Health Coaching Questionnaire

Name: Date of birth: Date:
Age: Height: Zip code:
Address: City: State:
Phone: Email:

Occupation:

List current health problems for which you are being treated:

Current medications (prescription or over-the-counter):

Circle the level of stress you are experiencing on a scale of 1 to 10 (1 being the lowest):
1 2 3 4 5 6 7 8 9 10

Identify the major causes of your stress:

Do you consider yourself: [1 underweight  [] overweight [ justright Your weight today:

Do you experience any of these general symptoms EVERY DAY?

[JInsomnia [JHeadaches [JInflammation [JFecal incontinence [1Discharge
[IVomiting [IDepression [1Low grade fever [1Urinary incontinence Others:
[I1Nausea [JItching/rash [1Disinterest in sex [IDisinterest in eating

[IDiarrhea [1Constipation [Debilitating fatigue [IShortness of breath

[/Bleeding [IDizziness [JChronic pain [JPanic attacks

Medical History:

OGout [JPneumonia [JDental Problems [JBlood pressure problems

OUlcer OJEmphysema [JFood intolerance Olrritable bowel syndrome

[JColitis [Tuberculosis [Infection, chronic [JChronic fatigue syndrome

[JStroke [JOsteoporosis [JMental retardation [JKidney or Bladder disease

[JCancer [JHeart disease [JAllergies/hay fever [1Seasonal affective disorder

[JAsthma [Fibromyalgia [JAlzheimer’s disease [JEnvironmental sensitivities

[JObesity [JMental illness [Diverticular disease [Inflammatory bowel disease

[ Epilepsy [JVaricose veins [JMigraine headaches [JSexually transmitted disease

[JDiabetes [JSkin problems [JLearning disabilities [Gastro-esophageal reflux disease
[JArthritis [JDrug Addiction [JCholesterol, elevated [JLiver or gallbladder disease (stones)
[JGlaucoma [JSinus problems [JAutoimmune disease [JEyes, ears, nose and throat problems
[OBronchitis OThyroid trouble [Circulatory problems [INeurological problems (Parkinson’s paralysis)
[JAlcoholism [JEating Disorder [JUrinary tract infection Other:

[JDepression [JGenetic disorder [JCarpal tunnel syndrome




Health Habits:

Tobacco:
Cigarettes: ____/ day
Cigars: ____/day

Alcohol:
Wine: ____ glasses/wk
Liquor: _____ounces/wk
Beer: _____ glasses/wk
Caffeine:
Coffee: ______ 6 0z cups/d
Tea:_____60zcups/d
Soda w/ caffeine: _____ cans/d
Other sources:
Water: _____ glasses/d
Others:

Current Supplements:

[ IMultivitamin/mineral
[1Vitamin C

[IVitamin E

[JEPA/DHA

[lEvening Primrose/GLA
[ICalcium, source:

[ Magnesium

[1Zinc

[ IMinerals, describe:
[1Friendly flora (acidophilus)
[ Digestive enzymes
[1Amino acids

1C0Q10

[1Antioxidants (e.g., lutein,
resveratrol, etc.)

[ 1Herbs - teas

[ 1Herbs - extracts
[1Chinese herbs

[l Ayurvedic herbs

[ lHomeopathy

[1Bach flowers

[1Protein shakes
[1Super-foods (e.g., bee pollen,
phytonutrient blends)
[1Liquid meals

Other:

Health Coaching Questionnaire Continued

Exercise: Food Frequency:

5-7 days per week
3-4 days per week
1-2 days per week
45 minutes or more
duration/workout

30-45 minutes Dairy, eggs

duration/workout
Less than 30 minutes
Walk
Run, jog, jump rope
Weight lift
Swim
Yoga

[10thers:

Nutrition & Diet:

[ 1Mixed food diet (animal and
vegetable source)

[1Vegetarian

[1Vegan

[1Salt restriction

[ 1Fat restriction
[1Starch/carbohydrate restriction
[1The Zone diet

[1Total calorie restriction

Specific Food Restriction:
[ldairy [Iwheat [leggs
[Isoy [Icorn [Tall gluten

Eating Habits:

[ 1Skip breakfast

[ 1Two meals/day

[ 10ne meal/day

[ 1Graze (small, frequent
meals)

[{Food restriction

[ 1Eat constantly whether
hungry or not

[ 1Generally eat on the run
[/ Add salt to food

Fruits (citrus, melons, etc.)
Dark green or deep yellow vegetables
Grains (unprocessed)
Beans, peas, legumes

Number of servings per day:

Meat, poultry, fish

Would you like to:

[ lHave more energy

[1Be stronger

['Have more endurance
[Increase you sex drive
[1Be thinner

[1Be more muscular

[l Improve your complexion
[ 1Have stronger nails

[ 1Have healthier hair

[1Be less moody

[1Be less depressed

[1Be less indecisive

[1Be more organized
[1Think more clearly and

be more focused

[/ Improve memory

[1Do better on tests in school
[INot be dependent on over-
the-counter medications like
aspirin, ibuprofen, anti-
histamines, sleeping aids, etc.
[IStop using laxatives or
stool softeners

[1Be free of pain

[1Sleep better

[ 1Have agreeable breath

[ 1Have agreeable body odor
[ 1Have stronger teeth

[1Get less colds and flus
[1Getrid of allergies
[Reduce your risk of inherited
disease tendencies (e.g.,
cancer, heart disease, etc.)



