HEALTH QUESTIONNAIRE

All details are private and confidential
Please complete this questionnaire comprehensively to enable your nutritional therapist to build an
individualised nutritional programme.

Please complete and return with cheque payment for your first appointment to:
Change Nutrition Ltd, 42 Newtown Road, Hove, BN3 6AB

GENERAL INFORMATION

Today’s Date: How did you hear about Change Nutrition?
BASIC DETAILS

Name: Address: Postcode:
Mr[] Ms [] Mrs[] Telephone (day):
Other []
Telephone (evening) : Email Address : Occupation:
Date of Birth: Height: Weight:
Ethnicity: Language: Religion:
GP Name: Practice Address: GP Telephone No:

HEALTH STATUS

What are your main reasons for seeking Nutritional Therapy support at this time?

What are the other kinds of treatment or support (if any) you have tried so far?




Personal Health History

(please continue on an additional sheet if more space is needed)

Date / Year (s)

Health Condition/Issue

Treatment/Support received

Example:1972-Present

Migraines

Painkillers, acupuncture

Medication

(please continue on an additional sheet if more space is needed)

Please list any current medications and/or nutritional supplements- /include those prescribed or
recommended to you & ‘'over the counter’ medications such as those used for headaches or indigestion.

Name of medication or supplement: Reason taken: Dose/frequency
Name of medication or supplement: Reason taken: Dose/frequency
Name of medication or supplement: Reason taken: Dose/frequency
Name of medication or supplement: Reason taken: Dose/frequency
Name of medication or supplement: Reason taken: Dose/frequency




Symptom Checklist

In some circumstances the following symptoms may indicate a need to be checked out by your
GP/Consultant. Please tick all that apply. Symptoms will be discussed as part of your initial assessment.

[lany unexplained pain [ Ichest pain [ Inumbness

[Ibleeding from nipple [Iconstipation [ Iparalysis

[Iwomen -non-menstrual bleeding | [_ldepression [ Ipersistent cough

from vagina [ldiarrhoea [ Ipersistent nose bleeds
[Iblood in sputum [difficulty swallowing [Ishortness of breath

[Iblood in stool

[Iblood in urine

[CIblood in vomit

[Iblurred vision or dizziness
[Ibreast lumps

[calf swelling

[Clchange in nature of moles

[ldischarge from vagina
[Jexcessive thirst
[Ifrequent urination

[ Iheadaches

[ linability to gain weight
[Jloss of appetite

[slurred speech
[Junexplained bruising
[lunexplained heavy periods
[ lunexplained loss of periods
[lunexplained rash
[lunexplained weight loss

Do you give permission for your GP to be contacted as part of the consultation process?
Yes: [ ] No [] I would like to discuss this further when we meet [ ]

Please list any other health professionals/therapists involved in your current care?
(please continue on an additional sheet if more space is needed)

Name: Role:
Name: Role:
Name: Role:

FAMILY HISTORY

Please list any diseases or health conditions associated with your family including parents,
grandparents, aunts, uncles, siblings and own children (e.g. asthma, diabetes, drug/alcohol addictions,
heart disease, mental health problems, endometriosis, fibroids, cancer, migraine, excema, coeliac,
arthritis, ulcerative colitis , depressionetc)

Relationship (mother,
sister, father, son,etc)

Condition(s)

Please list any other information you feel is relevant about your family or personal history :




SYSTEM CHECK
(please tick all that apply)

WEIGHT
[Ifluctuating weight
[[Ifast metabolism
[ linability to gain weight
[ linability to lose weight
[Jsudden weight loss
[ Junexplained weight loss
[lunhappy with weight

SLEEP
[1Poor dream recall
[difficulty waking up
[ ldisordered sleeping pattern
[[Ifeel sleepy during the day
[feel tired all the time
[Ifeel un-refreshed after sleep
[ linsomniac

MOOD
[Jaggression/anger
[Janxiety
[Japathetic
[Jcompetitive
[ldepression
[Jeasily provoked
[easily satisfied

[Iwater retention [_Ineed less than 7 hours sleep [ lhyperactive
weight gain to: [ Ineed more than 8 hours sleep | [lirritability
[lcentral abdomen/stomach [Ishift worker [Imood swings
[_Ihips and thighs [Iwake up during the night [ Ipassive
[Igeneral [ Itense

ENERGY DIGESTION & ABSORPTION ELIMINATION
[Ibest in evenings [Ibloating [lanal irritation
[_Ibest in mornings [ leat quickly [Iblood/black stool
[difficulty getting to sleep [ lcan't tolerate fatty meals [Iconstipation
[difficulty getting up [ leat on the move [linfrequent bowel action
[lexhaustion [ leat when stressed [ offensive stool
[ Ifatigue [Iflatulence/wind [Jundigested food in stool
[Ifeel tired all the time [Jheartburn [Istools that float
[Ifluctuating energy in day [lindigestion [ldiarrhoea
[lhyperactivity [ Ireflux [Ihemorrhoids
[Jlethargic [Jcramps [Imucus in stool
[llow energy

INFLAMMATION L] prostatitis

[ lacne [ leczema [ Ipsoriasis
[ larthritis [ Ifood allergy/intolerance [ Irhinitis
[Jasthma [gastritis [sinusitis
[Ibronchitis [ Igingivitis [ISLE (lupus)
[Jcancer [Thayfever [(ulcers
[ Icardiovascular disease [ Ihepatitis [ Jurethritis
[Iconjunctivitis [Ihives [ljoint pains
[JInflamm. Bowel disease (IBD) [J1BS [Imastitis
[Jcystitis [Ifrequent infections []dermatitis

[Jadditives and preservatives
[anal itching

[ ] joint pains

[Jcaffeine keeps you awake
Ccellulite

[ Ichronic headaches
[(Jcoated tongue
[CJconstipation

[Idark circles under the eyes
[ldark coloured/scant urine
[Jdehydration

[_ldrug use (inc. recreational)
[Jexercise by busy main roads
[1 *hangover’ feeling

DETOXIFICATION
[Jexposure to moulds
[lhormone problems
[lirritability

[ lethargy

[llow fruit & vegetable intake
[_llive in a polluted area
[llow fibre intake
[Clyellow tinge to skin/eyes
[ Imercury fillings

[ Imuscle aches

[Inail infections
[Joffensive body odour
[Joffensive breath
[loffensive stools/urine

[Jregular alcohol
[sensitivity to chemicals

[ Isigns of premature ageing
[Jsmoker

[Ithrush/athletes foot

[ traveller’s diarrhoea
[lunexplained itching/rashes
[Juse garden chemicals
[lverruca/warts
[Junwashed fruit and veg.
[Jwater retention

[] work with chemicals/paint
[CJworms or parasites




Allergy

(please tick all that apply)

[larthritis [ Ifatigue [lirritable bowel
[ lasthma [ Iflatulence [ litchy eyes
[Ibloating [fluctuating weight [litchy skin
[Ichronic diarrhoea [ ]'foggy brain’ [litchy throat
[Jconstipation [genital itch [joint aches
[_ldark circles under eyes [ Ihayfever [llearning difficulties
[ldepression [lheadaches [llethargy
[ leczema [ Ihives [ Imigraines
[ lexcess mucus [lhyperactivity [Imood swings
[Ipoor memory [lindigestion [ Imouth ulcers
[Ipsoriasis [linflammation [Imuscle aches
[ Irhinitis [ Iswollen lips [ Ipalpitations
[Iskin rashes [ Iswollen throat [ Ipoor concentration
[ Isneezing [ Itension [linsomnia

[ Iwatery eyes [Iwater retention
Do you have a diagnosed allergy to any foods or other substances  Yes[ | No [ ]

If yes, please give details:

Have you been tested for allergies or food intolerance/sensitivity? Yes[ | No [ |
If yes, please give details of any findings:

Hormonal Balance- Women (please tick all that apply)

B[S

[_IPainful periods
[]Combined Pill
[IMini/Progesterone only Pill
[[] Heavy periods

[] Thyroid condition

[ IHRT

[IPolycystic Ovaries
[IFibroids
[IEndometriosis

[ Infrequent periods

[ IBreast/Ovarian Cancer
[IFertility problems
[]Low libido

[ IMiscarriage
[_IFibrocystic breasts

Age at first period:

Age of final period if post menopause:

Details of any hormonal related conditions/issues if relevant for you

Are you currently pregnant or aiming to become pregnant? Yes [ ] No [ | Unsurel ]

Additional information:

Hormonal Balance- Men (please tick all that apply)

[IProstate Disorder
[infertility

[ ] Impotence
[ Testicular Cancer

[ ILow libido
[JThyroid condition

Details of any hormonal issues/further information




Circulation (please tick all that apply)

[labdominal weight gain [ Idiabetes [Ihigh fat diet
[ lanaemia [ lexcessive exercise [Iminimal exercise
[Jangina [feel cold [Jobesity
[ latherosclerosis [ Ifeel faint on standing [ lover-committed
[Iblue extremities [Ifeel hot [red face
[ Iheadaches [ Ifeel stressed [Ishortness of breath
[_Ihigh blood pressure [Ivaricose veins [_Ismoker — in past
[_Ihigh cholesterol [ Iwater retention [ Ismoker — current
[_Ihigh triglycerides [ Iweight gain [ Isugary foods

[ Ithread veins

Any additional information:

Activity Levels

In the daytime are you [ ] Active [ IModerately active [ ]Desk based/sedentary

Evenings and Weekend activity: [ |Active [ IModerately active [ ] Mainly sedentary

Please describe your current level of exercise

Food Patterns and Diet (please tick all that apply)

What are your favourite foods?

Please list any foods that you crave

What are your least favourite foods?

Which foods would you find it most difficult to give up?

Have you had, or do you currently have, an eating disorder? Yes[ | No[ ] Notsure[ ]

If yes, please add any details you feel are important

Would you say you are someone who ‘eats to live’ OR ‘lives to eat’ ?




Which of the following do you eat/drink regularly?

[(Tea

[CICoffee

[ IHerbal tea

[ ]Wheat-pasta,bread etc
CIMilk

[_IPre-prepared foods/salad
[] Ready Meals

[] Restaurant meals
[IFried foods
[[IBarbequed food

[ILentils and pulses

[ IWater — tap

[IWater — bottled/filtered
[JRed meat

[IChicken and poultry

[ICheese [CINuts [1Eggs

[IYoghurt [] Seeds [IBiscuits

[ 1Soya milk & products [IChocolate [IPastries and cakes
[IGreen leafy vegetables [ ISweets [ ] Wine

[ ISalad leaves [ IMargarine [ IBeer

[]Other vegetables [ |Butter [ ISpirits

[_IFruit- berries [_]Olive oil [IPickles

[ IFruit — general [lother oils [10ily Fish

] Rice [IKetchups/sauces [] White fish

[] Takeaways

How many cups of tea and coffee do you have on an average day?

How many portions of red meat do you eat in a week?

How many portions of fish do you eat in a week?

How many portions of fruit do you eat in a day ? (a portion =size of a medium apple)

How many portions of vegetables do you eat in a day ?
apple)

(a portions =size of a medium

How many eggs do you have in a week?

How many units of alcohol in a week?
[125ml] glass of wine)

(A unit is approx 2 a pint of beer/ small

How many biscuits/cakes/chocolate bars/sweet snacks do you have in a day?

Yes[ ] No[]

Are you following a special diet
If Yes , please give details

Which of the following best describes your lifestyle in relation to food? (tick one)
1) I cook meals most days using fresh foods [ ]
2) I cook a few times a week and have ready meals/takeaways or eat out for the rest []
3) I rarely cook and prefer eating out or picking up convenience foods/ready meals [ ]

I confirm that to the best of my knowledge the information stated on this questionnaire is correct

Please now complete the 4 day food diary sheet on the final page then return your questionnaire to Change
Nutrition at the address on the front page to arrive at least 5 working days before your appointment. Please
note that the Initial Assessment appointment can only proceed once the completed health check
questionnaire has been returned.




4 Day Food Diary

Please complete the 4 day ‘food diary’ showing your usual eating patterns in the week and at the weekend . eg.
8 a.m. large bowl cornflakes with milk and a cup of tea ; 9am large cappuccino

Weekday 1 Weekday 2
Breakfast Breakfast
Lunch Lunch
Dinner Dinner
Snacks Snacks
Drinks Drinks
Saturday Sunday
Breakfast Breakfast
Lunch Lunch
Dinner Dinner
Snacks Snacks
Drinks Drinks




