
 
Assessment Form 

 
 
Name ___________________________   Date_________________________ 
 
Please answer each of the following questions using the space provided.   

 

1. What is your Height? ___________ Weight? __________ Age __________ Gender _________  

2. What are your primary health concerns? Please list them in order of priority. 

___________________________________________________________________________ 

___________________________________________________________________________ 

3. Have you experienced any major physical or emotional trauma in the past 5 years? ________ 

___________________________________________________________________________ 

4. What level of stress would you say you have been feeling currently in the past 1-2 weeks on a 

scale of 1 (low stress) to 10 (high stress)? ___________ 

5. What factors are contributing to your current stress level? Check all of the boxes that apply. 

a. Financial 

b. Career 

c. School 

d. Personal 

e. Relationship 

f. Health 

g. Family 

h. Spiritual 

i. Other        Please describe_______________________ 

6. Do you have any unhealthy coping mechanisms? _____________________________________ 

_____________________________________________________________________________ 

7. Do you have any healthy coping mechanisms? _______________________________________ 

_____________________________________________________________________________ 

8. What are your interests and hobbies? _______________________________________________ 

_____________________________________________________________________________ 

9. How would you describe your energy level on a scale of 1 (low) to 10 (high)?  Does it change at 

various times of the day? _________________________________________________________ 

______________________________________________________________________________ 

 



10. How many hours per day do you spend doing the following activities? 

a. Driving ______________ 

b. Sitting at a desk ______________ 

c. Walking ________________ 

d. Watching TV/ computer screen that is not work related _____________ 

11. Do you exercise? Indicate how often, what type of exercise, duration, and intensity. __________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

12. Do you wish to gain weight? ____________ If yes, how much? _______________ 

13. Do you wish to lose weight? ____________ If yes, how much? _______________ 

14. How many hours do you sleep on average each night? ___________________ 

15. Do you nap?  If yes, how long and what time of day? ___________________________________ 

16. Do you have trouble falling asleep? ________________ Staying asleep? ________________ 

17. Do you work shift work or regular schedule? __________________________________________ 

18. Does your job require you to stand for long periods of time, or do any repetitive tasks? ________ 

If yes, please describe ___________________________________________________________ 

19. How many hours do you work on average per week? _____________ 

20. Are you in school? ____________ If yes, how many hours per week do you spend in class or 

studying? _____________ 

21. Do you smoke nicotine? ___________ If yes, how many per day? ___________ How many 

years? __________ 

22. Do you smoke marijuana or vape? ___________ If yes, how often? ____________ 

23. Do you drink alcohol? ___________ If yes, how many drinks per week? ____________ 

24. Do you take any prescription medications? __________ If yes, please list the drugs and the 

dosages. _______________________________________________________________________ 

______________________________________________________________________________ 

25. Do you take any supplements? ___________ If yes, please list them, the dosage, and the brand. 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

26. Do you take birth control pills? _____________ If yes, for how long? _____________ 

27. Do you have any allergies? ____________ If yes, please describe _________________________ 

28. Do you have any diagnosed chronic diseases? __________ If yes, please describe ____________ 

______________________________________________________________________________ 

29. Have you had your gallbladder removed? ______________ 



30. Have you ever had kidney stones? ___________ If yes, do you know what type?

__________________________________________________________________________

31. How often do you have a bowel movement? ______________

32. Do you strain to have bowel movements?  Yes     No            Sometimes 

33. Do you have constipation? Yes          No            Sometimes 

34. Do you have loose bowel movements?  Yes          No           Sometimes 

35. Do you ever see undigested food in your bowel movements?  Yes         No            Sometimes  

36. Do you experience any of the following symptoms soon after eating? Check all that apply

a. Heartburn

b. Bloating

c. Cramps or abdominal discomfort

d. Feel tired

37. Do you have close blood relatives with any of the following conditions, check all boxes that

apply.

a. Heart disease

b. Cancer          If so, what kind _____________________________________________ 

c. Autoimmune diseases  If so, what kind __________________________________ 

d. Asthma

e. Diabetes

f. Mental health issues

g. Addictions

h. Alzheimer’s

38. Have you recently experienced a fungal infection such as a yeast infection, jock itch, ringworm,

or athlete’s foot? ___________ If yes, please describe _________________________________

_____________________________________________________________________________

Females 

39. Are you currently pregnant? ______________

40. Are you in menopause? _____________

41. Do you have regular periods? _____________ If no, please describe, frequency and duration?

_____________________________________________________________________________

42. Do you have PMS symptoms? ___________ If yes, please describe _______________________

______________________________________________________________________________

43. If in menopause, are you experiencing symptoms? _________ If yes, please describe _________

______________________________________________________________________________



Males 

44. Have you ever had any prostate problems? Such as frequent urination or difficulty urinating? 

__________ If yes, please describe _________________________________________________ 

Dietary habits 

45. Check which applies to you: 

a. Meat eater 

b. Vegan 

c. Vegetarian          Do you consume eggs __________ fish __________ dairy __________ 

46. Are you currently on any kind of diet, such as keto, weight watchers, paleo, Atkin’s etc ________ 

If yes, please describe ____________________________________________________________ 

47. How many times do you eat per day?  

a. Main meals _____________ Time of day ________________________ 

b. Snacks ___________ Time of day ________________________ 

48. Do you eat while working or doing other tasks?  Yes             No              Sometimes  

49. Are there any foods you avoid? ____________________________________________________ 

50. Are there any foods you crave? ____________________________________________________ 

51. How many times per week do you cook meals at home? __________________________ 

52. How many times per week do you eat in restaurants? _________________________ 

53. How many times per week do you get take out food? _____________________ 

54. How many times on an average day would you consume the following? You can find an average 

per week, for example, if you have 2 drinks on the weekend days, you can say you have 0.5 

drinks per day. 

a. Coffee __________ 

b. Alcohol ___________ 

c. Meat or fish ___________ 

d. Cooked vegetables ___________ 

e. Raw vegetables ___________ 

f. Fruit ____________ 

g. Bread ____________ What kind  _____________________ 

h. Dairy (milk, cheese, butter, ice cream, yogurt) ___________ 

i. Sweets ___________ 

j. Savory snacks like chips _____________ 

k. Margarine _____________ 

l. Lunch meats ____________ 

m. Fried foods ____________ 



n. Packaged food, like noodle mixes or frozen dinners ___________ 

o. Artificial sweeteners ___________ What kind _____________________ 

p. Soft drinks ____________ diet or regular ____________ 

q. Glasses of water ____________ 

r. Juices ____________ 

55. What are your 3 favorite meals to cook at home? 

a. __________________________________ 

b. __________________________________ 

c. __________________________________ 

56. Do you experience any symptoms if a meal is delayed or missed? __________ if yes, please 

describe ______________________________________________________________________ 

57. Have you ever practiced intermittent fasting? ______________ If so, how many hours did you 

fast? ____________ How did you feel when fasting? _________________________________ 

____________________________________________________________________________ 

58. Do you experience any symptoms from eating any specific foods? __________ If yes, please 

describe _____________________________________________________________________ 

59. Are there any other symptoms or issues you would like to comment on or explain? __________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

  



Food Log 
 
Please list all foods you consume in a typical 3 day period.  Include all meals and snacks.  Please make it 
as close to your normal diet as possible.  Don’t use only super healthy days or a weekend when you eat 
less healthy than normal.  The more accurate you are the better I can help you.  
 

Time of day Day 1 Day 2 Day 3 
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