Confidential Client Evaluation 


Name 






 
Date 





Birth date 

     Sex  M/F     email 



 
Address 




City 


 State 

 Zip 

 
Phone 




 Cell 


Occupation 




Who referred you? 






 

1. Please provide your health history.
2. Please provide a list of medications, vitamins, herbs and/or supplements that you are taking including strength, dosage, reason for taking and how long you have been taking them.

3. Rate your level of stress on a scale of 1 – 10 (1 = low, 10 = very high):_______________
FOOD AND DIET 

1. How many meals do you generally eat per day? 



Irregular? Y N 
2. Number of snacks per day: 



3. Do you feel that you eat healthy?
· Do you exercise regularly? 
Y/N

If yes, please describe:
 PERSONAL HABITS 

 Height 
    Current Weight 

    Min Weight 

 Max Weight 

 

Sleep-time of day  

am/pm to 

am/pm 

Do you have dental work? Y/N     ___ Fillings     ___ Root canal     ___ Bridge     ___ Other
(Women) Are you pregnant? Y N 
First date of last menstrual cycle 




