Soulful Wellness, LLC			           Date ___________
Name _______________________________________ Birthdate_________________  Age __________
Height___________ Weight_________ Occupation __________________________________________
Address _________________________ City _______________________ State _________ Zip________
Telephone (best) _____________________ Email ___________________________________________
Emergency Contact (name/relationship) __________________________Phone ___________________
Reason(s) for visit (prioritized):
1._____________________________________________________________________________
2._____________________________________________________________________________
3._____________________________________________________________________________

Nutritional Information:
Ounces of water/day? _________ What kind? _______________________________________________
Other beverages and how much? _________________________________________________________
Do you use artificial sweeteners?   yes    no
  If so, which ones? ___________________________ How often and in what? _____________________
Do you eat breakfast?   yes    no    If so, what? ____________________________________________
Meals eaten daily:    breakfast     lunch    dinner
Biggest meal of the day:   breakfast     lunch    dinner
What is eaten at the biggest meal? ________________________________________________________
Snacks?   yes   no    What snacks and when?_______________________________________________

How much of the following do you consume? (example: 1D = 1/day, 2W = 2/week, 3M = 3/month) 
[bookmark: _Hlk58168041]Fruit ______   Raw Vegetables _______   Cooked Vegetables _______  Eggs _______ Cheese  _______ Beans______  Whole Grains ________     Fermented food _______ 
Chicken/Poultry  _______  Fish _______  Red Meat _______  Pork _______  Meat Alternatives _______
Fast food _______ Processed food ______  White flour _______  Sugar usage _______  Deserts ______
Soda ______  Diet Soda _______  Coffee _______  Decaf coffee ________  Tea _______  Milk _______
Alcoholic beverages _______ Wine ________  Beer ________  Smoking ________

Favorite foods _______________________________________________________________________
Least Favorite foods __________________________________________________________________
  Why? _____________________________________________________________________________
What do you crave? __________________________________________________________________
When do you crave? __________________________________________________________________

Daily Schedule:
What time do you get up in the morning? _____________
First thing you do when you get up: _______________________________________________________
Time of first meal: _______________ Time of last meal: _______________ Snack time: ______________
Work Schedule: ________________________________________________________________________
Social schedule: ________________________________________________________________________
Other activities and time of day: __________________________________________________________
Amount of daily sunshine: __________minutes


Movement:
Do you exercise/move/participate in fun sweaty activity?   yes    no    
If so, what and how often? ______________________________________________________________
Do you look forward to it?    yes    no   Comments:  ________________________________________
How do you feel when you are finished? ___________________________________________________
Time of day when energy is highest _______________ Lowest_______________

Other Daily/Weekly Activity:
Hours of TV daily ________________ Weekly _______________
Hours of screen time daily ____________ Time of day/duration of screen time ____________________
Hours per week of spiritual enrichment (prayer, church, etc.)______________________________________
Hours of “me-time” each day (meditation, naps, church, prayer, reading, study, etc.)_______________________
Hours per week spent with:  Family/friends ______  Social _______ Obligation _______  Work _______

Sleep:
What time do you go to bed? ___________________ How long do you sleep? ____________________
Do you wake often?    yes    no   
  If so, why and at what time(s)?__________________________________________________________
Do you feel rested when you wake up for the day?   yes    no    
Do you have pain when you first get up?   yes    no    
  If so, where? ________________________________________________________________________
Does it go away upon moving?   yes    no  Comments: ______________________________________

Elimination:
Do you have daily bowel eliminations?   yes    no    
  If yes, how many per day? ________ Color _____________ Consistency ________________________
If no, please describe your elimination pattern. _____________________________________________ 
Do you take digestive enzymes?   yes    no       Do you take probiotics?   yes    no

Females:
Are you post-menopausal?   yes    no    
If yes, at what age did you enter menopause? _________
What were the characteristics of your menopausal experience? ________________________________
____________________________________________________________________________________
Hormone Replacement (HRT) in the past:    yes    no       Currently taking HRT:   yes    no
Hormonally-based contraception:    yes    no    
Are you now, or in the near future, planning to become pregnant?   yes    no    
Menstrual cycle regular:   yes    no            
 Cycle longer than 28 days      Cycle shorter than 28 days
 Flow longer than 5 days         Flow shorter than 5 days
Menstrual cramps:    yes    no       Clotting:    yes    no    
Color of menses:    bright red     dark purple     brown     other______________________________
Do you experience:   PMS   cyclical headaches   cravings?  Describe __________________________
____________________________________________________________________________________





Supplements/medications:
List supplements and why taking: _________________________________________________________
_____________________________________________________________________________________
List OTC medications and why taking:_______________________________________________________
_____________________________________________________________________________________
List prescription medications (prescribed by a licensed medical professional?)   yes    no       
  What, how often and why?______________________________________________________________ Have you ever taken antibiotics?   yes    no   When and why? _________________________________

Medical history:
Any surgeries?   yes    no 
  If so, what and when? _________________________________________________________________
Any diagnoses from licensed medical professionals?   yes    no    
  If so, what and when?__________________________________________________________________

Naturopathic History:
Have you ever been in consultation with a naturopath?   yes    no    
  If so, why? ___________________________________________________________________________
How long ago? _________________________________________________________________________
What was suggested? ___________________________________________________________________
What was the outcome? _________________________________________________________________
What did you like about it? _______________________________________________________________
What wasn’t as successful for you? ________________________________________________________
Do you have regular adjustments with a chiropractor? _________________________________________
Do you have regular body work/massages? __________________________________________________
	
Please check all with which you are familiar:
 Homeopathy       Bach Flowers/Flower Remedies      Iridology      Probiotics      Enyzmes 
 Aromatherapy/Essential Oils      Muscle Response Testing      Herbals

Anything else you would like to share confidentially? _________________________________________
____________________________________________________________________________________

Health Goals:
1) ______________________________________________________________________________
2) ______________________________________________________________________________
3) ______________________________________________________________________________
What I am willing to do, starting today, to improve my overall health and well-being: ______________________________________________________________________________


I understand that I am here to learn about nutrition and better health practices, that I will be offered information about food, supplements, and herbs as a guide to general good health, and this is a personal ministry and spiritual counseling. I fully understand that those who counsel me are not medical doctors and I am not here for medical diagnostic purpose 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 on lifestyle and nutritional matters intended for the maintenance of the best possible state of natural health, and do not involve the diagnosing, treatment, or prescribing of remedies for disease.

Signature _____________________________________________Date ______________________________

