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\.’ n;isuurs NUTRITION CENTRE -

Date

Name Address

Home Phone

Work Phone Occupation
Mobile Phone Hobbies

Email

Date Of Birth Current Weight
Age Ideal Weight
Height

Who Recommended you?

FITNESS GOALS

Please tick specific goals and list dates for achieving them:

Reduce Stress
Increase Energy

Stop smoking / drinking
Injury prevention
Rehabilitate injury

Gain weight / muscle

Improve Strength

Improve flexibility

Improve cardiovascular fitness
Improve muscle tone & shape
Improve diet / eating habits
Weight loss

Additional Goals (please list):

I O

|

HEALTH & FITNESS HISTORY

1. Are you presently involved in a regular exercise programme?
If yes please list

Activity Duration Frequency





[image: image2.png]Do You now smoke or have you ever smoked? Yes / No

a. If you previously smoked, for how long did you smoke, how often and when did you quit

b. If you currently smoke, how much?

Do you use alcohol? Yes / No

a. If yes, how much per day

b. How much per week

Do You drink coffee or cola’s that contain caffeine? Yes / No

a. If yes, how much per day

Are you now or have you ever been on a diet? Yes / No

a. If Yes, please provide details :

Do You consider yourself overweight or underweight (please circle)?
overweight underweight
In the last 5 years:
a. What is the most you have weighed? When?

b. What is the least you have weighed? When?
c. What other weight loss techniques have you tried?

Do you usually eat breakfast? Yes / No
How many times per week do you usually eat the following?
Beef ___Pork ___ Chicken ___ Fish ___ Desserts __ Fried Foods ___ FastFood ____
Do you regularly use any of the following (please circle)?
Butter Sugar Sweeteners Salt Whole milk
Are your energy levels (please circle)?
High Moderate Low
How active do you consider yourself (please circle)?
Sedentary Lightly active  Moderately active Highly active
How would you describe your nutrition habits (please circle)?
Good Fair Poor
How good would you characterise your life (please circle)?
Highly stressful - moderately stressful Low in stress
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Check any conditions or diseases you now have or have had in the past

[] Diabetes [C] Peripheral vascular [] Epilepsy or seizures [ Ulcers
disease

[] Stroke [] Light-headedness or [] Low blood pressure [ Stomach or
fainting intestinal problems

] Anaemia [] High blood pressure [] Bronchitis [] Hernia

[J Asthma [ Heart disease or other [] Kidney, bladder [J Thyroid disease
coronary disease infection

[[] Burstitis [[] Bruise or bleed easily [] Frequent diarrhoea [] Broken bones

[ Hepatitis [ Fatigue or lack of [[] Haemorrhoids [] HIV infection
ener

[] Rheumatic fever [ Canggr, cysts, tumour [] Emotional disorders [] Arthritis

[] Skin Disorders [J Increased anxiety or [[] Migraine or recurrent ] Other
depression headaches

If you have checked any of the above, please explain here :

15. Please list any prescribed medications you are taking:

16. Please list any over the counter medications or dietary supplements you are now taking:

17. Please list any illness, hospitalisation or surgery procedure within the last 2 years:

18. Please list any drug allergies:

19. Has any blood relative ever had any of the following

Sudden death before 50: Yes / No High blood pressure; Yes / No
Cancer, Tumour, Cyst: Yes / No Diabetes: Yes / No
Tuberculosis: Yes / No Stroke: Yes / No
Heart disease: Yes / No Epilepsy: Yes / No
Blood diseases Yes / No

(sickle cell, anaemia, leukaemia)

20. Are there any other comments you would like to add regarding your health?

| do hereby state that | have, to the best of my knowledge and belief, given a correct and accurate
medica! history report. If there are any errors or omissions | will advise my designated RNC consuitant
as soon as practicable.

Signature: : Date:
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FOOD DIARY

NAME: Date:

Please record everything you eat and drink, making notes of the quantities. Do this over a three day
period and try to include one day from your weekend. This gives the consultant an indication of your
present eating habits.

'

DAY1( ) DAY2( ) DAY 3 (

)

BREAKFAST

SNACKS

LUNCH

SNACKS

DINNER

SNACKS





