PRIVATE AND CONFIDENTIAL


NUTRICOACH – SUMMARY HEALTH & DIET QUESTIONNAIRE
(Including 5-Day Food Diary)

Personal Details

	Name
	

	Address
	

	Telephone
	

	Email
	

	M/F
	

	Date of Birth
	

	Height
	

	Current Weight
	
	Ideal/target Weight
	

	Occupation
	


	How did you hear about Simon Lewis / Nutricoach?
	


Your General Health 

	What are your 2 main health concerns / goals?
	

	
	

	Do you have any medically diagnosed conditions? (Please specify)
	


Do you take prescribed drugs, or nutritional supplements? Yes / No  (If Yes, please specify)
	Medications (incl. name & dosage)
	

	Supplements (incl. brand/product name & dosage) 
	


Medical History
	Have you had any major illnesses or accidents?
	

	Have you had any operations?
	

	Have you had any tests? (Please list results, if available)
	


Your GP’s Details  (NOTE: Your GP will never be contacted without your formal consent)
	Name of GP
	

	Surgery Address
	

	Telephone number
	


Your Diet & Lifestyle     
	Fresh fruit (pieces per day)
	
	Cakes /  biscuits (times per week)
	

	Raw/steamed veg (servings per day)
	
	Sweets / chocolate (times per week)
	

	Salads (times per week)
	
	Deep-fried foods (meals per week)
	

	Red Meat (times per week)
	
	Soft drinks (e.g. colas, squashes etc per week)
	

	Bread (slices per day)
	
	Sugar – added to tea/coffee/food?
	

	Pasta/Rice (servings per week)
	
	Salt – added to food/cooking?
	

	Oily fish (times per week)
	
	Milk (pints per week)
	

	Water (glasses per day)
	
	Cheese (days per week)
	

	Caffeine (cups per day)
	
	Bio yoghurt (days per week)
	

	Nuts / seeds (times per week)
	
	Alcohol (units per week) - on average, 1 unit of alcohol is the equivalent to 1 glass of wine, ½  pint of beer or a single measure of spirits 
	

	Beans / pulses (servings per week)
	
	Cigarettes (per day)
	

	Do you often eat organic food?
	
	Exercise (times per week)
	

	Processed/fast foods & ready meals (meals per week)
	
	Do you lead a stressful lifestyle?
	

	Do you wash fruit & veg before eating/cooking?
	
	Do you have more than 3 mercury fillings?
	

	Do you often eat tinned, frozen or smoked foods?
	
	Do you use recreational drugs?
	


Cooking Methods
	Please list your usual cooking methods (e.g.  frying, roasting, boiling, steaming, stir-frying, microwaving, BBQ, poaching, baking, grilling, etc)
	

	If you fry or roast food, which fats or oils do you normally use? 
	


Dietary habits
	Do you have dietary restrictions (e.g. vegan, vegetarian, etc)?
	

	Which foods would you have difficulty giving up?
	

	Which foods do you crave (if any)?
	

	Do you have any known food intolerances?
	

	Which fruits do you usually eat? 
	

	Do you normally skip breakfast?
	
	Do you regularly eat after 7pm?
	

	Do you snack between meals?
	
	Do you rush your meals?
	


	If you miss a meal, which symptoms do you normally experience (if any)?

	


Your symptoms (please indicate with a ‘Y’ or a tick)
	Tiredness/energy slumps
	
	Bloating
	
	Joint aches/pains
	

	Headaches / Migraines
	
	Constipation
	
	Muscle aches/pains
	

	Irritability/mood swings
	
	Diarrhoea
	
	Muscle cramps
	

	PMS
	
	Heavy or Irregular periods
	
	Periods pains
	

	Dry skin
	
	Insomnia
	
	Can’t lose weight
	

	Excessive thirst
	
	Frequent colds / infections
	
	Can’t gain weight
	

	Excessive urination
	
	Dizziness
	
	Poor muscle tone
	

	High blood pressure
	
	Respiratory problems
	
	Poor hair condition
	

	Low blood pressure
	
	Water retention
	
	Poor nail condition
	

	Poor memory
	
	Depression / Low Mood
	
	Anxious/nervous
	

	Poor night vision
	
	Dry or itchy eyes
	
	Slow/poor wound healing
	

	Pins & needles/tingling
	
	Allergic tendencies
	
	Poor sense of taste/smell
	

	Anaemia
	
	Age spots
	
	Dry/cracking lips
	

	Fertility problems
	
	Candida/fungal infections
	
	White spots on nails
	

	Need frequent meals
	
	Chest pains
	
	Abdominal pains
	

	Acne
	
	Hearing problems
	
	Cardiovascular problems
	

	Poor concentration
	
	Itchy skin / rashes
	
	Heartburn
	

	Dark circles under eyes
	
	Bleeding gums
	
	Bruise easily
	

	Dandruff
	
	Always feel cold
	
	Cold hands/feet
	

	Excessive hair loss
	
	Low libido
	
	Wake up feeling tired
	

	Sinusitis
	
	Light-coloured stools
	
	Itchy rectum
	

	Mucus in stools
	
	Ribbon-like stools
	
	Undigested food in stools
	

	Palpitations
	
	Excessive sweating
	
	Sour taste in mouth
	

	Arthritis
	
	Osteoporosis
	
	Disc/cartilage problems
	

	Sore tongue
	
	Mouth ulcers
	
	Sciatica
	

	Intolerance to alcohol
	
	Nausea from fatty foods
	
	Sensitivity to chemicals
	


	Have you noticed blood in any of the following recently?

	Stools
	
	Urine
	
	Sputum or vomit
	


	Have you experienced severe or persistent pain in any of the following areas recently?

	Head
	
	Eyes
	
	Temples
	

	Chest
	
	Abdomen
	
	When passing urine
	

	Other (please specify)
	
	


	Do you have any other notable symptoms, problems or health issues?

 (please specify)
	


Additional Information
	Please enter any other details that you feel are relevant 
(including any family history of illnesses or conditions – e.g. heart disease, diabetes, cancer, high blood pressure, etc)
	


Please note:  If you are concerned about your health or any symptoms you are experiencing, then always consult your GP or qualified medical practitioner.  
5-DAY FOOD DAIRY  

	
	Breakfast
	Lunch
	Dinner
	Snacks 

(including fruit, nuts, crisps, sweets, biscuits, chocolate, etc) 
	Drinks 

(including water, soft drinks, alcohol, tea, coffee, etc)

	DAY 1 

Date:


	
	
	
	
	

	DAY 2 

Date:


	
	
	
	
	

	DAY 3 

Date:


	
	
	
	
	

	DAY 4 

Date:


	
	
	
	
	

	DAY 5 

Date:
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