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Mail-In Lifestyle Assessment Form

Please print, complete carefully and mail to:
Your Best Life! Nutrition and Lifestyle Coaching

RR 2 New Germany, NS

Canada B0R 1E0
Name: _______________________________________ Date: _________________________________

Age: _________ Sex: _____________ Marital Status: _________________________________________

 What health complaints caused you to want a personalized Lifestyle Assessment? (List up to three in order of importance.) ____________________________________________________________________________________

____________________________________________________________________________________

_____________________________________________________________________________________

What is your current height? _________________        Your Current weight? _______________________ 
If you are not happy with your current weight, what would you like to change? ____________________________________________________________________________________

What is your waist measurement? _______________ Your hip measurement? ____________________
What is the measurement around your wrist? ______________________________________________
Have you ever been diagnosed with any ailment related to your main health complaints, and if so, what are they?

_____________________________________________________________________________________

_____________________________________________________________________________________

 Have you experienced any trauma, loss, or excessively stressful life experiences in the last three years, and if so, what are they? ____________________________________________________________________________________

_____________________________________________________________________________________

 How much stress would you say that are you experiencing at this time? 

Minimal ______ Average ______ Considerable ______ Extreme ______

 If you are experiencing considerable or extreme stress at this time, to what is that stress related? (Work, family, health, finances, etc?) _____________________________________________________________________________________
_____________________________________________________________________________________
 What strategies do you use to cope with excessive stress? _____________________________________________________________________________________

_____________________________________________________________________________________

Describe any exercise that you are currently performing, including times per week and duration per session:

____________________________________________________________________________________

_____________________________________________________________________________________

 Would you say that you are sleeping well and generally awaken feeling rested? ___________ If the answer is no, what do you feel is the problem? _____________________________________________________________________________________

 What is your current occupation? _____________________________________________________________________________________

Do you enjoy your work? If not, what is it that you do not like? _____________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

 Do you smoke, and if so, how much? _____________________________________________________________________________________

Do you drink alcohol, and if so, what kind and how often? _____________________________________________________________________________________

What are your interests and hobbies? _____________________________________________________________________________________

_____________________________________________________________________________________

Do you participate in any spiritual discipline, such as a religious group? _____________________________________________________________________________________

Medical Information

Are you currently taking any prescription medication? (Provide details.) _____________________________________________________________________________________

_____________________________________________________________________________________

Do you take any over-the-counter medications or supplements? This would include vitamins or herbal  remedies. (Provide details.) _____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Do you suffer from any allergies and/or sensitivities? _____________________________________________________________________________________

If so, what are they and how do they manifest themselves? (ie: itchy eyes, bloating, etc.)

_____________________________________________________________________________________

Do you avoid certain foods or additives because you know that they will bother you? If so, what is your reaction?

__________________________________________________________________________________________________________________________________________________________________________

Have you ever been hospitalized? If so, when and for what? ___________________________________________

How often do you have a bowel movement? ________________________________________________________

Any problems with constipation and/or diarrhea? ____________________________________________________

Do you use any recreational drugs? ______ Have you ever been treated for drug or alcohol dependency? ______

Do your parents or any of your siblings suffer from a serious disease or chronic condition, such as diabetes, heart disease, cancer, arthritis, allergies, high blood pressure, etc? _____________________________________________________________________________________

_____________________________________________________________________________________

If you are female, are you menopausal? _______________

 Are you experiencing any menopausal symptoms, and if so, what? __________________________________________________________________________________

What was your health like as a child? ____________________________________________________
___________________________________________________________________________________

___________________________________________________________________________________

Diet

How many meals a day do you eat? ______ How many snacks? ______

How many servings of fruit do you eat in a typical day? ______ Raw vegetables? ______ 

 Cooked vegetables? ______  Whole grain products? ______ Dairy products? ______

How many times per week do you eat red meat (pork or beef)? ______ Poultry? ______ Fish? ______

Do you eat processed meat products such as hot dogs, sausage, bacon, or lunchmeat? ______ If so, how many times per week? ______ Do you eat beans and other legumes? ______ If so, how often and in what form? ____________________________________________________________________________________

Do you consume any soy products, such as tofu, miso, soymilk, or vegetarian meat substitutes? _____________________________________________________________________________________

Do you use butter or margarine? __________________ How many times per week do you eat fast food? _____________________________________________________________________________________
Do you use sugar substitutes like Aspartame? _______________________________________________

 Do you eat fried foods often? ____________________________________________________________
How many cups of water do you typically consume in a day? _____________________________________________________________________________________
Coffee or tea? ______ Soft drinks? ________

Herbal teas? ______ Fruit juice? ______ Vegetable juice? ______ Other sweetened drinks? __________________

Is the water you drink bottled, from a well, municipal reservoir, etc? _____________________________

_____________________________________________________________________________________

Describe a typical breakfast: ____________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________
Describe a typical lunch: ____________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________
Describe a typical supper: ____________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________
Describe some typical snacks: _____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

If you were to name three foods that you would find extremely difficult to give up, even if they were negatively impacting your health, what would they be? ____________________________________________________________________________________

____________________________________________________________________________________

If you were to name three foods that you would find it extremely difficult to like, regardless of how healthful they are, what would they be? ____________________________________________________________________________________

_____________________________________________________________________________________

Are there any restrictions to your diet based on the needs or wants of others? (ie: Family members with strong opinions on the daily menu.) ____________________________________________________________________________________
_____________________________________________________________________________________

_____________________________________________________________________________________

D o you live in an urban, rural or suburban area? _____________________________________________

_____________________________________________________________________________________

Please describe your family income in general terms. For example, are finances tight at the moment, or are you financially able to pursue healthy activities like joining a gym? If I suggest that you purchase certain supplements, will that be a financial hardship at the moment?
_____________________________________________________________________________________

_____________________________________________________________________________________
_____________________________________________________________________________________

_____________________________________________________________________________________

Would you say that your friends and family are supportive of your efforts to make changes in your life?
____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Is there anything else about you or your lifestyle that you feel that I should know?  Please give me as much information as you feel I need. Please feel free to attach another sheet or write on the back. The more information I have about your circumstances, likes and dislikes, and current health, the more helpful my recommendations will be.

____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Client Statement

I understand and acknowledge that the services provided are at all times restricted to consultation on the subject of health matters intended for general well-being, and are not meant for the purposes of medical diagnosis, treatment or prescribing of medicine for any disease, or any licensed or controlled act which may constitute the practice of medicine. This statement is being signed voluntarily.

Date _______________________________________________________________________________

Name: (Please print) ____________________________________________________________________________________

Address: __________________________________________________________________________________________________________________________________________________________________________

City/Town: ______________________________________________Province/State: ________________

Postal/Zip Code: _____________________________ Phone: ___________________________________

Email address: _____________________________________________________________________________________

Signature: ____________________________________________________________________________

