HealthQuest Wellness Center

FIRST TIME EVALUATION

Please answer the following questions carefully.  This information will help us make recommendations for a nutritional program unique to you.  If you choose to detach and complete the form electronically, it can be emailed to me at cleophillips@healthquestwellnesscenter.net.  Otherwise, kindly bring the completed form to your appointment.  


1. Complaints    Please rank your current complaints and rate their severity (on a scale of 1 to 10, 10 being the most  severe):

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

2. Other Information   Please list any additional information or concerns about your health: ________________________________
_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

3. Medications  Please list any medications you are currently taking and how long you have taken them (including birth control pills, aspirin, pain medications, etc): 

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

4.      Past Medications  Please list Vaccinations, Inoculations, Immunizations you have had in the past (childhood, military,  travel,  or 

         for other reasons?)_____________________________________________________________________________________________

5. Smoking  Do you currently smoke? _________If yes, how much?  __________ How long have you smoked? _________________
6. Surgeries  What surgeries, operations, traumas, car accidents, etc have you had?

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

Please list any surgeries you are considering and when you are planning on having them: __________________________________________

__________________________________________________________________________________________________________________

7. Stress  Please rate your current stress level (on a scale of 1 to 10, 10 being the highest stress): _______________________________
What is the main reason(s) for your stress? _______________________________________________________________________________

If your stress is over level 5, what step(s) are you taking to reduce your stress level? ______________________________________________

8. Dental work  Indicate how many of the following you have:

Silver fillings ________

Gold crowns or inlays________
Root canals ________
Braces _________

Composites (teeth colored)________
Stainless crowns or inlays ______
Posts ________

Bleeding gums ________

Extractions _________

Porcelain crowns or inlays ______
Implants ________
Sensitive teeth ________

Bridgework _________

Partial or full dentures ________
Veneers ________

Temporaries _________

Have you had any teeth extracted (wisdom teeth, four bicuspids, etc.)?___________________

Do you have any cavities now? ____________

Have you had dental surgery (gum surgery, jaw surgery, etc.)? _____________________

Do you need further dental work? ____________ If so, what? ________________________________________________________________

9. Energy Level  Describe your energy level through the day: _____________________________________________________________








For the following questions, circle the phrases that apply to you.

1.    Sleep  How is your sleep?  [Circle:    restful       restless     hard to get to sleep     wake up often     get up during the night     bad dreams]

Other complaints? ______________________________________________________________________________________________

What time do you usually go to sleep? __________________   Number of hours of sleep per night? _____________________________

2.    Digestion  How is your digestion? [Circle:   adequate       poor      acid reflux     burp often     bloating      burning/pain in stomach]

Other complaints: _______________________________________________________________________________________________

3.   Urination  How are your daily urinations
 [Circle:  every 2 to 3 hours     too frequent     sense of urgency     too small amount






too large amount     burning     dribbling     up at night several times

Other complaints? ______________________________________________________________________________________________

4.    Bowels  How are your bowel eliminations?  [How often?  3 times daily   once a day   skip days   Amount:  normal   too little   too large
       Consistency:   normal   too hard   very soft    diarrhea    Color:  brown    black   whitish    Other:   lots of mucus    lots of gas    foul smell 

Other complaints: _______________________________________________________________________________________________


6.     Exercise What kind of exercise do you do? _________________________________________________________________________
How often? ____________________________________   For how long at a time? __________________________________________

7.    Sunlight Amount of natural sunlight you receive daily outside _____________ Amount you receive through windows ______________
Hours spent daily under fluorescent lights ________________ 

8.    Eyewear  [Circle: if you wear   contacts    glasses ]

If so, how many hours per day? __________________________________

9.    Electromagnetic Exposure  How many hours do you spend daily:    Watching TV? _______ Working on a computer?___________
Talking on a phone? ___________Talking on a cell phone ___________   Wearing a pager?____________ Wearing a headset? ____________  Riding in a car/truck/vehicle? __________Near electrical equipment for long periods of time (such as copy machines, high power lines, computers, etc.)?_________  When you sleep, is your head within 10 feet of a plug-in clock (such as one on a night stand)? __________  Where do you carry your cell phone? _________________

10.    Cookware  What type of cookware do you use?  [Circle:    stainless steel    aluminum     iron     teflon-coated     glass     microwave  ]

Other type ____________________________________________________________________________________________________

11. Check the following areas of disease or symptoms and mark them as: C (current), P (past), CH (chronic), and O 

(occasional)..


Using the list above, what conditions did (does) your father have?  ______________________________________________________ 

Using the list above, what conditions did (does) your mother have?   _____________________________________________________


Please indicate how many times per week you consume the following foods:

Coffee (incl decaf) ______

Fried foods ______

Cow’s milk ______
Bread (store-bought) ______

Black tea, caffeine drinks ______
Fast food ______


Yogurt ______

Crackers (store-bought) ______

Soft drinks (colas, etc.) _______
Potato or corn chips ______

Ice Cream ______

Bagels (store-bought) ______

Drinks with NutraSweet ______
Roasted nuts ______

Cottage cheese ______
Buns (store-bought) ______

Alcohol (wine, beer, etc.) ______
Mayonnaise ______

Sour cream ______
Pasta (store-bought) ______

Chocolate ______

 
Margarine ______


Cheese  ______

Muffins (store-bought) ______

Candy, pastries, sweets ______
Peanut butter (commercial) _______



Cookies (store-bought) ______


Circle each type of food that you eat often (once a week or more):

1.  Pre-made foods:  a) canned food    b) boxed cereals   c) frozen dinners    d) bottled or frozen juices   e) take out food

2.  Red meat ( beef   pork   lamb  )    a) commercially grown    b) naturally raised  (Brand ____________________)
3.  Chicken  a) commercially grown   b) naturally raised  (Brand ____________________)
4.  Turkey  a) commercially grown   b) naturally raised  (Brand ____________________)
5.  Fish   a) canned tuna    b) fresh fish    c) frozen fish    d) at restaurants

6.  Fresh vegetables   a) commercially grown (store-bought)  b) organically grown (store-bought)  c) organically grown (direct from 
       

farmers) d) from natural growers at a farmer’s market

7.  Fresh fruit  a) commercially grown (store-bought)  b) organically grown (store-bought)  c) organically grown (direct from farmers)

d) from natural growers at a farmer’s market 

8.  Whole grains  a)commercially grown (store-bought)  b) organically grown (store-bought) c) organically grown (direct from farmers) 

9. Whole beans a)commercially grown (store-bought)  b) organically grown (store- bought) c) organically grown (direct from farmers) 

10.  Eggs/Butter  a) commercial eggs (store-bought) b) organic eggs  c) commercial butter  d) organic butter
11.  Milk  a) commercial milk  b) organic pasteurized milk  c) organic goat’s milk  d) good quality raw whole milk
12. Cheese  a) commercial cheese b) organic aged cheese (store-bought) c) organic aged cheese from another source

1.  Eating Out   Do you eat out at restaurants? ________  If yes, how often? _____________ Where? _______________________________


What do you order at restaurants? ___________________________________________________________________________________

2.  Home Meals   Do you prepare meals at home? _______________  If so, how often? __________________________________________


If yes, what type of foods do you prepare? ____________________________________________________________________________

3.  Meal Habits  Do You: [Circle]     skip meals    have irregular eating times    eat food after 7PM

4. Water  Do you drink tap water? ___________  What brand of drinking water do you use? ______________________________________

 If you have a home water purifier, when was the cartridge last changed? ___________ How much water do you drink? ______________








Please fill our your typical diet for the last few weeks.  Please be as detailed as possible.  For example, instead of writing “chicken,” identify what brand and how it was made such as “baked Foster Farms chicken.”  Instead of writing “salad,” identify what it’s made of such as “salad made with organic baby green lettuce, commercial cherry tomatoes with olive oil and lemon dressing.”

PLEASE BE HONEST!

BREAKFAST:   (Time eaten: _________)_____________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

LUNCH:   (Time eaten: _________)___________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

DINNER:   (Time eaten: _________)__________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

SNACKS:   (Time eaten: _________)__________________________________________________________________________________

_________________________________________________________________________________________________________________

Other Comments  Are there other comments you would like to make?  (about your health, our work/time together, or anything else important to you) ____________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________
( Adrenal Issues		( Dizziness		( Hypertension/Stroke	( Pneumonia/Pleurisy


( Allergies		( Edema			( Hypoglycemia		( Prostate


( Alzheimer’s		( Endocrine		( Incontinence		( Skin _____________


( Anemia		( Epilepsy		( Insomnia		( Spleen


( Arthritis		( Fainting		( Jaundice		( Stomach


( Back/Spine		( Fatigue			( Kidneys		( Teeth


( Bladder		( Fever			( Liver			( Throat


( Bleeding		( Fibromyalgia		( Lungs			( Thyroid	


( Bronchitis	 	( Flatulence		( Lymes Disease		( Tumor


( Breast			( Fungal Infection		( Mood Swings		( Ulcer


( Cancer type ___________	( Gall bladder		( Mononucleosis		( Urinary


( Circulation		( Gout			( Migraines		( Venereal Disease


( Colon			( Hay Fever		( Nerves			( Weight


( Constipation		( Headaches		( Ovaries			( Pregnancy (# ______)


( Depression		( Heart			( Parasites		( Miscarriage (#______)


( Diarrhea		( Hemorrhoids		( Pancreas		( Abortion (#______)


( Diabetes		( Hepatitis		( Pituitary		( Other ______________


( Digestion		( High Blood Pressure	( PMS			( Other ______________

















Date: ____________________________ Referred by: _________________________________________________





Name: ____________________________________________  M  (   F  (   Birthdate ____/____/____ Age ______





Home Address: _________________________________________________________________________________    





City: ______________________ State: ________ Zip: __________ Occupation: ___________________________





Height: _________ Weight: _________ Marital Status:    S ( M ( D ( W (       No. of children: ____________





Email Address: ______________________________________________________________ Blood Type: _______





Daytime phone: ______________________________    Evening phone: __________________________________





5.  Women Only:  Are you pregnant? ________   Are you breast-feeding? __________  Do you have monthly periods? __________


Date of last menstrual period ______________   Are you going through menopause? __________ Have your periods stopped? ________


Had a hysterectomy? __________________   If so, when? ______________





Menstrual Cycle  Are your monthly periods regular (28 day cycle)? _________________


Number of days of your menstrual flow _____________


Circle any of the following symptoms you experience with your period:     cramping     bloating     feeling weak    mood swings


     cravings     heavy bleeding     back pain     headaches     bright red blood     dark clotty blood    


Other menstrual complaints? ______________________________________________________________________________________
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