
 

 

 
 

NUTRITION ASSESSMENT 
    
Name:   ___________________________________DOB/Age: ____________Gender: _________  

 
Email:_____________________________________________  Phone number: ________________________________________  
 

 
Reason for consultation:  

 

 
Prior nutrition consultation?  
  

 
Health & Medical History:  Check all that Apply by filling in Box with C (current) or P (Past):

 Addiction (coffee/cigarettes/ sugar/ 
alcohol or other substances) 

 ADHD 
 Food Allergies Environ. Seasonal   
 Anxiety / Depression / Mood swings   
 Arthritis   Osteo  Rheumatoid 
 Asthma 
 Autoimmune Condition: ____________ 
 Pre-Diabetes Diabetes 
 Cancer: Type_________________________ 
 Celiac disease Gluten intolerance 
 Chronic fatigue syndrome/SEID 
Eating Disorder: _______   

 Fibromyalgia 
 Food allergies or Intolerances 
 GI Condition: ______________________ 
 GERD, Heartburn, Hiatal Hernia   
Headaches  
 Heart condition condition  
 High blood pressure/hypertension 
 High cholesterol    

IBD: Crohn’s Ulcerative colitis 
 Infertility    
 IBS:    Type:_________________________    
 Memory concerns 

  

 Menopause    
 Neurological Disease: ______________ 
 Obesity   Overweight    
 Osteopenia Osteoporosis 
 Physical limitation: ________________ 
 PMS 
 Prostate 
 Sexual dysfunction 
 _________________________________ 
 _________________________________ 
 _________________________________

Family History: 
 

Digestive function:  Good   Fair   Poor    Bowel Movements :  Daily < 1x day  1-2x day   Diarrhea  Constipation 
 

Signs & Symptoms:  
 

Rate your Typical energy level:  Excellent  Good   Fair   Poor     
 

Lab & Diagnostic Data:   
 

 

Medications/Supplements (vitamins, Minerals, herbs, Medical foods, etc.)  Dosage Frequency 

   

   

   

   

   

   

 

 

 

Height: 
 

_______  Lowest adult weight: 
 

_______ Waist: _______   Hip:  _______ W/H: _______  BMI: ______  BAI:______ 

Current Weight:  
 

_______  Highest adult weight: 
 

_______ Does your weight affect the way you feel about yourself?  __________ 

Weight, 1 yr ago:  _____    Desired weight:                 
 

_______ How much time to get there?_________________________________________ 

 
Exercise/ Activity: 
 

 Yes        Type:                                        How often?                                          How long?                   

 
 

How long have you been exercising? __________________________________________________________________________________________________ 
 No         Why not?     

Sleep:  8+ hours   6-8 hours       <6 hours     Sleep Quality:      Good            Fair             Poor 

Life stressors:                         
  Work             Family              Finances                Health              Relationship/ friendships    Other  

 
 
What do you do to relax?  
 
 
 
 
 
 
 
What do you do to nourish yourself?  



 

 

 
DIET & FOOD HABITS: 

Do you follow a particular 
diet/eating pattern? 

 
 No        Yes  
Vegan  Vegetarian Low carb  Ketogenic   Paleo   Gluten Free  Elimination Diet   Other: ___________ 

Comments: 
 

Do you drink caffeine, 
alcohol or smoke? How 
much? How often? 
 
How much water do you 
drink on a daily basis? Other 
liquids? 
 
What are your personal 
challenges to eating well? 
 
What has been successful 
for you in the past?  
 
What or who is your    
support system?  

 
_______________________________________________________________________________________________________________________________________________ 
 
 
______________________________________________________________________________________________________________________________________________ 
 
______________________________________________________________________________________________________________________________________________ 
 
 
_______________________________________________________________________________________________________________________________________________ 
 
 
_______________________________________________________________________________________________________________________________________________ 

 
Are you aware of any 
adverse food reactions 
(allergies/intolerances)? 

 
 No        Yes   If yes, explain: 

 

 
What percentage of meals 
do you eat out? 

 
 

  90-100%      75%       50%     < 50%   Where?  
 
 

 
Do you grocery shop? 

 
 

 Yes    No      If not, who does?   

 
Do you cook? 

 
 

 Yes    No      If not, who does?    
 
FOOD LOG (include 3 typical days including a weekend day – do not change how you usually eat and include all food and beverages) 
Breakfast  
Time:  

Lunch  
Time:   

Dinner 
Time:  

Snacks 
 

Comments 

 
 
 
 
 
 
 
 
 

 
 
 

 
 

 
 

 
 
 

 
1. On a scale of 1 to 10, how serious are you about achieving your goals?    

 Least 1 2 3 4 5 6 7 8 9 10 Most 

2. List in order your personal health and fitness objectives. 

a. ____________________________________________________________________________________________________________________________________________________  
          
b. . ____________________________________________________________________________________________________________________________________________________  
            
c. . ___________________________________________________________________________________________________________________________________________________  
          

3. Any additional comments or info that you feel we should know about you?  ___________________________________________________________________________________ 

______________________________________________________________________________________________________________________________________________________________________________ 

               

              

Signature:  ________________________________________________________________    Date:  _____________________________  



 

My Symptoms Questionnaire 
 

Name: _____________________________________________________   Date: ___________________________ 

 

Rate each of the following symptoms based upon your typical health profile for the Past 30 days 

0 1 2 3 4 5 
 

Rarely, 
Never Effect not severe 

Occasionally,  
Effect not severe 

Occasionally,  
Effect severe 

Frequently,  
Effect not severe 

Frequently,  
Effect severe  

HEAD EYES EARS 
Headaches Watery / itchy eyes Itchy ears 

Faintness Yellowing eyes Earaches, ear infections 
Dizziness Swollen, reddened, sticky eyelids Drainage from ear 

TOTAL Bags, dark circles Ringing 

  Night vision problems Hearing loss 

NOSE Blurred vision TOTAL 

Stuffy Nose Loss peripheral vision   
Sinus problems TOTAL DIGESTIVE TRACT 

/GASTROINTESTINAL (GI) Hay fever   
Sneezing attacks MOUTH/THROAT Nausea 

Excessive mucous Chronic cough Vomiting 

Loss sense of smell Gagging/throat clearing Diarrhea 

TOTAL Sore throat Constipation 

  Hoarseness Alternating diarrhea & 

NAILS Swollen/discolored tongue constipation  

Bloating Spoon shaped Burning tongue 
Brittle, cracking Coating on tongue Belching 

Discolored Chewing problems Gas/flatulence 

White spots Swallowing problems Heartburn 

Lines/Stripes Canker sores Upper GI pain 

TOTAL Fever blisters Lower abdominal pain 

  Cracks corner of mouth TOTAL 

HAIR TOTAL   
Hair thinning   JOINTS/MUSCLE/BONE 

Hair loss HEART Pain or aches in joints 

Loss of outer eyebrow hair Irregular /skipped beats Arthritis 
Premature greying Rapid/pounding beats Stiffness/limited movement 

Easy hair pluckability Chest pain Pain or aches in muscles 

TOTAL TOTAL Feeling of weakness or loss of 

    strength  

Restless legs SKIN LUNGS 
Acne Chest congestion Bone pain 

Hives, rashes Asthma or bronchitis Broken bones 

Dry skin Shortness of breath TOTAL 

Bumps on back of arms Difficulty breathing   
Flushing TOTAL WEIGHT 

Excessive sweating   Underweight 
TOTAL ENERGY/SLEEP Overweight 

  Fatigue Obese 

 



 
 

 
 

Colds Insomnia Weight gain (>5-10 lbs) 

Flu Sleep disruptions Fluid retention 

Chronic infections  TOTAL 

TOTAL TOTAL   
    
   

 
 

 
 

  

GENITOURINARY NEUROLOGICAL EMOTIONS 

Frequent or urgent urination Poor memory Mood swings 

Itching Confusion Anxiety, worry, fear, nervousness 

Discharge Poor concentration/“brain fog” Anger, irritability, agitation 

Incontinence Poor physical coordination Depression 
TOTAL Loss of balance TOTAL 

  Tingling in hands or feet GRAND TOTAL 

  Stuttering or stammering Key: the higher the score, the greater the impact  

  Slurred speech on the individual. 

  TOTAL 0-15 Fair 

    16-25 Moderate 

    26-50 Major 

    >50 Severe 

 

 

 

For more information visit: www.IFNAcademy.com  
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ENERGY/SLEEP WEIGHT 

 

 

Fatigue Underweight 

 Lethargy Overweight 

IMMUNE Hyperactivity Obese 

http://www.ifnacademy.com/


 

 

 

DIGESTIVE HISTORY 

 

Name                 Date   
 

DIRECTIONS: This questionnaire evaluates your digestive symptoms for the last four months. This information will 

help you keep track of physical, mental and emotional respond to changes you implement in your eating habits, 

personal life, level of physical activity, use of medications or supplements, and time spent on personal growth. All 

information is held in strict confidence.  
 

For each question, circle the number that best describes your symptoms: 
 

0 = No or Rarely: you have never experienced the symptom or the symptom is familiar to you but you perceive it as  

insignificant. (monthly or less) 

1 = Occasionally: symptom comes and goes and is linked in your mind to stress, diet, fatigue or some identifiable 

 trigger 
 

4 = Often: symptom occurs 2-3 times per week and/or with a frequency that bothers you enough that you would 

like to do something about it 

8 = Frequently: symptom occurs 4 or more times per week and/or you are aware of the symptom every day, or it 

occurs with regularity on a monthly or cyclical basis 

 
 

Section A No/Rarely Occasionally Often Frequently  

1. Indigestion (food repeats on you or comes back up) 
    after you eat? 

0 1 4 8  

2. Excessive burping, belching and/or bloating  

    following meals. 

0 1 4 8  

3. Stomach spasms and cramping during or after  

    eating. 

0 1 4 8  

4. A sensation that food just sits in your stomach 

    creating uncomfortable fullness, pressure and  

       bloating during or after a meal. 

0 1 4 8  

5. Bad taste in your mouth. 0 1 4 8  

6. Small amounts of food fill you up immediately. 0 1 4 8  

7. Skip meals or eat erratically because you have no  

    appetite. 

0 1 4 8  

TOTAL POINTS      



 

 

      

Section B No/Rarely Occasionally Often Frequently  

1. Strong emotions, or the thought or smell of food  

    aggravates your stomach or makes it hurt, 

0 1 4 8  

2. Feel hungry an hour or two after eating a good-  

    sized meal. 

0 1 4 8  

3. Stomach pain, burning and/or aching over a period 

    of 1-4 hours after eating. 

0 1 4 8  

4. Stomach pain, burning and/or aching relieved by  

    eating food; drinking carbonated beverages, cream  

       or milk; or taking antacids. 

0 1 4 8  

5. Burning sensation in the lower part of your chest,  

    especially when lying down or bending forward. 

0 1 4 8  

6. Digestive problems that subside with rest and  

    relaxation. 

No   Yes  

7. Eating spicy and fatty (fried) foods, chocolate,  

     coffee, alcohol, citrus or hot peppers causes  

        your stomach to burn or ache. 

0 1 4 8  

8. Feel a sense of nausea when you eat. 0 1 4 8  

9. Difficulty or pain when swallowing food or  

    beverage. 

0 1 4 8  

TOTAL POINTS      

      

Section C No/Rarely Occasionally Often Frequently  

1. When massaging under your rib cage on your left  

     side, there is pain, tenderness or soreness. 

0 1 4 8  

2. Indigestion, fullness or tension in your abdomen is 

    delayed, occurring 2-4 hours after eating a meal. 

0 1 4 8  

3. Lower abdominal discomfort is relieved with the  

    passage of gas or with a bowel movement. 

0 1 4 8  

4. Specific foods/beverages aggravate indigestion. 0 1 4 8  

5. The consistency or form of your stool changes (e.g., 

    from narrow to loose) within the course of a day. 

0 1 4 8  



 

 

6. Stool odor is embarrassing. 0 1 4 8  

7. Undigested food in your stool. 0 1 4 8  

8. Three or more large bowel movements daily. 0 1 4 8  

9. Diarrhea (frequent loose, watery stool). 0 1 4 8  

10. Bowel movement shortly after eating (within 1 hr.) 0 1 4 8  

TOTAL POINTS      

      

Section D No/Rarely Occasionally Often Frequently  

1. Discomfort, pain or cramps in your colon (lower  

    abdominal area). 

0 1 4 8  

2. Emotional stress and/or eating raw fruits and  

    vegetables causes abdominal bloating, pain, cramps 

     or gas. 

0 1 4 8  

3. Generally constipated (or straining during bowel 

    movements). 

0 1 4 8  

4. Stool is small, hard and dry. 0 1 4 8  

5. Pass mucus in your stool. 0 1 4 8  

6. Alternate between constipation and diarrhea. 0 1 4 8  

7. Rectal pain, itching or cramping. 0 1 4 8  

8. No urge to have a bowel movement. No   Yes  

9. An almost continual need to have a bowel  

    Movement. 

No   Yes  

TOTAL POINTS      

Digestive History Key: 
   0-15   -  Mild digestive symptoms 

   16-50 -  Moderate digestive symptoms 

   >51    -  Significant digestive symptoms 
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