
 

Personal Health Evaluation 

Note: Information provided on this forms will be held in strict confidence.  
 

I. Personal Information  

Name___________________________________________________________________ 

 

Age __________ Sex __________ Height___________Weight _________  

 

Phone Number you wish to be contacted at__________________________________  

II. Diet, Nutrition and General Health Practices   
 

a. On average, how many servings do you have per day of the following.  

Food (serving size)  Servings  Food (serving size)  Servings  

Fresh Fruits (1/2 cup servings)  
 

White Bread (1 slice)  
 

Fresh Vegetables (1/2 cup servings)  
 

Refined Sugar (1 teaspoon)  
 

Green Leafy Vegetables (1/2 cup 

servings)   
Cookies, cakes, pastries  

 

Fresh or Frozen Fish (3-4 ounces)  
 

Alcohol (1 oz.)  
 

Poultry (Chicken or Turkey) (3-4 

oz.)   
Coffee (1 cup)  

 

Red Meat (3-4 oz.)  
 

Soda Pop (8 oz.)  
 

Seafood (Shrimp, Crab, etc.) (3-4 

oz.)   
Artificial Sweeteners  

 

Milk (1 cup)  
 

Soymilk or other milk substitute 

(1 cup)   

Butter (1 oz.)  
 

Margarine (1 oz.)  
 

b. How much water do you drink each day? ______ cups. What kind of water do you 

drink?  

a. How much sleep do you get each night on the average? ______ hours. How do you 

sleep?  



b. How often do you exercise? ______ hours per ______ .  

What do you do for exercise?  

c. What is your energy level like? 

d. How often do your bowels eliminate?  

e. Are you pregnant or nursing a baby?  

e. Do you feel like you are under stress? If so, explain.  

f. What nutritional supplements are you currently taking (attach separate sheet if 

necessary)?  

g. What are current health concerns are you seeking help for (attach separate sheet if 

necessary)?  

h. What medications, medical procedures, supplements or therapies have you previously 

tried for your condition (attach separate sheet if necessary)? Were any of these 

supplements or therapies helpful? If so, please note which ones were helpful.  
 

III. Medical Information  

a. Are you under a medical doctor’s care for your condition? ______ If so, what are you 

being treated for?  

b. Are you currently taking any prescription or over-the-counter drugs? If so, please list 

each drug and what it is for.  

c. Have you been diagnosed by a licensed physician with any of the following? Check all 

that apply.  

❑ AIDS 

❑ Angina 

❑ Arthritis (Rheumatoid) 

❑ Arthritis (Osteo) 

❑ Arrhythmia (irregular heart beat)  

❑ Asthma 

❑ Attention Deficit Disorder (ADD/ADHD) 

❑ Autoimmune Disorders, Specify:  

❑ AIDS 

❑ Angina 

❑ Arthritis (Rheumatoid) 

❑ Arthritis (Osteo) 

❑ Arrhythmia (irregular heart beat) 



❑ Asthma 

❑ Attention Deficit Disorder (ADD/ADHD) 

❑ Autoimmune Disorders, Specify:  

❑ Benign Prostatic Hyperplasia (BPH)  

❑ Bipolar Mood Disorder (Manic Depressive Disorder)  

❑ Bleeding Disorders 

❑ Cancer, Specify type: 

❑ Cardiac Arrest (Heart Attack) 

❑ Celiac Disease 

❑ Chronic Obstructive Pulmonary Disorder (COPD) 

❑ Cirrhosis of the Liver 

❑ Colitis 

❑ Congestive Heart Failure ❑ Depression 

❑ Diabetes 

❑ Eczema 

❑ Endometriosis 

❑ Epilepsy 

❑ Fatty Liver Disease  

❑ Fibromyalgia 

❑ Graves Disease (Hyperthyroid) 

❑ Hahsimoto’s Disease ( thyroiditis)  

❑ Hepatitis 

❑ High Blood Pressure (Hypertension) 

❑ Irritable Bowel Disorder (Crohn’s or Colitis) 

❑ Kidney Stones 

❑ Low Thyroid (Hypothyroid) 

❑ Lupus 

❑ Multiple Sclerosis 

❑ Obsessive-Compulsive Disorder ❑ Osteoporosis 

❑ Psoriasis 

❑ Ulcers 

 

Other, specify:  

 


