	NAME:


	DATE:

	ADRESS:


	TEL:

HOME:

WORK:

	AGE:
	FEMALE                        MALE

	WEIGHT:                LB/KG


	HEIGHT:                      M/FEET

	OCCUPATION:
	CHILDREN:



	AREA OF INTEREST

            Weight Loss 
	
Clinical  Nutrition

	CONDITIONS:

Please check mark if apply

Anemia


Asthma

ADD

Aids/HIV

Alcoholism

Diabetes mellitus

Celiac Disease

Candidates

Cholesterol

Chronic fatigue 

Depression

Enviro Allergies

 Fibromyalgia

Food allergies

 Gallstone

Glaucoma

Gout

Heat disease

Hemorrhoids

Hepatitis

Herpes

High blood pressure

Hypoglycemia

Hypothyroidism

Infertility


	IBS

Kidney stone

Kidney disease

Leukoplakia

Menopause

Insomnia

Indigestion/Intolerance

 Migraine headache

Multiple sclerosis

Obesity 

Osteoporosis

Osteoarthritis

PMS

Prostate

Psoriasis/Eczema

Rheumatoid Arthritis

Seborrheic Dermatitis

Sinusitis

Sport injuries

Single Kidney

Ulcers




	Please list all Medication you are taking including supplements?

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

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

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

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

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

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

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

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

	Which diets or weight loss method have you used before?



	What have you done to achieve your weight goal?



	How are your eating habits? Give an example of your daily routine?



	Does your physician recommended you to lose weight?



	Are your Family or partner supportive?



	How long have you been in this Condition and how long have you been thinking to change it?



	How is you sleeping pattern? Are you having difficulty sleeping?



	What are your activities during the day or evening?



	From Scale (1-10) how important is your Health to you?




