Client Registration Form
Eat Well For Life - Registered Dietitian Services

Client Information:

Full Name:______________________________________________  Gender Pronouns: ___________

Birthdate: ________________________________ Phone #: __________________________________

Address: ____________________________________________________________________________

Email Address: _______________________________________________________________________


Reasons for referral for nutrition services: 
___ General Healthy Eating and Nutrition Assessment
___ Assistance with Meal Planning 
___ Cardiac Health - High Blood Pressure, High Cholesterol, Heart Disease
___ Digestive Health - IBS, IBD, Constipation, Diarrhea, Diverticular Disease, Reflux
___ Celiac Disease
___ Prenatal or Postnatal Health
___ Diabetes Management
___ Reactive Hypoglycemia
___ Chronic Disease Management
___ Gout
___ Bone Health & Osteoporosis
___ Depression or Mood
___ Feeding Difficulties with your Child or Teen
___ Nutrient Deficiency (Iron, etc)
___ Other: _________________________________________________


Past Medical History:

___ Diabetes
___ High Blood Pressure
___ High Cholesterol
___ Heart Disease/Cardiac Issues
___ IBS
___ Nausea/Vomiting
___ Crohn’s or Colitis
___ Diarrhea
___ Constipation
___ Chronic Pain or Injury
___ Cancer
___ Autoimmune disease
___ Other: ____________________________
___ Other: ____________________________
___ Other:_____________________________

Current Medications/Supplements and Dosage:

1)____________________________________

2)____________________________________

3)____________________________________

4)____________________________________

5)____________________________________

6)____________________________________

7)____________________________________

8)____________________________________

9)____________________________________

10)____________________________________





