Health & Wellness Assessment Questionnaire. 
Please complete and email or deliver to Uptown Nutrition, two days prior to your session.  Thank you!


Your Name:___________________________________________     Date:__________________


Are you currently under the care of a medical doctor or Naturopath or any other holistic care provider?_________
Are you pregnant or nursing?__________
Date of your last physical exam?_________
Men:  Prostate Exam:_________
Women:  Pap smear and exam:_________

    Mammogram or Themography: _________
If you are 50 or older, have you had a colonoscopy?__________
Please list any health concerns:
Weight Loss, sleep issues, lack of energy, cholesterol, blood pressure, brain fog,, allergies, environmental sensitivities, etc….
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Do you experience acid reflux or indigestion?__________
After eating, do you experience bloating, flatulence, or discomfort?__________
How many bowel movements per day?_____  Consistency?____________________________________
How much water do you drink?__________
How much coffee?__________
How much alcohol?__________
Do you smoke?___________How much?__________
Are you around daily smoking?__________
Do you live in a high traffic area (or near other pollutions)?___________
Any significant changes in health (including weight, lifestyle and emotion/mental) in the last 12 months, or changes you feel are worth mentioning?
_____________________________________________________________________________________
_____________________________________________________________________________________
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Please list any current health conditions diagnosed by a medical doctor.

_____________________________________________________________________________________
_____________________________________________________________________________________
Are you currently taking prescribed medications?  If so, for which health conditions?
_____________________________________________________________________________________
_____________________________________________________________________________________
Please list supplements/herbs currently taken and the reason for each.  If you don’t know (this is very common (), just write in ‘not sure’ (use separate sheet if needed).
_____________________________________________________________________________________
_____________________________________________________________________________________
Do you have a family history of any diseases or chronic health issues?________
Are you concerned about getting cancer or a chronic health condition?__________
On a scale of 1 to 10 (10 being best), please rate your level of nutritious eating?________
Do you feel confident in knowing how to eat balanced nutritious meals?_________
How many times per week do you exercise, for how long and what do you do?__________
Do you have any health or lifestyle conditions that get in the way of  fitness
(Such as bad knee’s or work schedule).
_____________________________________________________________________________________
_____________________________________________________________________________________
Please describe your current state of emotions?______________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Do you feel safe? _________
Do you often feel ‘blue’?_________
Do you feel as if you are living in a tunnel of fog?_________
How is your stress level? ________
Do you have time for ‘self-care’?__________  

Are you anxious or nervous? __________
Do you experience daily frustrations? __________
When thinking of the future, do you feel encouraged or stuck?__________
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Do you have a support network?__________
Can you easily describe three fabulous attributes about yourself?__________
Do you have any daily practices, such as meditation?________
Our emotions, emotional state, mental well being, thoughts and lifestyle all have a huge impact on physical health.  Please include any information that will help me guide you to optimal well-being.

_____________________________________________________________________________________
_____________________________________________________________________________________

If you could wave your magic wand and…

Change one physical characteristic, what would that be?________
One emotional challenge, what would that be?__________
One health situation, what would that be?__________________________________________________
_____________________________________________________________________________________


What areas would you like support and education in?_________________________________________
_____________________________________________________________________________________

Please share anything else you would like me to be aware of and your intentions for our time together.
_____________________________________________________________________________________
_____________________________________________________________________________________

Three day Food & Thought journal  ~Very Important~  (Form attached) Completed: _______
Additional Candida Questionnaire (check or circle all that apply).
*Candidiasis causes systemic illnesses that produce a wide variety of symptoms.  This makes candidiasis difficult to diagnose accurately, since it shares symptoms with many other conditions.  When a symptom is chronic rather than acute or sudden, this could be suspect to a yeast infection.

A few clues to an environment that creates yeast growth:

Have you recently taken repeated courses of antibiotics or steroids (e.g., cortisone)?

Have you used birth-control pills?

Have you had repeated fungal infections (“jock itch”, athlete’s food, ringworm)?

Do you experience symptoms of PMS (premenstrual syndrome?)
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Candidiasis can cause a wide array of symptoms, including the following:
Chronic Fatigue. Weight Gain. Depression, anxiety and irritability. Hyperactivity, confusion and loss of memory. Gastrointestinal problems, such as bloating and gas, cramps, chronic diarrhea, constipation, heartburn.  Allergies (both food and airborne).  A feeling of being lightheaded or drunk after minimal wine, beer or certain foods.  Rashes, hives, acne and scaly skin. Respiratory problems, including asthma and nasal or lung congestion.  Sinus pressure, hay fever-like attacks, and coughing.  Eye or ear irritation.  Migraines and Headaches. Sleep disturbances.  Heart palpitations.
Do you have cravings for sweets, products containing white flower, or alcoholic  beverages?

Do you regularly have any of the following symptoms or health difficulties? (please check):
Bloating

Headaches

Depression

Fatigue
Memory Problems

Impotence or lack of libido

Muscle aches with no apparent cause

Brain Fogginess

Inappropriate drowsiness

Mood swings

Rashes

Bad breath

Dry Mouth

Post-Nasal Drip

Nasal Congestion

Heartburn

Urninary frequency or urgency?

*Reference:  Alternative Medicine, Trivieri and Anderson.  Second Edition, 2002


I understand that Health and Wellness coaching is not intended as diagnosis, prescription treatment or cure for any disease, mental or physical, and is not a substitute for regular medical care.    

Your signature: ________________________________________  Date:______________
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Food Log – Three days.
Your name:_____________________________________________   Date:________________
Please list out all foods and beverages and approximate quantities and the time eaten for three days.  The general feeling is to want to eat ‘well’ during these three days.  Please eat what is most standard for you as this information is WHY you are having your Health & Wellness session with Suzy.  (
Day 1:

Breakfast/Time:

_____________________________________________________________________________________
_____________________________________________________________________________________
Lunch/Time:

________________________________________________________________________________
_____________________________________________________________________________________

Dinner/Time:

_____________________________________________________________________________________
_____________________________________________________________________________________
Snack(s) &  Time of each:

_____________________________________________________________________________________
_____________________________________________________________________________________

Day 2:

Breakfast/Time:

_____________________________________________________________________________________
_____________________________________________________________________________________

Lunch/Time:

________________________________________________________________________________
_____________________________________________________________________________________

Dinner/Time:

_____________________________________________________________________________________
_____________________________________________________________________________________

Snack(s) &  Time of each:

_____________________________________________________________________________________
_____________________________________________________________________________________


Food Log – Three days., continued

Day 3:

Breakfast/Time:

_____________________________________________________________________________________
_____________________________________________________________________________________

Lunch/Time:

________________________________________________________________________________
_____________________________________________________________________________________

Dinner/Time:

_____________________________________________________________________________________
_____________________________________________________________________________________

Snack(s) &  Time of each:

_____________________________________________________________________________________
_____________________________________________________________________________________

-----------------------------------------------------------

Additional information I should be aware of:

_____________________________________________________________________________________
_____________________________________________________________________________________
THREE DAY THOUGHT LOG:

On a separate piece of paper (or if you journal, using your journal is fine too.)
It has been scientifically documented that our thoughts impact every cell in our body.  It takes practice to even realize how many negative, energy draining thoughts we have during the day.
Your ‘homework’ before we meet is to write down every negative, whining, don’t feel like it, that’s annoying, I’m frustrated, they made me mad, why me, geez! Type thought you have.  This takes mindful intention.  Give it your all for three days.  These thoughts are for your eyes only.  We will discuss your overall discoveries!

Let ‘em rip!
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