
NEW LIFE Nutrition 
Confidential Patient Information 

 
Please fill out this form completely 

 
Personal Information: 
 
Name: _________________________ Sex: ___M ___ F  
Address: ______________________ City: ______________ State: ______ Zip: _______ 
Phone: __________________ Other Phone: ________________ Birth Date: __________ 
E-Mail:_________________________________________________________________ 
In case of an emergency you have my permission to contact:  
Name: ___________________________ Phone: ______________ 
Address: _______________________________________ Relationship: _____________ 
Please tell us how you heard about Angela : _________________________________ 
_______________________________________________________________________ 
 

Confidential Health Information 
 

Please describe the current condition that brings you to our office: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
What was the cause of the current problem? ____________________________________ 
________________________________________________________________________ 
When did the symptoms start? _______________________________________________ 
Is this condition getting progressively worse? ____ Yes ____ No ____ Constant 
Is this condition interfering with your: _____ Sleep ____ Work ____ Daily routine  
Other: __________________________________________________________________ 
Has any member of your family had a similar problem? ____ Yes ____ No 
What diagnosis and treatment have you received for this problem? __________________ 
________________________________________________________________________ 
Have you ever had Nutrition care? _____ Yes _____ No   
If "Yes" Please answer the following: 
 
Please list all prior medical history with dates for the last 5 years: _______________ 
________________________________________________________________________
________________________________________________________________________ 
Are you currently taking medication? If so what? ________________________________ 
________________________________________________________________________
________________________________________________________________________ 
Please list any nutritional supplements you are currently taking: ____________________ 
________________________________________________________________________ 
If female patient:  Are you pregnant? ______ Yes _______ No 
 
Additional Notes: 
________________________________________________________________________



________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
______________________________________________________________ 
 
 
 
I clearly understand and agree that all services rendered to me are my 
personal responsibility.  
 
 
Signature: ___________________________________    Date: _____________________ 


