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	700 12th Avenue South #804
	Nashville, TN 37203

Confidential Health History

Name: 					Date ________________

Address_________________________City___________________State______Zip____

Email ______________________________Best # to reach you at:            ___________

How did you hear about us? ________________________________________________

Age ___________ Date of Birth  ____________Place of Birth _____________________

Where did you grow up? (If different from birth place) ____________________________

HEALTH CONCERNS

1. What is your main health concern (Please describe in detail)?

2. Do you have other concerns?

3. How are you currently working with these concerns (doctors, self-care, holistic practitioners, pets)?
How often do you see them?

Is it helpful?

4. What about in the past?

How long ago?                 Was it helpful?

Are you currently in therapy? If so, how often do you see your therapist?

Constitution:
What is your blood type?
How tall are you?                        What’s you current Weight?
Weight six months ago?                        Weight one year ago?

Are you comfortable with this weight?

If not, what would you like your weight to be?

Are you comfortable with your relationship with your body? Please explain….

Have you ever had a history of an eating disorder or currently have an eating disorder?
If so, how did you overcome it?

Context:

Living/ Family Situation
(alone, married, roommates, partner, children? If so, how many and what ages?)

Occupation:

How many hours a week do you work?

How is your:
a. Digestion: Do you regularly eliminate? (Any constipation/ diarrhea?)

b. Sleep: Do you sleep well?

Do you wake up at nights?                 If so, what times?

What time do you wake up in the AM?             What time do you go to bed?

c. Women only: Menstrual cycle

Are your periods regular?            Are you on the birth control pill?
How many days is your flow?

Painful or symptomatic?

Please explain:

Have you gone through menopause?            If so, any symptoms now?

FAMILY HISTORY:

What is/ was the health of your father like?

What is/ was the health of your mother like?

Do you have siblings? If so, how is their health?

DIETARY HABITS AND CHOICES

1. What was your diet and family eating habits while growing up? (What did you eat for: Breakfast? Lunch? Dinner? Beverages? Snacks?) Please be as specific as possible.

2. What is your diet and (family) eating habits like today?  (What do you eat for: Breakfast? Lunch? Dinner? Beverages? Snacks?) Please be as specific as possible.

3. What food (s) do you crave?

4. Are you a vegetarian/vegan?
If so, what does that mean for you? (no dairy, no cheese, no eggs, you eat fish but no meat etc….)

5. Where do you shop for your food?

6. What percentage of your food is home cooked?            %
7. Where do you get the rest from?

8. Do you take any vitamins / medications? If so, which?

LIFESTYLE – NON DIETARY

What role does exercise play in your life?

If you exercise, what type?

How often do you exercise?

What do you do to handle stress? (examples: meditation, baths, counseling...)

Do you have currently any addictions?
(drink coffee, gum, smoke cigarettes, alcohol, drugs?)

In the past?

COMMITMENT
1. What are your goals? (Long term and short term)

2. How will you measure the completion of the program?

3. What are you willing to work through or give up in order to have the program work for you?

4. What are you currently doing in your life that you are passionate about?

5. How can I best support you in achieving your goals? Is there anything you would like to communicate before you get started on your prog
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