Health & Nutrition Client Assessment Form

*Please fill this form in the maximum detail possible. This is the basis on which your plans will be formulated. 
*Preferably fill your answers in a separate color or highlight them. 
*Fill and email back on shikha@shikhamahajan.com. 
*The plan will not be started without completion of this form.

Name:








Date of joining:

Address:

City: 

Contact Number: 






E-mail:

H:                                                                         W:




Age:

Gender: □ M □ F

Status: □ Single  □ Married □ N/A

Do you have children? □ N □ Y  

If yes, how many and ages:

Your Medical History

List any previous surgery, hospitalization, medical procedures, and major traumas (accidents, falls, etc.):

Food, Environmental or seasonal allergies/sensitivities?

List any medications (prescription or over the counter) taken in the past or currently (ex. Antibiotics, blood pressure, cholesterol, antacids, HRT, oral contraceptives, thyroid medication, etc.); all supplements, homeopathic remedies, herbs, or other natural remedies that you are currently taking; any weight loss supplements taken in past or currently:

List any known organ disfunction(kidney, gall bladder, liver, lungs)

Family history of diabetes, bp, thyroid, others? Please specify
General Health Information
Blood Group: 

Weight Gain/Loss in last year? If so, how much?

What is your energy level like during the day? Please describe your best and worst times of the day:

Bowel Health: Number of bowel movements /day /week □ constipation □ diarrhea

Any digestive issues? (gas, bloating, cramping, constipation, etc.)

Have you experienced any of the following in the last year (or two)? Please check all that apply:

□ Weight loss □ Poor appetite 

□ Weight gain □ Bruise easily 

□ Change in appetite □ Poor balance

Have you ever been diagnosed with any of the following conditions?

□ Arthritis □ Diabetes □ Thyroid condition □ Anemia 

□ Epilepsy □ Hepatitis □ Skin auto-immuno diseases

□ Heart condition □ High/Low Blood Pressure □ Asthma 

□ Irritable Bowel □ Osteoporosis □ Gall Bladder problems

Other (please specify):

Females:

Do you use birth control? □ Yes □ No If yes, what type (pills, condoms, etc.)

How long is your entire cycle? Days Average number of days period lasts? Days

Do you get PMS symptoms? What kind of symptoms do you get usually? 
Do you have menopausal symptoms? □ Yes □ No

Lifestyle Information

How many cups (on average) of each do you drink?

Water






Tea/Coffee

Liquor






 Other Liquids

Do you smoke? □ Yes # cigarettes per day □ No Have you smoked in the past? □ Yes □ No

How often do you eat in restaurants or eat take out?

Foods you crave most

Dietary restrictions (vegetarian, vegan, no milk, etc.)

Do you currently exercise? □ Yes □ No If yes, how long & how many times per week?

How many hours of sleep do you usually get each night?

How would you describe the quality of your sleep? □ Restful □ Somewhat restful □ Disrupted/restless/Issues staying asleep
Do you wake up feeling rested? □ Yes □ No

Do you have a hard time falling asleep? □ Yes □ No 

Please provide the following information the best you can:

1. What time you wake up, leave for and return from work, go to bed.

2. What are your timings for breakfast lunch dinner, are these flexible or you get a set lunch time at work.

3. Is it ok for you to have light snacks like yogurt or fruit during work hours, or is it tough to get away from the desk?

4. Are you a – vegetarian/ non-vegetarian/ eggetarian/vegan/ others?


Are there any programs you have tried in the past?
What are your expectations of this program?

Signature (client or legal guardian) 





Date

This is a digital document. Signature is not necessary, please fill the complete name of the client or legal guardian.
Thank you 
