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New	Patient	Questionnaire		
	

Name	of	Client:	_______________________________	
Date	of	Birth:	_________________________________	

Contact	phone	#	(of	guardian	if	applicable):	_______________________________	

Address	____________________________________________________________	

Email:	_____________________________________	

Age:______________	

Height:_______ft	________in	

Weight:__________lbs	

Medical	History,	Diagnoses:	
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________	

Past	Surgeries:	
___________________________________________________________________
___________________________________________________________________	

Medications/Vitamins/Supplements:_____________________________________
___________________________________________________________________
___________________________________________________________________	

Any	Food	Allergies	or	Intolerances?	____No			____Yes	(please	list	and	note	
physical	effects)	

___________________________________________________________________
___________________________________________________________________	
	



			Food	4	Success,	LLC	
	

Page	2	of	2	
	

	

I	am	interested	in	nutritional	counseling	because:			
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________	

What	are	some	long-term	goals	you	hope	to	achieve?	

___________________________________________________________________
___________________________________________________________________
___________________________________________________________________	

What	information/education	are	you	interested	in	receiving?	

___________________________________________________________________
___________________________________________________________________
___________________________________________________________________	

	

Readiness	of	Making	Changes?	Please	circle	number.		

Not	ready		1		2		3		4		5		6		7		8		9		10		Very	ready	

	

Any	personal	concerns	or	details	you	would	like	your	nutritional	
counselor	to	know?	
__________________________________________________________
__________________________________________________________
__________________________________________________________	

___________________________________________________																							________________	
Printed	Name																																						Signature																																																																		Date	

(of	guardian	if	applicable)	


