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HEALTH QUESTIONNAIRE
	NAME: 
     
	DATE:
      

	ADDRESS:
      
	CITY:
      
	STATE:
      
	ZIP CODE:
      

	PHONE:

      
	EMAIL:

      
	PREFER EMAIL OR CALL?:      

	GENDER:

      
	HEIGHT:

       FT       IN
	DOB (DD/MM/YYYY):

      
	TIME OF BIRTH:

       AM/PM
	CITY OF BIRTH:       


	STATE OF BIRTH:      

	AGE:

      
	WEIGHT:

     
	 LOWEST WEIGHT:

       WHEN?:     
	HIGHEST WEIGHT:

       WHEN?:     
	ARE YOU WILLING TO INVITE CHANGE INTO YOUR LIFESTYLE SO AS TO IMRPOVE YOUR MENTAL, EMOTIONAL, SPIRITUAL AND ENVIRONMENTAL HEALTH?:

       

	PRIMARY CONCERN FOR THIS CONSULTATION:

      
 

	MAJOR LIFE CHANGES IN THE PAST YEAR (NEW JOB, BABY, LOSS, RETIREMENT, DIVORCE, ETC)?:

      
 

	DO YOU HAVE ANY SPECIAL NEEDS TO BE CONSIDERED DURING OUR CONSULTATION (DIFFICULTY HEARING, DIFFERENT LANGUAGE, ETC)?:

      
 


	hEALTH INFORMATION

	OVERALL HEALTH

(circle or highlight)
	POOR
	FAIR
	GOOD
	EXCELLENT

	DESCRIBE YOUR STRESS LEVEL

(circle or highlight)
	MILD
	MODERATE
	SEVERE

	WHAT ARE THE CAUSES OF YOUR STRESS?
	     


	HOW WOULD YOU DESCRIBE YOUR EMOTIONAL WELL-BEING

(circle or highlight)
	BALANCED – GENERALLY HAPPY
	FLUCTUATES EASILY
	DEPRESSED
	THOUGHTS OF HOPELESSNESS

	DO YOU USE TOBACCO?
	YES

     
	NO

     
	HOW FREQUENTLY?

     

	DO YOU DRINK ALCOHOL?
	YES

     
	NO

     
	HOW FREQUENTLY?

     

	DESCRIBE THE EXERCISE YOU DO INCLUDING FREQUENCY

	TYPE (RUNNING, YOGA, WEIGHTS)

     

	FREQUENCY (3O MIN 3X PER WEEK)

     


	ARE YOU CURRENTLY UNDER A DOCTOR’S CARE? 
	YES

     
	NO

     

	DO I HAVE PERMISSION TO CONTACT YOUR DOCTOR IF DIAGNOSTIC TESTS AND/OR RESULTS ARE NEEDED?
	YES

     
	NO

     

	NAME OF DOCTOR

     
	PHONE

     

	ADDRESS

     

	CITY

     
	STATE

     
	ZIP

     

	LIST ANY MEDICAL CONDITION FOR WHICH YOU’VE BEEN DIAGNOSED BY A LICENSED HEALTHCARE PROVIDER (DIABETES TYPE I OR II, HYPERTENSION, LACTOSE INTOLERANT, ALLERGIES TO MOLD, ETC.)

	CONDITION

     

	DATE

     

	TESTS TAKEN / RESULTS

     


	WHEN DID YOU FIRST NOTICE SYMPTOMS?

(YEAR, WEATHER, AFTER INCIDENT, ETC)
	     


	WHAT MAKES SYMPTOMS WORSE?

(IE. WEATHER, ACTIVITIES,  RELAXATION, SITTING, EXERCISE, STRESS, ETC)
	     


	WHAT MAKES SYMPTOMS BETTER? (IE. WEATHER, ACTIVITIES,  RELAXATION, SITTING, EXERCISE, STRESS, ETC)
	     


	LIST ANY KNOWN ALLERGIES (ENVIRONMENTAL AND FOOD RELATED)

	     


	LIST ANY SURGERIES, INJURIES, AND/OR HOSPITALIZATIONS (CHILDBIRTH, ORGANS REMOVED, BROKEN BONES, ETC)

	CONDITION

     

	DATE

     


	PLEASE LIST THE SUPPLEMENTS AND MEDICATIONS YOU CURRENTLY USE INCLUDING ADVIL, BIRTH CONTROL, HERBALS, ETC. 

	TYPE

     

	DOSAGE 

     

	FREQUENCY

      


	WHAT NATURAL THERAPIES (MASSAGE, CHIROPRACTIC, SOUND THERAPY, ETC)  DO YOU CURRENTLY USE?

	TYPE

     

	FREQUENCY

     



	SYMPTOM HISTORY - CHECK THE FOLLOWING SYMPTOMS THAT APPLY TO YOU CURRENTLY OR IN THE PAST

	MUSCULOSKELETAL 

	HEADACHES
	     
	JOINT STIFFNESS / SWELLING
	     
	SPASMS / CRAMPS
	     
	BROKEN / FRACTURED BONES
	     

	STRAINS SPRAINS
	     
	BACK / HIP PAIN
	     
	SHOULDER / NECK / ARM / HAND PAIN
	     
	LEG / FOOT PAIN
	     

	CHEST/RIBS /ABDOMINAL PAIN
	     
	PROBLEMS WALKING
	     
	JAW PAIN / TMJ
	     
	
	     

	SKIN

	RASHES
	     
	ALLERGIES
	     
	ATHLETE’S FOOT
	     
	WARTS
	     

	SWELLING / REDNESS
	     
	ACNE
	     
	ITCHING
	     
	
	     


	REPRODUCTIVE

	CURRENTLY PREGNANT
	     
	PREVIOUS PREGNANCIES
	     
	PMS
	     
	MENOPAUSE
	     

	PELVIC INFLAMMATORY DISEASE
	     
	ENDOMETRIOSIS
	     
	FERTILITY CONCERNS
	     
	PROSTATE CONCERNS
	     

	IMPOTENCY
	     
	GENITAL ITCHING / DISCHARGE
	     
	STD’S
	     
	
	     

	CIRCULATORY AND RESPIRATORY

	

	DIZZINESS
	     
	SHORTNESS OF BREATH
	     
	FAINTING
	     
	COLD HANDS / FEET
	     

	SWOLLEN ANKLES
	     
	PRESSURE SORES
	     
	VARICOSE VEINS
	     
	HEMORRHOIDS
	     

	BLOOD CLOTS
	     
	FATIGUE
	     
	STROKE
	     
	HEART PALPITATIONS
	     

	HEART MURMUR
	     
	ALLERGIES
	     
	SINUS PROBLEMS
	     
	
	     


	DIGESTIVE

	NERVOUS STOMACH
	     
	INDIGESTION
	     
	CONSTIPATION
	     
	DIARRHEA
	     

	INTESTIONAL BLOATING / GAS
	     
	IRREGULARITY
	     
	ULCERS
	     
	
	     

	NERVOUS SYSTEM

	NUMBNESS / TINGLING
	     
	TWITCHING OF FACE
	     
	FATIGUE
	     
	CHRONIC PAIN
	     

	SLEEP DISORDERS
	     
	PARALYSIS
	     
	TREMORS
	     
	HERPES / SHINGLES
	     

	SHARP OR SHOOTING PAINS
	     
	ANXIETY
	     
	NAUSEA FROM FEAR
	     
	
	     

	OTHER

	LOSS OF APPETITE
	     
	FORGETFULNESS
	     
	CONFUSION
	     
	DEPRESSION
	     

	DIFFICULTY CONCENTRATING
	     
	HEARING IMPAIRED
	     
	VISUALLY IMPAIRED
	     
	BURNING UPON URINATION
	     

	BLADDER INFECTION
	     
	EATING DISORDER
	     
	
	     

	
	     



	FAMILY HISTORY

	LIST ANY HEALTH CONCERNS OF YOUR MOTHER

	     


	LIST ANY HEALTH CONCERNS OF YOUR FATHER

	     


	LIST ANY HEALTH CONCERNS OF YOUR SIBLINGS

	     


	QUESTIONS, COMMENTS, AND EXTRA SPACE

	     


	FOOD DIARY for 5 days

Feel free to add any notes that you feel is appropriate. Include quantities, time and any additional details you feel relate to the food. Use the notes section below if you'd like to tell me things like; How did you feel after eating the food? How soon did you feel hunger again, etc. Anything related to your eating, feel free to share.

	DAY 1 DATE:      
	DAY 2 DATE :      
	DAY 3 DATE:      
	DAY 4 DATE:      
	DAY 5 DATE:      

	MEAL #1 @       AM/PM
	MEAL #1 @       AM/PM
	MEAL #1 @       AM/PM
	MEAL #1 @       AM/PM
	MEAL #1 @       AM/PM

	     

	     

	     

	     

	     


	MEAL #2 @       AM/PM
	MEAL #2 @       AM/PM
	MEAL #2 @       AM/PM
	MEAL #2 @       AM/PM
	MEAL #2 @       AM/PM

	     

	     

	     

	     

	     


	MEAL #3 @       AM/PM
	MEAL #3 @       AM/PM
	MEAL #3 @       AM/PM
	MEAL #3 @       AM/PM
	MEAL #3 @       AM/PM

	     

	     

	     

	     

	     


	SNACKS/DESSERTS
	SNACKS/DESSERTS
	SNACKS/DESSERTS
	SNACKS/DESSERTS
	SNACKS/DESSERTS

	     

	     

	     

	     

	     


	BEVERAGES
	BEVERAGES
	BEVERAGES
	BEVERAGES
	BEVERAGES

	     

	     

	     

	     

	     


	NOTES
	NOTES
	NOTES
	NOTES
	NOTES

	     

	     

	     

	     

	     


	LIST YOUR FAVORITE FOODS WHETHER THEY ARE HEALTHY IN YOUR OPINION OR NOT
	LIST ALL KNOWN FOOD ALLERGIES AND ANY SYMPTOMS THEY PRESENT WHEN EATEN
	LIST FOODS YOU DO NOT LIKE BUT WILL TOLERATE IF I HIGHLY RECOMMEND THEM
	LIST FOODS YOU WILL NOT EAT NO MATTER WHAT I SUGGEST
	LIST FOODS YOU WOULD LIKE TO LEARN MORE ABOUT USING

	     

	     

	     

	     

	     



Conditions of Consultation

If you are having an emergency, please contact your local Hospital and/or Primary Healthcare Provider.

Any information received from Stephanie Austin, HHP, is not meant to disregard that of your primary healthcare practitioner. If you are pregnant or nursing, consult your practitioner/midwife before consulting other sources. Holistic Well-Being is a lifelong journey that involves practice and is not free from adverse affects. I am a Holistic Health and Nutritional Consultant and not a licensed medical doctor or naturopathic physician, and therefore do not prevent, diagnose, and/or claim to cure physical and mental diseases, disorders, and injuries. I am not qualified nor do I intend to advice against the use of traditional medicine. Rather, I hope to educate clients about the intrinsic self-healing abilities of our bodies when provided with a balance of mind/body/spirit wellbeing. 

· I,                                           understand that the education consulting services I am receiving or that my child is receiving include holistic health protocols. These services are not to be construed as medical diagnosis or prescription. 

· I confirm that I am seeking the consultation voluntarily and I am not bound to follow the holistic health plan unless I choose. 

· The general benefits, methods of use, and possible contraindications of the holistic health plan have been explained to me. 

· I understand that the recommended holistic therapy is not a substitute of medical treatment or medications, and that the practitioner recommends I concurrently work with my Primary Care Provider (PCP) for any condition I (or my child) may have. 

· I have informed the consulting practitioner of all known physical and medical conditions and medications, and I will keep the practitioner updated on any changes. 

· I have received a copy of the practitioner’s policies and holistic health plan and I understand them.

· I give consent for the practitioner to consult with me about my (or my child’s) condition and to devise a holistic health plan for me (or my child). 
· Occasionally we send out newsletters, announcements, and special occasion cards. If you do not wish to receive these, please initial here      .
· Occasionally we consult with your PCP and/or other health providers for information on your current and previous treatments. I give permission for those health care providers to share information that may assist the practitioner with my holistic health plan. If we do not have your permission to do this, please initial here      .

· I also understand that I am receiving the consulting services of the practitioner for a set fee of $      and that I am financially responsible for this fee and any supplements or therapies I choose to enact as suggested in the holistic health plan. 
· I agree not to hold the practitioner responsible for any negative outcomes as a result of his or her providing this service. 

Signature 

· I am over 18 years of age or the legal guardian of the person receiving the consultation. 

· I understand my information is provided to aid my consultant in providing a personalized and detailed Holistic Living Plan and will only be share for the specific purposes of providing treatment to me, receiving payment for services rendered to me, and for general administrative operations of the practice. 

· I have read the Conditions of Consultation above and agree that I understand the conditions completely; thereby accepting full responsibility for what advice I choose to enact. 
· If completed online, I endorse this as a digital signature.
Sign Here:     



Client or Guardian 





Date

Stephanie Austin, HHP

Holistic Health & Nutritional Counseling
Director of Education
www.WellnessByMotherNature.com 
The Wellness Kitchen
1255 Las Tablas Rd. Ste.102 | Templeton, Ca 93465
o: 805-434-1800 | f: 805-434-1885

www.TheWKRC.org  
