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INITIAL ALLERGY & NUTRITION ASSESSMENT FORM

Name:_____________________________  Date:__________________   Birthdate:__________________
Phone (best to reach by) H:_____________________ C:____________________ B:____________________
e-mail (for e-newsletter or to communicate):______________________________________________________
Referred by /where heard about:__________________________________________________________
What is your purpose in coming here today? 

What are your main health concerns/complaints?
What type of work do you do? 
What level of stress are you experiencing at this point in your life?

   minimal       average       considerable       unbearable 

Please list any known or suspected allergies or sensitivities: 
(environmental, food, animal, chemical etc.) 

Are you currently taking any medication?    Y    N
    List all medications with reason taking:

List any vitamins, minerals, herbal or homeopathic remedies you are currently taking :

Have you ever been diagnosed with an illness?   Y     N
   Explain:
Do you wear a pacemaker?    Y    N

Do you have a bowel movement every day?   Y      N     S 

    Do you strain to have a bowel movement? 
Y     N     S


    Do you have loose bowel movements?   Y     N     S
Any further Comments you think would be important: 

FEMALES:
Are you or could you be pregnant?
Y     N
Are you pre-menopausal or menopausal?      Y     N
     If you experiencing any menopausal symptoms, please list:


Fill this page out if you suspect food sensitivities and/or if you want help nutritionally 
DIETARY HABITS:

How many times a day do you eat:

Main Meals:      

Times of day: 

Snacks:   

Times of day: 

Give examples of your typical meals:
Breakfast: 

Lunch:

Dinner: 

Snacks: 

Please indicate how many cups of the following you drink per day:

  bottled or spring water:

tap water:





  fresh vegetable juices:

fruit juices:



  coffee:

  regular tea:



herbal tea:

  diet soft drinks:


regular soft drinks:

  alcoholic beverages:
  milk (1 or 2%):   


milk (skim):

  other (list):

How much fluid would you drink with your average meal? 
How often do you consume dairy products?  daily
  3-5/week  
once/week or less

What are your favourite foods? 

How often do you eat them? 

Do you dislike or avoid certain foods? If so, why? 

Do you experience any symptoms if meals are missed? Explain

Do you experience any symptoms after meals? Explain: 

Any further Comments you think would be important: 

Symptom Checklist

	
	Previously
	Occasionally
	Always

	Adominal bloating
	
	
	

	Abdominal pain
	
	
	

	Anal itching
	
	
	

	Anxiety
	
	
	

	Arthritis
	
	
	

	Asthma
	
	
	

	Bedwetting
	
	
	

	Constipation
	
	
	

	Cravings
	
	
	

	Depression
	
	
	

	Diarrhea
	
	
	

	Dizziness
	
	
	

	Eczema
	
	
	

	Edema
	
	
	

	Eyes itchy/watery
	
	
	

	Fatigue
	
	
	

	Flushing
	
	
	

	Gas
	
	
	

	General aching
	
	
	

	Headaches
	
	
	

	Heartburn
	
	
	

	High Blood Pressure
	
	
	

	High stress
	
	
	

	Hives
	
	
	

	Indigestion
	
	
	

	Insomnia
	
	
	

	Irritable bowel
	
	
	

	Itching
	
	
	

	Memory loss
	
	
	

	Mental fogginess
	
	
	

	Mucos (nose/throat)
	
	
	

	Muscle pain
	
	
	

	Nightmares
	
	
	

	Overweight
	
	
	

	Palpitations
	
	
	

	Panic attacks
	
	
	

	PMS
	
	
	

	Restless sleep
	
	
	

	Ringing in the ear
	
	
	

	Sinus Congestion
	
	
	

	Skin rash
	
	
	

	Varicose veins
	
	
	

	List any other:
	
	  
	

	
	
	
	

	
	
	
	

	
	
	
	


CLIENT STATEMENT:
1) I am here, on this and any subsequent visit, solely on my own behalf and not as an agent for any federal, provincial or municipal agency on a mission of entrapment or investigation.

2) I fully understand that the services performed by Nancy Metcalf are at all times restricted to consultation on the subject of nutritional matters or the sensitivities to various substances, and does not involve the use of scratch tests, needles or blood tests.  All testing is done for educational purposes only and does not involve the diagnosing or treatment of disease or any act which will constitute the practice of medicine.

3) All suggestions regarding nutrition or herbs are based on historical and traditional use.

4) The client should not for any reason, ingest or expose him/herself to any substance that he/she has previously been diagnosed as allergic or anaphylactic by a qualified physician/ allergist unless he/she has first been given consent by a qualified physician/allergist.

5) Program compliance is required for guaranteed results, and the decision to follow any recommendations made rests solely with the undersigned.
6) This statement is being signed voluntarily.
Name:_______________________________________________________

Address:______________________________ City:________________  Postal:______________   
Phone: _______________________

Signed:____________________________________   Date: __________________________

Thank you for your cooperation.

All information contained on this form will be kept strictly confidential.
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