeding?________________________________________________

Prescription Medication ______________________________________________________________________
Supplements (vitamins etc) – list all 
______________________________________________________________________
Medical test results if you have them
Cholesterol: Total______ HDL________ LDL _________ TG ___________ Ratio ____
C-Reactive Protein 

Blood sugar test: HbA1c or fasting glucose
Vitamin D

Other Drs test results if applicable – please attach
Blood pressure (as recent as possible)
Health Checklist – please write short note about any health problems

Blood sugar problems – reactive hypoglycemia, diabetes 1 or 2
Carbohydrate (sweet or starch) cravings – at what time after a meal / Intensity

Joints / arthritis

Muscular / OOS / Fibromyalgia
Chronic Pain, where? How long for?
Headaches / Migraines

Respiratory / lungs / asthma / breathing problems / Excess mucus / allergies
Frequent colds, flu or other infections

Have you had cancer? Type, how long ago?
Food allergies

Food intolerance, sensitivity  (if so how was this determined?)
Digestive problems:

Indigestion / GERD / bloating / IBS / constipation / leaky gut / diarrhea / gall bladder
Liver / fatty liver / abnormal tests
Skin problems eg dry, acne, fast ageing / Eczema, psoriasis, rash
Brittle nails or hair 
Fluid retention – eg. Puffy / fluidy feet hands ankles / eyes etc. 
Hormonal e.g. thyroid, adrenals other?
Auto immune disease – what type, what current symptoms
Kidney problems

Male problems e.g. prostate, ED
Gynecological: female hormonal problems e.g. menopausal, PCOS / PMT /Period pain

Weight gain / loss recently
Do you think your weight is ideal, if not what?
Energy levels out of 10

Fatigue – what time of day
Mental focus 

Recovery after exercise

Sleep problems / Waking in the night

Alert or Groggy on waking

Mental health problems 
Sense of wellbeing / depression
Any other health problems or concerns – no matter how small?
What are your health goals – what are you hoping to achieve with better eating?

What is a typical days eating?

List all food as accurately as possible, include what you drink.

Breakfast

Morning tea

Lunch

Afternoon tea

Dinner 

After dinner

Alcohol

Sugar in drinks (including fruit juice)
Artificial sweetener

Mindless snacking

Food weaknesses.

Emotional eating issues

Have you been on any diets before? 

What was your success, how did you find the meal plan?

