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Name:_________________________________________ Day Phone:_____________________

Address: _______________________________________ Cell Phone:_____________________
City: __________________________ State: _______ Zip:________
Email:_________________________________________________Birthdate:________________
Reason for visit: ___________________________________________________________________
________________________________________________________________________________
How much movement/exercise weekly?_________________________________________________
What type of activity:________________________________________________________________
How much daily sunshine do you get?__________________________________________________
How many breathing exercises daily? _______________    Do you meditate?___________________
How much daily energy do you have (1=lowest level; 10=highest level) ______________________

How many ounces of water do you drink daily? ___________ What type of water?_______________
Which meals eaten daily? Breakfast    Lunch    Dinner     Any snacks daily?  ____________________
How many eliminations per day? ________  Color/consistency?______________________________

Do you take digestive enzymes? ______________ How many daily? _________________________
What are your favorite foods to eat? ___________________________________________________
What types of foods do you typically consume daily? ______________________________________
________________________________________________________________________________
What types of food to you crave?      Salty           Chocolate           Sweets             Breads	Other_____________________________________________________________________
How much of the following do you consume? (example: 1D = once daily, 3M = 3 times monthly)
Soda pop ______   Diet Soda ______  Coffee_____   Decaf coffee______   Tea______   Milk______  
Alcoholic Bev_______     Red/white wine________     Beer________           Smoking______
Fast Food_______	    White Flour_______          Sugar usage________       Deserts_________
Raw Fruit_______		Meat_______	Raw Veggies________	  Whole Grains_________
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How many hours of TV do you watch daily? ______________ Weekly?_______________________
How many hours a week of spiritual enrichment? (prayer, church, etc.)________________________
How many hours of “you time” do you spend each day? (prayer, meditation, naps, church, reading, study, etc.)_______________________________________________________________________
How many hours a week do you spend with family / friends? ________________________________
    Social?_________________ Obligation?_______________________________
How many hours of sleep do you get each night? ________How many hours do you need?________
What surgeries have you had? ______________________________________________________
What kind of prescription medication do you take?_________________________________________
________________________________________________________________________________
What kind of over the counter medication do you take? ____________________________________
________________________________________________________________________________
What supplements or vitamins do you take?  ____________________________________________
________________________________________________________________________________
What outcome would you like to have from us working together? _____________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________

[bookmark: _GoBack]Who referred you to your appointment today?____________________________________________

I understand that I am here to learn about food choices, lifestyle, and natural health practices, and that I will be offered information about food, nutritional supplements, herbs and homeopathy, based on sound scientifically-supported study.
I fully understand that those who counsel me are not medical doctors and I am not here for medical diagnoses or treatment procedures.  
I am not on this visit, or any subsequent visit, an agent for federal, state, or local agencies, or on a mission of entrapment or investigation.  
The services performed here are at all times restricted to consultation and/or coaching on natural healthy practices intended for the support and maintenance of the best possible state of natural health and do not involve the diagnosing, treatment, or prescribing of remedies for disease.  

Signature ___________________________________________________ Date ________________
