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                                                                Nutritional Assessment Questionnaire 
First Name ________________________________ Last Name _______________________________________________
Address __________________________________________________________________________________________________________________

Post Code ____________________ E-mail________________________________ Phone numbers _________________________________________

Occupation _______________________________________________________________Date of birth_____________________Age ______________

Hobbies __________________________________________________________________________________________________________________

How did you find out about Health in Nutrition? ____________________________________________________________________________________

Is this your first visit to a Nutritional Therapist?      Yes/No            Is your GP aware you are consulting a Nutritional Therapist? Yes/No

GP’s Name_________________________Address ________________________________________________Phone __________________________

Are any other professionals/clinics involved in your care? Please list ___________________________________________________________________

Your Health Profile

What is your main reason for seeking nutritional advice? ____________________________________________________________________________

What outcome are you hoping to achieve? _______________________________________________________________________________________

Please list the health problems you would like to focus on and indicate how long you have had them.
Health Problem                                                                                                                                                                                                            Duration

1 ________________________________________________________________________________________________________________________

2 ________________________________________________________________________________________________________________________
3 ________________________________________________________________________________________________________________________
4 ________________________________________________________________________________________________________________________
5 ________________________________________________________________________________________________________________________
Under what circumstances do these problems improve? _________________________________  get worse?_________________________________
What medication (drugs) do you take (name and dosage) ___________________________________________________________________________
_________________________________________________________________________________________________________________________
Have you had any major surgery, significant periods of ill health in your life or do you suffer from any chronic or niggling health problems? 
(please give details) _________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________

Your weight ________________ height ________________Normal blood pressure______________________Resting pulse rate __________________
Have you had any recent health tests? Please list, with results, if appropriate____________________________________________________________

_________________________________________________________________________________________________________________________
Your Family Health Profile
Any particular illnesses/allergies in the family (e.g. heart disease, diabetes, asthma, hay fever, etc.)? State which _______________________________
_________________________________________________________________________________________________________________________
If you have children and/or brothers and sisters please state age, sex and any illness they may suffer from:____________________________________
_________________________________________________________________________________________________________________________
Do/did your parents or grandparents suffer from any illnesses or medical conditions? Please give details of their age and condition suffered:__________
_________________________________________________________________________________________________________________________
SYMPTOM ANALYSIS

The symptoms listed below are often associated with nutritional deficiency. Underline any conditions you are presently aware of. Some symptoms are repeated. Please underline them in all cases.

	Mouth ulcers
Poor night vision
Acne
Frequent colds or infections
Dry flaky skin
Dandruff
Thrush or cystitis
Diarrhoea

Rheumatism or arthritis
Back ache
Tooth decay
Hair loss
Excessive sweating
Muscle cramps, or spasms
Joint pain or stiffness
Lack of energy

Lack of sex drive
Exhaustion after light exercise
Easy bruising
Slow wound healing
Varicose veins
Loss of muscle tone
Infertility

Frequent colds
Lack of energy
Frequent infections
Bleeding or tender gums
Easy bruising
Nose bleeds
Slow wound healing
Red pimples on skin

Tender muscles
Eye pains
Irritability
Poor concentration
'Prickly' legs
Poor memory
Stomach pains
Constipation
Tingling hands
Rapid heart beat

Burning or gritty eyes
Sensitivity to bright lights
Sore tongue
Cataracts
Dull or oily hair
Eczema or dermatitis
Split nails
Cracked lips

	Lack of energy

Diarrhoea

Insomnia

Headaches or migraines

Poor memory

Anxiety or tension

Depression

Irritability

Bleeding or tender gums

Acne

Muscle tremors or cramps
Apathy
Poor concentration
Burning feet or tender heels
Nausea or vomiting
Lack of energy
Exhaustion after light exercise
Anxiety or tension
Teeth grinding

Infrequent dream recall
Water retention
Tingling hands
Depression or nervousness
Irritability
Muscle tremors or cramps
Lack of energy
Flaky skin

Poor hair condition
Eczema or dermatitis
Mouth oversensitive to hot or cold
Irritability
Anxiety or tension
Lack of energy
Constipation
Tender or sore muscles
Pale skin

Eczema
Cracked lips
Prematurely greying hair
Anxiety or tension
Poor memory
Lack of energy
Poor appetite
Stomach pains
Depression

Dry skin
Poor hair condition
Prematurely greying hair
Tender or sore muscles
Poor appetite or nausea
Eczema or dermatitis


	Dry, rough skin
Dry eyes
Frequent infections
Poor memory
Loss of hair or dandruff
Excessive thirst
Poor wound healing
PMS or breast pain
Infertility
Muscle cramps or tremors
Insomnia or nervousness
Joint pain or arthritis
Tooth decay
High blood pressure

Muscle tremors or spasms
Muscle weakness
Insomnia or nervousness
High blood pressure
Irregular heart beat
Constipation
Fits or convulsions
Hyperactivity
Depression

Pale skin
Sore tongue
Fatigue or listlessness
Loss of appetite or nausea
Heavy periods or blood loss

Poor sense of taste or smell
White marks on more than two finger nails
Frequent infections
Stretch marks
Acne or greasy skin
Low fertility
Pale skin
Tendency to depression
Poor appetite

Muscle twitches
Childhood 'growing pains'
Dizziness or poor sense of balance
Fits or convulsions
Sore knees

Family history of cancer
Signs of premature ageing
Cataracts
High blood pressure
Frequent infections

Excessive or cold sweats
Dizziness or irritability after 6 hours without food
Need for frequent meals
Cold hands
Need for excessive sleep or drowsiness during the day
Excessive thirst
'Addicted' to sweet foods


LIFESTYLE ANALYSIS

The profiles below can affect your nutritional requirements. Please tick all questions that are appropriate to you.

	Life & Work

	
	Is your energy less now than it used to be?

	
	Do you feel guilty when relaxing?

	
	Do you have a persistent need for achievement?

	
	Are you unclear about your goals in life?

	
	Are you especially competitive?

	
	Do you work harder than most people?

	
	Do you easily become angry?

	
	Do you often do 2 or 3 tasks simultaneously?

	
	Do you get impatient if people or things hold you up?

	
	Do you have difficulty getting to sleep?


	Exercise 

	
	Do you take exercise that noticeably raises your heart beat for 20 minutes more than 3 times a week?

	
	Does your job involve vigorous activity?

	
	Do you regularly play a sport (football, squash etc)?

	
	Do you have any physically tiring hobbies (gardening, etc.)?

	
	Do you consider yourself fit?


	Pollution

	
	Do you live in a city or by a busy road?

	
	Do you spend more than 2 hours a week in traffic?

	
	Do you exercise (job, cycle, play sports) by busy roads?

	
	Do you smoke more than 5 cigarettes a day?

	
	Do you live or work in a smoky atmosphere?

	
	Do you buy foods exposed to exhaust fumes?

	
	Do you generally eat non-organic produce?

	
	Do you drink more than 1 unit of alcohol a day? 

	
	Do you spend a lot of time in front of a TV or VDU?

	
	Do you usually drink unfiltered tap water?


	Digestion

	
	Do you chew your food thoroughly?

	
	Do you sometimes suffer from bad breath?

	
	Are you prone to stomach upsets?

	
	Do you often get a burning sensation in your stomach?

	
	Do you find it difficult digesting fatty foods?

	
	Do you occasionally use indigestion tablets?

	
	Do you suffer from flatulence or bloating?

	
	Do you experience anal irritation?

	
	Do you have a bowel movement daily?

	
	Do your stools float?


	Glucose Tolerance

	
	Do you need more than 8 hours sleep a night?

	
	Are you rarely wide awake within 20 minutes of rising?

	
	Is your energy less now than it used to be?

	
	Do you have tea, coffee, sugary foods or drinks, or cigarettes at regular intervals during the day?

	
	Do you often feel drowsy during the day?

	
	Do you get dizzy or irritable if you don't eat often?

	
	Do you avoid exercise due to tiredness?

	
	Do you sweat a lot or get excessively thirsty?

	
	Do you sometimes lose concentration?

	
	Do you need something to get you going in the morning, like a tea, coffee or cigarette?

	Cardiovascular 

	
	Is your blood pressure above 140/90?

	
	Is your pulse after 15 minutes rest above 75?

	
	Are you more than 14lbs (7kg) over your ideal weight?

	
	Do you smoke more than 5 cigarettes a day?

	
	Do you do less than 2 hours exercise a week?

	
	Do you eat more than one spoon of sugar a day?

	
	Do you eat meat more than 5 times a week?

	
	Do you usually add salt to your food?

	
	Do you have more than 2 alcoholic drinks a day?

	
	Is there a history of heart disease in your family?


	Immune

	
	Do you get more than three colds a year?

	
	Do you find it hard to shift an infection (cold or otherwise)?

	
	Are you prone to thrush or cystitis?

	
	Do you often take antibiotics more than twice a year?

	
	Is there a history of cancer in your family?

	
	Have you ever had any growths or lumps biopsied?

	
	Do you have an inflammatory disease such as eczema, asthma or arthritis?

	
	Do you suffer from hay fever?

	
	Do you suffer from allergy problems?


	Allergy

	
	Do you suffer from any of the following? Please underline:
Nasal problems, hay fever, eczema, dermatitis, asthma, migraine, irritable bowel syndrome, frequent bloating, facial puffiness. 
Do you have any allergies? If so what? _________________________________________________
State type of reaction _______________________________
Have they been tested? _____________________________


	Women Only

	
	Are you pregnant? If so how many weeks? ____

	
	Are you trying to become pregnant?

	
	Have you ever had a miscarriage?

	
	Do you have an IUD fitted, or use the birth control pill? State which: _________________________

	
	Are your periods regular?

	
	Are you post-menopausal?

	
	Do you suffer from any pre-menstrual bloatedness, tiredness, irritability, depression, breast tenderness, headaches (please underline) 


	Men Only

	
	Prostate problems 

	
	Waking regularly to urinate at night

	
	Difficult to start & stop urine stream

	
	Decreased sexual function

	
	Pain or burning sensation when urinating 

	
	Constipation – chronic


YOUR EATING HABITS

Please tick the questions to which you would answer yes or fill in the number of times you eat the food mentioned in the question.

	
	Were you breast fed?

	
	Was a significant percentage of your diet as a child high in fatty foods and sugar

	
	Do you go out of your way to avoid foods? 

	
	Do you avoid foods which contain sugar? 

	
	How many teaspoons of sugar do you add to food / drinks each day? 

	
	Do you use salt in your cooking?

	
	Do you add salt to your food?

	
	How many coffees do you drink each day?

	
	How many cups of tea do you drink per day?

	
	How many times a week do you have meals containing fried food?

	
	How many packets of 'instant' or fast foods do you eat each week?

	
	How many times a week do you eat chocolate or confectionery?

	
	What percentage of your diet is raw fruit and raw vegetables?

	
	Do you wash fruit and vegetables before you eat them?

	
	Do you normally eat white rice or flour?

	
	How many tins of food do you eat per week?

	
	How many slices of bread or rolls do you eat each week?

	
	How many pints of milk do you drink a week?

	
	How many times a week do you eat red meat? (beef, pork, lamb or game)

	
	How many times a week do you eat white meat? (poultry, fish)

	
	What is your usual alcoholic drink? 

	
	How many glasses do you drink a week?

	
	How often a week do you eat live yoghurt?

	
	Do you use a water filter or drink bottled water instead of tap water?

	
	Do you frequently eat under stressful conditions or on the move

	
	Does your job involve eating out a lot?

	
	How would you describe your appetite? (Circle) 
a) poor      b) average       c) good

	
	

	Your Food Preferences



	Do you avoid any foods for cultural/ethical/health reasons? 
Please list:

___________________________________________________

	Do you suspect that any foods ‘don’t agree with you’. 
Please list:

___________________________________________________

	What foods/drinks would you find hard to give up? 
Please list:

___________________________________________________

	Do you crave foods? 

eg spicy, starchy, sugary, salty or creamy foods? (circle)

___________________________________________________

	List any foods you dislike eating?

___________________________________________________


YOUR FOOD DIARY

Write down all the foods and drinks consumed over the next two days, starting today. Please add information such as quantities eaten, brand names, whether the food is fresh …..

	DAY 1

	Breakfast 



	Lunch 


	Dinner 


	Snacks & Drinks


	DAY 2

	Breakfast 



	Lunch 



	Dinner 



	Snacks & Drinks




	Please list any dietary or herbal supplements you are taking:



	

	

	

	

	


Please return this form by post at least 2 days before your consultation to:

Melanie Fryer, 19 Cornflower Gardens, Billericay, Essex, CM12 0TQ
Tel: 01277 633 780
Email: melanie@healthinnutrition.co.uk

Terms of Engagement

1.  A Nutrition Questionnaire will be sent to you after booking a consultation. Once completed, this must arrive at Health in Nutrition at least 48 hrs before your initial visit. If the questionnaire is not returned in due time, the consultation may be postponed.

2.  Melanie Fryer’s advice and guidance, including the supplement programme, will depend on the information provided in the questionnaire and during the consultation. No responsibility can be accepted in cases where diagnosed medical conditions have been omitted or medication details have not been fully disclosed initially or when changed by your doctor whilst following your nutritional programme. Likewise, it is your responsibility to keep your doctor up to date about the nutritional strategy you have been provided with.  

3.  Melanie Fryer’s recommendations are intended neither to diagnose or to treat any diagnosed medical condition(s). Nutritional advice is not a substitute for professional medical advice and/or treatment. The aim of nutritional intervention is to facilitate the body’s own biochemical re-balancing and self-healing in an attempt to alleviate distressing symptoms.

4.  You will be involved in the decision-making process regarding the best treatment options for you. After your initial consultation, you will be sent a treatment programme, including dietary recommendations & nutritional supplements to meet your needs and lifestyle.

5.  Whilst the benefit achievable from nutritional therapy varies between individuals, the success of the treatment will depend on your compliance with the advice provided. No responsibility can be accepted in the case of non-compliance, altering of recommendations by a third party or if the supplement programme is continued beyond the period of time specified at the time of receiving the nutritional guidance. 

6.  Fees for each visit will be payable at the end of each consultation. 

7.  In the event of extensive medical history details being provided either before or during the consultation (i.e. over and above the scope of the questionnaire), Melanie Fryer reserves the right to make an additional charge (for the time spent pro rata) over the standard consultation fees provided. 

8.  One telephone call of up to 15 minutes duration or one e-mail about your treatment or progress is free during the first 4 weeks after an initial consultation. Subsequent calls and e-mails may be chargeable pro rata for the time spent.

9.  Biochemical tests may sometimes be helpful. You may be advised to undergo some tests at your home, through your GP or at a given laboratory. The prices of the tests vary and are not included in the consultation fees. Payment for tests must be made at the time of purchasing/ordering the tests. Tests that have been arranged and paid for may be cancelled within 14 days. To cancel, give written notice and return the home test kits unopened. Money will be refunded less 15% administration charge.

10.  Any supplements recommended can be ordered by Health in Nutrition and dispatched directly to you within 2 working days. They will be supplied at the retail prices plus p&p. Melanie Fryer has no underlying business interest in any specific manufacturer or supplier.

11.  Cancellations of consultations must be made at least 24 hours (or 1 business day) prior to the time of the consultation, or 50% of the consultation fee will be charged. 

12.  By signing the declaration at the end of the Nutrition Questionnaire you indicate that you understand and agree to be bound by the above Terms & Conditions. 

Data Protection

In order to be able to assess and advise you a Questionnaire must be completed. This and other information gathered during our discussions is recorded in writing. Such information includes personal data relating to your health record and brief details of your family unit. Health in Nutrition will need to process and hold this information on file for future reference. We can confirm that we take every measure to keep such information secure. Our policy is not to disclose it to any third party without your written consent. We use other (non-medical) personal information provided by you (or your parent or guardian if under 18 years) for the purposes of administration only. Returning this form duly signed constitutes your express consent to the processing of such data.
I understand the above, and agree that our professional relationship will be based on the content of this document.

Signed by client: ……………………………………………………………… Date…………………….

Signed by nutritional therapist:………………………………………………..Date……………..………
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Melanie Fryer BA(Hons) DipION

(One signed copy of the above is kept by both parties). 
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2.  Melanie Fryer’s advice and guidance, including the supplement programme, will depend on the information provided in the questionnaire and during the consultation. No responsibility can be accepted in cases where diagnosed medical conditions have been omitted or medication details have not been fully disclosed initially or when changed by your doctor whilst following your nutritional programme. Likewise, it is your responsibility to keep your doctor up to date about the nutritional strategy you have been provided with.  
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5.  Whilst the benefit achieveable from nutritional therapy varies between individuals, the success of the treatment will depend on your compliance with the advice provided. No responsibility can be accepted in the case of non-compliance, altering of recommendations by a third party or if the supplement programme is continued beyond the period of time specified at the time of receiving the nutritional guidance. 

6.  Fees for each visit will be payable at the end of each consultation. 
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11.  Cancellations of consultations must be made at least 24 hours (or 1 business day) prior to the time of the consultation, or 50% of the consultation fee will be charged. 
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Signed by nutritional therapist:………………………………………………..Date……………..………

Melanie Fryer BA(Hons) DipION
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