LIFESTYLE ASSESSMENT FORM
Marianna Duba M.Sc., RHN
Name: _______________________________________________________
Date: ______________________  Age: _______________  M ____  F ____

Occupation:  _________________________________________________________
Please note that the more completely you fill out this questionnaire, the more precisely I will be able to assist you with dietary and supplement recommendations. If you require additional space, please use the back of the page.

This information is private and will not be shared with another health care practitioner without your written permission.

What is your purpose in looking for nutritional consultation?_____________________
__________________________________________________________________________________________________________________________________________

Have you ever been diagnosed with an ailment related to your main health concern?______________________________________________________________
How many hours do you work daily?  ______________________________________

What level of stress do you experience presently?
Minimal ________  Average ________ Considerable _______  Unbearable ________

What do you feel the major causes of your stress are? (indicate all that apply)
Financial ______  Career ______  Personal ______ Marriage ______  Health _______
Family ________  Spiritual _____  Unfulfilled Expectations  _____________________

Other (please explain)  _________________________________________________

In what form does your stress manifest itself? _______________________________
____________________________________________________________________

How many hours on average do you sleep daily? (Indicate nighttime sleep and naps separately)  __________________________________________________________
Are you feeling well rested in the morning?  _________________________________
Do you smoke? If yes, how much and for how long?  __________________________
Does anyone in your environment smoke?  __________________________________

Do you exercise? (if yes, indicate form, frequency and duration) __________________

____________________________________________________________________

Would you like to gain weight?  ______ Lose weight?  ______  How much?  ________

What are your interests and hobbies?  _______________________________________
____________________________________________________________________

____________________________________________________________________

MEDICAL HISTORY:
Are you currently taking any medication? List reason(s):

__________________________________________________________________________________________________________________________________________

Have you ever been diagnosed with an illness? Explain:

Please list any vitamins, minerals, herbal or homeopathic remedies you are currently taking and the amounts/dosages:

______________________________________________________________________

Do you have any allergies or sensitivities? Please, list:

____________________________________________________________________

Do you have any silver-mercury fillings? _____________________________________
How often do you have a bowel movement? __________________________________
Do you strain to have a bowel movement? ____________________________________
Do you have a loose stool? _______________________________________________
Do you use recreational drugs? Please, list:
Would you like to add any other detail to your medical history?
______________________________________________________________________
FAMILY HISTORY:
Please, list the hereditary diseases by using “F” for father, “M” mother, “S” sibling, “G” grandparent or “O” for others.

Heart Disease _______

Diabetes _______

Allergies _______
Hypertension _______

Arthritis _______

Mental Illness _______
Intestinal Disease _______
Osteoporosis
 _______
Alcoholism _______
Asthma _______


Ulcers _______
Gall Bladder Problems _______
Kidney Dysfunction _______
Cancer, type: __________________________________________________________
Other (please list): _____________________________________________________
FEMALES:

Are you or could you be pregnant? __________________________________________
Are you pre-menopausal or menopausal? ___________________________________
Are you experiencing any menopausal symptoms? Please, specify:

__________________________________________________________________________________________________________________________________________

DIETARY HABITS:
How many times a day do you eat main meals and at what times?_________________
How many times a day do you eat snacks and at what times?_____________________
How would you describe your meals?(Relaxed, on the run, alone, with family, etc.).

______________________________________________________________________

How often do you eat meat? 

Daily ________   3-5/week ________  Once/week or less ________

How often do you consume dairy products?

Daily ________   3-5/week ________  Once/week or less ________

Do you eat or use (indicate “1” for rarely, “2” for regularly, “3” for often)?
Aluminum pans ______
Margarine ______

Candy ______
Microwave ______

Fried foods ______

Refined foods ______
Luncheon meats ______
Cigarettes ______

Fast foods ______
Nutra Sweet/Aspartame ______
How many cups of the following do you drink per day:

Beer _______



Red wine ______
Coffee ______



White wine ______
Tap water ______



Other alcoholic beverages ______
Soft drinks (regular) ______

Tea (black, green, white) ______
Soft drinks (diet) ______


Fresh fruit juices ______
Fruit juices (store bought) ______

Bottled or spring water ______
Milk (1% or 2%) ______


Herbal tea ______
Milk (skim) ______



Other (please, specify) ______
Fresh vegetable juices ______
What are your favourite foods?
______________________________________________________________________
How often do you eat them?
______________________________________________________________________
What foods, if any, do you crave?
______________________________________________________________________
Do you experience any symptoms if meals are missed? What are they?

______________________________________________________________________
Do you avoid certain foods? Why? ____________________________________________________________________________________________________________________________________________
Do you experience any symptoms after meals? What are they?

______________________________________________________________________
Additional comments:

____________________________________________________________________________________________________________________________________________
How did you hear about my services? ______________________________________________________________________________
Client Statement


I understand and acknowledge that the services hereby provided are at all times restricted to consultation on the subject of nutritional and lifestyle matters intended for general well-being and are not meant for the purposes of medical diagnosis, treatment or prescribing of medicine for any disease, or any licensed or controlled act which may constitute the practice of medicine. This statement is being signed voluntarily.
Name (please print)____________________________________________________________

Home Address ________________________________________________________________

 ____________________________________________________________________________
Mailing Address (if different than above) ____________________________________________

____________________________________________________________________________
Telephone (Home)_________________________(Work)_______________________________

Signature______________________________________________Date__________________
Marianna Duba, RHN *  info@nutritionalimpact.ca * www.nutritionalimpact.ca, *  (226)218-2652
