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New Patient Nutrition Assessment Form 

First Name _______________________   Middle Name_________________
Last Name____________________ 
Address _______________________________ City ______________________ State_____ Zip: ____________ 
Please indicate your preferred method of contact: home, work, cell, email 
Home Phone (_____) ________-_________ Birth Date _____/_____/_____ Age __________ 
Work Phone (_____) ________-_________ Email address: ___________________________ 
Cell Phone (_____) ________-_________ Height: ___′ ____ ″ Weight: _______ Sex: _____ 
Blood Type (Please circle): A / AB / B / O / Unkown 
Occupation _____________________________ Marital Status ________________________
Do you have children? Yes No Age of children____________________________ 
Are you pregnant? Yes No Due Date_________ 
With whom do you live? (Include children, parents, relatives, and/or friends. Please include ages.) 
Example: Sarah, age 7, sister ________________________________________________________________________________________________________________________________________________________________________________________ 
Primary Care Provider __________________________   
Date of last physical exam__________________
Other doctors or practitioners you see __________________________________________________________ 
Would you like to receive e-mails from us? Y /N 
GOALS AND READINESS ASSESSMENT 
I made an appointment with a health coach today because… _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
My food and nutrition-related goals are… 
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
My overall, health goals are… 
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
If I could change three things about my health and nutritional habits, they would be… 
1. ________________________________________________________________________________________________________________________________________________________
2. ________________________________________________________________________________________________________________________________________________________
3. ________________________________________________________________________________________________________________________________________________________

The biggest challenge(s) to reaching my nutrition goals is/are: 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


In the past, I have tried the following techniques, diets, behaviors, etc. to reach my nutrition goals… 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
READINESS RATING SCALE
On a scale of 1-5 (1 being unwilling or not ready; 5 being very willing or ready) 
How would you rate your willingness or readiness to do the following:
	
	
	
	
	
	

	Significantly 
modify your diet                    
	                  1 
	             2 
	        3 
	    4 
	5 


 
	
	
	
	
	




	Take nutritional 
supplements and or juice
each day 
	                  1 
	             2 
	        3 
	    4 
	5 




	
Keep a record 
of everything 
you eat each day 
	                  1 
	             2 
	        3 
	    4 
	5 




	
Modify your lifestyle 
(ex: work demands, 
sleep habits, 
physical activity) 
	                  1 
	             2 
	        3 
	    4 
	5 




	
Practice relaxation
Techniques 
	                  1 
	             2 
	        3 
	    4 
	5 




	
Engage in regular 
exercise/
physical activity
	                  1 
	             2 
	        3 
	    4 
	5 











	


Past Medical and Surgical History
	Illness/Disease
	Self:
Age Diagnosed
	Relative:
Age Diagnosed
	Describe/ Specify

	Allergies
	
	
	

	Anemia
	
	
	

	Anxiety or Panic Attacks
	
	
	

	Asthma
	
	
	

	Autoimmune Condition (please specify)
	
	
	

	Bronchitis
	
	
	

	Cancer
	
	
	

	Chronic Fatigue Syndrome
	
	
	

	Crohn’s Disease or Ulcerative Colitis
	
	
	

	Depression
	
	
	

	Diabetes 
(I or II)
	
	
	

	Depression
	
	
	

	Dry, Itchy Skin, Rash
	
	
	

	Eczema
	
	
	

	Emphysema
	
	
	

	Epilepsy, convulsions
	
	
	

	Eye Disease (please specify)
	
	
	

	Fibromyalgia
	
	
	

	Food allergies or sensitivities
	
	
	

	Fungal infections (athletes foot, ring worm)
	
	
	

	Gallbladder disease/ Gallstones
	
	
	

	Gout
	
	
	

	Heart Attack/ Angina
	
	
	

	Heartburn/ GERD/ Acid reflux
	
	
	

	Heart Disease
	
	
	

	Hepatitis
	
	
	

	High blood fats (cholesterol or triglycerides)
	
	
	

	High blood pressure
	
	
	

	Hypoglycemia (low blood sugar)
	
	
	

	Intestinal disease
	
	
	

	IBS (Irritable Bowel Syndrome)
	
	
	

	Kidney disease or failure
	
	
	

	Lung disease
	
	
	

	Liver disease
	
	
	

	Mononucleosis
	
	
	

	Osteoporosis
	
	
	

	PMS
	
	
	

	Polycystic ovarian syndrome
	
	
	

	Prostate problems
	
	
	

	Psychiatric Conditions
	
	
	

	Sinusitis
	
	
	

	Sleep apnea
	
	
	

	Stroke
	
	
	

	Thyroid disease
	
	
	

	Urinary tract infection
	
	
	

	Other (please describe)
	
	
	

	Injuries 
	Age
	Describe

	Back
	
	

	Fractures
	
	

	Head
	
	

	Neck
	
	

	other
	
	

	Diagnostic Studies
	Age at Study
	Describe

	Barium enema
	
	

	Bone scan
	
	

	CAT scan
	
	

	Chest XRAY
	
	

	Colonoscopy
	
	

	EKG
	
	

	Liver scan
	
	

	MRI
	
	

	Upper GI series
	
	

	Other
	
	

	
	
	

	

	
	

	


	
	

	FAMILY HEALTH HISTORY
	DECEASED
	
	
	
	LIVING
	

	
	AGE
	HEALTH
	AGE AT DEATH
	CAUSE
	AGE
	HEALTH

	FATHER
	
	
	
	
	
	

	MOTHER
	
	
	
	
	
	

	GRANDFATHER (PATERNAL)
	
	
	
	
	
	

	GRANDMOTHER (PATERNAL)
	
	
	
	
	
	

	GRANDFATHER (MATERNAL)
	
	
	
	
	
	

	GRANDMOTHER (MATERNAL)
	
	
	
	
	
	

	SIBLINGS
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	CHILDREN
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	














MEDICAL SYMPTOMS QUESTIONNAIRE 

Rate each of the following symptoms based upon your typical health profile for the past 30 days. If you have been having recent or somewhat severe health symptoms, please indicate that you will fill out the questionnaire for the past 48 hours. 
Past 30 days Past 48 hours 

Point Scale 
0 – Never or almost never have the symptom 
1 – Occasionally have it, effect is not severe 
2 – Occasionally have it, effect is severe 
3 – Frequently have it, effect is not severe 
4 – Frequently have it, effect is severe


EARS
 _______ Itchy ears 
_______ Earaches, ear infections 
_______ Drainage from ear 
_______ Ringing in ears, hearing loss 			Total _______ 

NOSE
 _______ Stuffy nose 
_______ Sinus problems 
_______ Hay fever 
_______ Sneezing attacks 
_______ Excessive mucus formation 			Total _______ 

MOUTH/THROAT 
_______ Chronic cough 
_______ Gagging, frequent need to clear throat 
_______ Sore throat, hoarseness, loss of voice 
_______ Swollen or discolored tongue, gums, lips 
_______ Canker sores                            			Total _______ 

SKIN 
_______ Acne 
_______ Hives, rashes, dry skin 
_______ Hair loss 
_______ Flushing, hot flashes 
_______ Excessive sweating 				Total _______ 





HEART 
_______ Irregular or skipped heartbeat 
_______ Rapid or pounding heartbeat 
_______ Chest pain 				Total _______ 

LUNGS 
_______ Chest congestion 
_______ Asthma, bronchitis 
_______ Shortness of breath 
_______ Difficulty breathing			 Total _______ 

DIGESTIVE TRACT 
_______ Nausea, vomiting 
_______ Diarrhea 
_______ Constipation 
_______ Bloated feeling 
_______ Belching, passing gas 
_______ Heartburn 
_______ Intestinal/stomach pain 			Total _______ 

JOINT/MUSCLE 
_______ Pain or aches in joints 
_______ Arthritis 
_______ Stiffness or limitation of movement 
_______ Pain or aches in muscles 
_______ Feeling of weakness or tiredness 		Total _______ 

ENERGY/ACTIVITY 
_______ Fatigue, sluggishness 
_______ Apathy, lethargy 
_______ Hyperactivity 
_______ Restlessness 				Total _______ 

MIND
 _______ Poor memory 
_______ Confusion, poor comprehension 
_______ Poor concentration 
_______ Poor physical coordination 
_______ Difficulty in making decisions 
_______ Stuttering or stammering 
_______ Slurred speech 
_______ Learning disabilities 			Total _______ 






EMOTIONS 
_______ Mood swings 
_______ Anxiety, fear, nervousness 
_______ Anger, irritability, aggressiveness 
_______ Depression				Total _______ 

OTHER 
_______ Frequent illness 
_______ Frequent or urgent urination 
_______ Genital itch or discharge 			Total _______













Medication/ Supplement
	Name of Medication/ supplement/ herb
	Amount
	Date Began
	Taken for what reason

	Ex. Amoxicillin
	250mg
	00/0/0000
	Sinus infection

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Are you allergic to any medications?  Y / N if Yes, what medication? _____________
Reaction: ______________________________________________________________
Have you repeatedly taken antibiotics during any stage of your life? (Infancy- adulthood) ______________________________________________________________________


Life Style

Do you exercise: Y / N:  If Yes, How often: __________________________________________
What type of exercise do you do? _________________________________________________

Does anything limit you from being physically active? 
____________________________________________________________________________

Indicate daily stressors and rate the level of stress from 1 (extremely low) to 10 (extremely high): 
Work_______ Family_______ Social_______ Financial_______ Health_______ Other_______ 

What helps you to unwind? ______________________________________________________ 

On average, how many hours of sleep do you get? Weekdays_______ Weekends_______ 

Do you smoke? Never In the past Currently How long? __________ 

Alcohol use: Never. In the past. Currently. Type/amount/frequency______________________ 

Drug use: Never. In the past. Currently. Prefer not to discuss: Type/frequency_________
How often do you eat out? ______________________________________________________









WEIGHT HISTORY
Would you like to be weighed today? Yes No 
Height _______ Current Weight ______ Desired Body Weight ______ 
Highest Adult Weight ______ When? ______ Weight 1 year ago ______ 
Have you had any recent changes in your weight that you are concerned about? Yes No 
If yes, please explain: _________________________________________________________ 


DIET HISTORY 

Do you follow any special diet or have diet restrictions or limitations for any reason (health, cultural, religious or other)? 
Please list any food allergies, sensitivities or intolerances ________________________________________________________________________________________________________________________________________________________
Who prepares the majority of your meals? ___________ 
Who shops for food? ___________________ 
Where do you shop for food? ____________________________________________________
What percent of the foods you eat are… whole _______% organic_______% 
convenience ________% 
If you do, how much time do you spend cooking/preparing meals each day? _______________

Please indicate the materials you use for cooking and food storage: 
-iron, non-stick 

Do you find cooking difficult? Describe __________________________ 

INTAKE INFORMATION

Are you following a special diet/nutritional program? Please specify__________________________

Which meals do you eat regularly? _______________________________________________

The nutrition/eating habits that are most challenging for me: ____________________________________________________________________________
________________________________________________________________________________________________________________________________________________________
The nutrition/eating habits that I am most pleased with: ____________________________________ 
Complete this sentence:
When I eat breakfast I normally eat: ______________________________________________
When I eat lunch I normally eat: __________________________________________________
When I eat dinner I normally eat: _________________________________________________
When I snack I normally eat: ____________________________________________________

Have you ever tried an elimination diet? Y/N what did you learn? ____________________________________________________________________________________________________________________________________________
Have you ever kept a food diary? Y/ N what did you learn? _______________________
______________________________________________________________________

Beverage Intake
Please indicate the amount of each beverage that you consume (Daily, weekly or monthly)
Ex: 1 8oz cup of coffee a day
Water: __________________________________________
Coffee: (Latte, espresso):____________________________________________
Tea: _________________________________________
Juice: Specify natural or artificial______________________________________________
Milk (Milk alternative):__________________________________________________
Soda: ______________________________________________________________
Alcohol: (Beer, wine, etc.)________________________________________________


Favorite Foods
General Favorite foods: __________________________________________________________________________________________________________________________________________________________________________________________________________________
Favorite foods that are:
Please think about your favorite fruits and vegetables that are these colors and list them
Red: _________________________________________________________________
Orange: ______________________________________________________________
Yellow: _______________________________________________________________
Green: ________________________________________________________________
Purple: _______________________________________________________________
Blue: ________________________________________________________________









Food Intake
	How often do You eat:
	Never
	2-3 x/ day
	1/ 
Day
	2-3 x/
week
	1/ week
	1/
month

	Fast Food
	
	
	
	
	
	

	Restaurant Food
	
	
	
	
	
	

	Vending Machines
	
	
	
	
	
	

	Cafeteria or buffet food
	
	
	
	
	
	

	Frozen meals
	
	
	
	
	
	

	Home cooked meals
	
	
	
	
	
	

	Leftovers
	
	
	
	
	
	

	Beef
	
	
	
	
	
	

	Pork
	
	
	
	
	
	

	Liver
	
	
	
	
	
	

	Lamb
	
	
	
	
	
	

	Poultry (chicken, turkey)
	
	
	
	
	
	

	Deli meat
	
	
	
	
	
	

	Fish
	
	
	
	
	
	

	Soy foods
	
	
	
	
	
	

	Beans
	
	
	
	
	
	

	Crackers 
	
	
	
	
	
	

	Cookies, cakes, muffins
	
	
	
	
	
	

	Whole grains
	
	
	
	
	
	

	Fresh/ Raw vegetables
	
	
	
	
	
	

	Cooked vegetables
	
	
	
	
	
	

	Fruit fresh or frozen
	
	
	
	
	
	

	Canned fruits and vegetables
	
	
	
	
	
	

	Margarine
	
	
	
	
	
	

	Dairy (milk, cheese, ice cream, yogurt, butter)
	
	
	
	
	
	

	French fries
	
	
	
	
	
	

	Fried meats
	
	
	
	
	
	

	Foods with added sweeteners
	
	
	
	
	
	

	Artificial sweeteners
	
	
	
	
	
	

	Meal replacements
	
	
	
	
	
	

	Other:
	
	
	
	
	
	


Food cravings: _________________________________________________________
Food dislikes: __________________________________________________________
Food allergies or sensitivities: ______________________________________________
Reaction: ______________________________________________________________
Eating Style:  Check all that apply
_Erratic						_Family members have different tastes
_Emotional						_Love to eat
_Late- night						_Eat too much
_Time constraint					_Eat because I have too
_Dislike “healthy” foods				_Negative relationship with food
_Travel frequently					_Struggle with eating issues
_Do not plan meals					_Confused about food/ nutrition
_Rely on convenience				_Frequently eat fast food
_Poor snack choices
The food/ nutrition questions that I would like to ask are: __________________________________________________________________________________________________________________________________________________________________________________________________________________
I_______________________________ understand that this health coaching consultation is for advice and direction regarding helping me make batter nutritional and healthy lifestyle choices and is not a medical evaluation nor is it meant to change nor replace medical advice given to me by my doctor.

Signature_____________________________ Date____________
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