
I n i t i a l  E v a l u a t i o n
Please complete the following questionairre thoroughly. Information disclosed in this document will be used to compile a nutritional program 

specifically for you. note: information detailed in this document is confidential and will not be shared with others without proper consent.

Today’s Date

Name

Address

City

Email

Height

marital status

please do not take any nutritional supplements for 2 meals (or 24 hours) before your first nutritional evaluation.

Weight

phone

Occupation

no. of children
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State zip

M

S M D W

F DOB Age

Referred by

complaints please list your current complaints and rate their severity 
(scale of 1 - 10). severe is 10!

Medications please list current medications taken and the duration 
(including birth control, aspirin, Nsaid’s, steroids, etc)

Allergies please list any known allergens and/or sensitivities

surgeries please list any surgeries, operations, traumas, accidents that 
you’ve had (Including elective/cosmetic surgery)?

list any implants or prostheses:

list any metal or plastic inside the body (pins, clamps, plates, etc):

Have you had full body anesthesia (ie- tonsil removal, wisdom teeth, etc)?

list any piercings: 

List any tattoos:

other info please list additional information, history or concerns about 
your health

smoking do you currently smoke?  y        n  
If yes, how much?
if yes, how long have you smoked?
do you frequently breath second-hand smoke (work/home)?

drugs  strictly confidential information
do you currently use/have used recreational drugs?  y        n  
If yes, how much?
if yes, how often/long?
list all that apply (ie-marijuana, cocaine, heroin)?



Urination  How is your daily urine  (Check All that apply)?

Every 2 to 3 hours

Too frequent

Sense of urgency

Too small Amount

Too large amount

Burning while urinating

Dribbling

Awake at night to urinate

Digestion  How is your digestion  (Check All that apply)?

Adequate

Poor

Acid Reflux

Burp often

Bloating/Gas

Burning/Pain in Stomach

Tired After Eating

Lifestyle evaluation 
Sleep  How is your sleep  (Check All that apply)?

Restful

RestLess

Hard to get to sleep

Wake up often

Get up during the night (Bathroom)

Bad dreams

scars please list & describe any scars on the body (major & minor) Stress please rate your current stress level & list major reasons 
contributing to your stress (1 through 10)

please list & describe any head trauma/scars (major & minor)

Have you had teeth extracted?

List any dental surgeries:

List any future dental work planned (if needed): 

Dental evaluation please check off all that apply to your dental history.

Other sleep symptoms not listed?

Usual time for bed?

Number of hours of sleep per night:

Other digestion symptoms not listed?

Other urination symptoms not listed?

Do you usually suffer from recurrent urinary tract infections?

Please answer each of the following questions to the best of your ability and/or honestly.

Silver Fillings
Composites (tooth colored)
Extractions
Bridgework
partial or full dentures
Gold crowns/Inlays

Stainless Steel crowns/inlays
Porcelain Crowns/Inlays
DeGussa Porcelain Crowns/Inlays
veneers
Root Canals
Root Canals with Endocal

Posts
Implants
Temporaries
DNA Appliance
Retainers/Invisaline
Braces

Bleeding Gums
Sensitive Teeth
Bad bite
New Cavities
Recurrent Canker sores
(Mouth Ulcers)
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Eyewear  Check off all that apply.
        Wears glasses
        Wears contact lenses

hours/day they’re worn?
glasses are tinted

glasses have anti-glare coating
Wears computer/gaming glasses

women only!  Check off all that apply.
         Currently Pregnant
         Currently Breast-feeding
         Having monthly periods
When was the last menstral period?

CUrrently going through menopause
My periods have stopped
Had a hysterectomy
	 if yes, when?

Other Considerations?
Lots of Mucos in stool
Lots of Gas
Horrible Smell
Floating stool

Bowels  How are your eliminations  (Check All that apply)?

How Often?
3 times/day
Once/Day
Skip days

Amount?
Normal
Too little

too Large

Consistency?
Normal
Too hard
Very soft

Diarrhea

Color?
Brown
Black
White/Light

If you have difficulty going to the bathroom, briefly explain your issue Below.

Menstral Cycle
Are your periods regular (28 day cycles)?
how long does your menstral flow last?
List any other Menstral Symptoms

Check off all that apply:
Cramping
Bloating
Feeling Weak
Mood Swings
Cravings

Heavy Bleeding
Back pain
Headaches
Bright Red Blood
Dark Clotty Blood

Exercise  Do you regularly exercise?
Which type of exercise do you do?
How often is the exercise and how long does a session last?

Sunlight  Amount of sunlight you receive daily outside?
Amount of sunlight you receive daily indoors or through windows?
Hours spent daily under fluorescent lights?
WHich type of lightbulb do you use at home?
which type of lightbulb is used at work or school?
Are you affected by seasonal time-change?
Do you use E-lux or ”Happy” lamps?

Electromagnetic Exposure  How many hours are spent daily (only answer what applies):
Watching tv
On/near Computers
on/near cell phone/tablet
Talking on Cell phone
Wearing blutooth headphones

Wearing watches (including smart watches, apple watch, etc)
Wearing hearing aids
Riding in car/commute
Near electrical equipment (power lines, smart meters, etc)

Is your head within 10 feet of a cell phone, computer and/or other 
electronics while in bed?
Do you sleep by a wifi router?

Do you sleep by a smart meter?
Do you use any EMF reduction products? If so, which?
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plant based/non-dairy/vegan products
non-dairy cheese non-dairy butter/margiarine Meatless Products

Condiments
Conventional Salt/pepper
pink salt/ organic salt or pepper
artificial sweeteners (plus coffee creamers)

Conventional ketchup/mustard/sauces
organic ketchup/mustard/sauces
Conventional vegetable oils

organic vegetable oils
Conventional Vinegars
organic vinegars

Cheese
Conventional cheese Organic cheese Aged cheese

Milk
Conventional milk Organic/pasteurized Organic Goat’s milk raw whole milk

Eggs/Butter
Conventional eggs Organic eggs Conventional Butter Organic butter

Whole beans
Conventional Organic (store bought) Organic (Directly farm bought)

Whole Grains
Conventional Organic (store bought) Organic (Directly farm bought)

Fruits
Conventional Organic (store bought) Organic (Directly farm bought)

Vegetables
Conventional Organic (store bought) Organic (Directly farm bought)

Poultry (chicken/turkey)
Conventional Naturally raised/organic Ordered At Restaurants

red Meat (Beef, pork, Lamb)
Conventional Naturally raised/organic Ordered At restaurants

Processed/pre-made foods
Canned/boxed food
cereals

frozen foods/dinners
bottled/frozen juice

take-out food
Snacks (conventional & Organic)

Shampoo
shaving cream
Deoderant
Dish washing powder/liquid
Toothpaste
Teeth whitening products
Activated Charcoal products
Laundry Soap

Hand Soap
hand Sanitizer
Hair Dye
Hair permanent (Perms)
Keratin Treatments
Tub/tile cleaner
Clorox/Bleach
Hand/body lotion

sunScreen (with SPF)
Glass CLeaner
Facial Cleanser./Moisturizer
Acne Medication/Cream
All-purpose cleaner
Hair spray/gel/styling products
nail polish
face & eye make-up

False eye Lashes with glue 
Chapstick/lipstick
lip/cheek/eye Injections
Cologne/perfume
personal/sex lubricant
Roach/Ant/Bug spray
Contraceptive Gel/spermicide
Bathroom Freshener

Fish & Seafood
Canned seafood
Farm raised (Frozen)

Wild caught (frozen)
Fresh Caught (direct from fisher)

crustaceans/craw/crayfish
ordered at restaurants

Gas stove
Electric Stove

Electric Heater
Microwave

Air Purifier
Water Purifier

High Speed Blender
Juicer

Stainless Steel
Aluminum

Iron
Teflon-Coated

Glass
Ceramic-coated

Dog(s)
Cat(s)

Reptile(s)
Bird(s)

How many Pets?
Allowed on bed?

What kind of food are they given?

Synthetic/polyester
wool

COtton
Hemp

Elastics/spandex
Underwire Bras

Appliances Check All that are used.

Cookware Check All that are used.

Pets Check All that apply.

Clothing Check All that apply.

Personal Care Check All that were/are used.

Diet  &  Nutrition  Check off each food regularly eaten during a weekly period.
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american coffee (incl. decaf)
black tea, caffeine drinks
soft drinks/sodas
drinks with nutrasweet
alcohol
chocolate
candies/sweets/pastries

fried foods
fast foods
Potato or corn chips
roasted nuts
mayonnaise
margarine
peanut butter

conventional cow’s milk
yogurt
Ice cream
Cottage Cheese
Sour Cream
Conventional Cheeses
cured/deli meats

white flour
conventional breads
bagels
traditional pasta
muffins
cookies

eating out
Do you eat out at restaurants, and if so, how often usually?
Generally, which foods are eaten while out?
do you avoid food/drinks that list “natural flavors” (hidden msg) on the label?
eating at home
how often do you eat meals at home?
Generally, which foods are eaten while home?

do you generally:
skip meals often have random eating times eat past 7/8pm

Water
Do you drink tap water?
which brand of water do you use?
if you have a home water filter, which type of filter do you have and when was the last cartridge changed?

potential stressors please indicate how many times/week you consume the following foods.

Diet  habits

Typical weekly Diet
Please explain your typical diet for an average day. This only reflects the last few weeks. Be specific with your descriptions, include 
brand names, cooking style (raw, baked, pan seared, etc), and the ingredients used. answer this section honestly and thoroughly.

dinner typical time eaten: 

snacks typical time eaten: 

breakfast typical time eaten: 

lunch typical time eaten: 
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bedding materials
Which type of bed sheets/blankets do you use?  (ie-polyester, cotton, silk)
which kind of pillow do you use?

Electrical Devices Worn on Body
If you wear hearing aids, which ears are they used on?
If you wear a (smart) watch, which wrist is it usually on?
Do you wear a pacemaker?
Do you wear any other electrically-powered devices on your body? 

More EMF Exposure
Do you live or work within a 1/2 mile radius of a cell phone tower?
Do you live or work less than 100 ft from a power transformer (on a telephone pole)?
Do you wear exercise tech frequently (like a fit-bit)?

Other exposure
Did/Do You wear nail polish (fingers/toes)?
Have you ever had toxic chemicals spill on your body (gasoline, benzene, mercury, bleach)?

Immunizations
Were you immunized against smallpox?
Have you taken oral polio vaccine?
DId you receive 1 or more doses of hpv vaccine?

Mattress
Which type of mattress do you use?

Head direction
Which direction does the top of your head point 
while sleeping?

Darkness
Is there considerable light in the room when 
you sleep?

Electrical Appliances
is there a computer, tv, alexa, google home, clock radio, etc near your bed?
are any of the above items kept on while sleeping?

Previous treatments
if applicable, how many acupuncture treatments have you had?

windows
Do you sleep near a window?
If yes, which direction does the window face out towards?

Alarm/home security
Do you sleep with a whole house alarm system on (sensors/infrared beams)?

EMF(s)
Do you sleep with your head at least a foot away from a wall?

other considerations Please answer as honestly and best as possible 
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Do you want to lose any weight?
If yes, what is your ideal weight?

How much confidence do you have in your previous/current health treatment (if applicable) (scale 1-10, 10 being highest)?

Which supplements do you regularly take (NOT prescription medications)?

What are your specific health goals (What do you really want) ?

How important is your health to you (scale 1-10, 10 being highest/most important)?

How much confidence do you have in your body’s ability to heal itself, if given the 
proper nutrients/natural choices (scale 1-10, 10 being highest)?

What best describes your diet lifestyle overall?   Check all that apply

How committed are you to your health and reaching your health goals?

How much do you usually spend per month on your health out of pocket?

How long is an ideal life for you to live in your opinion?

Goals Please answer as honestly and best as possible

mostly eat out (fast food)
Mostly Eat out (but try to eat healthier)
Eat whatever is available
Occasional Binges
Would never give up meats

Eat a lot of fresh food (very little packaged)
Mostly homemade meals
Vegetarian
Vegan
Eat Mostly Organic

Eat a lot of Raw food
raw vegan
In transition to eating better

Don’t really want to change
Willing to make minor changes

Willing to make substantial changes
Willing to do what it takes to reach my best health

age 60-70
age 70-80
age 80-90
age 90-100
age 100+
as long as i’m healthy

as long as i have been granted
Until i complete my mission or purpose on this planet
only if my significant other is still alive also
forever
It’s already enough honestly
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