
 
 
Health History                            Today’s Date:………………………..…...… 
 

Client Name .................................................................………... Age .................... Date of Birth ......................…................…. 
 

Address:...............................................................................................................City: .....………………….State:…….Zip:………….  
 

Phone:  home …............................... cell ….........................................email .....................................................…………….…... 
 

How did you learn about Mindful Nutrition ?…………………….………………………………………………………………..…………………….……. 
 

Relationship status............. Children? ........ Occupation...................…….…. How many hours/week do you work? ...…….... 

 

Do you sleep well? ............ How many hours do you regularly sleep?....... Do you wake up during the night? ..................  

 

What time(s)? ........……………............................Do you feel refreshed in the morning?………….…….……….………………...…..….. 

 

How is your energy level?……………… Stress level?.......................... How do you cope with stress?...................................... 

 

Current weight .............................. Weight six months ago .........…................... One year ago.......……..................……………. 

 

Would you like your weight to be different? ........…..................................................  If so, what? .....….................…………… 

 

How is your digestion?....................................................... Any constipation/diarrhea? ........…………………....…………............  

 

Please list any other digestive symptoms………………………………………….…………………..………………………………………………………… 

Women only: Are your periods regular? .............. How many days is your flow? ........... How frequent?.......…..………....... 

Painful or symptomatic?  ...........……….………….................Are you on any form of birth control?……………............................. 



Are there any doctors, healers, or therapies with which you are currently involved? For what? ………...................….......... 

......................................................................................................................................................................….........…………… 

Do you take any medications?  Please list: 

Medication Name: (i.e. Zantac) Dose: (15 mg twice daily) For how long? (3 mos) 
   
   
   
 

Do you take any supplements (vitamins, minerals, homeopathic, herbal)?  Please list: 

Supplement Type: (i.e. Vitamin C) Manufacturer (i.e Thorne) Dose (i.e. 500mg, 1x/day) 
   
   
   
   
   
   
   
   
   
   
 

Any serious illness, hospitalizations, or injuries? ........................................................................……….………......................... 

…………………………………………………………………………………………………………………………………..……………………………………………………. 

What role does exercise play in your life? .....................................................................................................………………….... 

…………………………………………………………………………………………………..……………………………………………………………………………………. 

Do you drink coffee, soda, smoke, or have any addictions (sugar, chocolate, alcohol, etc.)? …............................…….……... 

………………………………………………………………………………………………………………………………………………………………………………………… 

What percentage of your food is freshly prepared? ................................%     Eaten at restaurants?................................ % 

What percentage of your food is organic? ..............................%    Do you enjoy cooking?................................................... 

How would you describe your overall health?…………............................................................................................................ 

………………………………………………………………………………………………..………………………………………………………………………………………. 

What are your primary health concerns?..........…................................………………...........................................................….... 

..................................................................…….....................................................................……………………............................. 

………………............................................….....................................................................................................…………………........ 

………………............................................….....................................................................................................…………………........ 



What do you hope to accomplish or see change in our work together?………………..……..………….……………………………………. 

..................................................................…….....................................................................……………………............................. 

……………….............................................…....................................................................................................…………………........ 

Do you have any known food allergies or sensitivities? Any foods which you choose to avoid? Please specify: 
 

………………............................................…....................................................................................................…………………........ 

..................................................................…….....................................................................……………………............................. 

………………............................................…....................................................................................................…………………........ 

What foods did you eat often as a child?……………..……..……………….………………………………..……………………….………………………. 

..................................................................…….....................................................................……………………............................. 

What are you eating these days ? 
 

Day 1 

breakfast  lunch   dinner   snacks   beverages 

............................... ............................... ............................... ............................... ............................ 

............................... ............................... ............................... ............................... ............................ 

............................... ............................... ............................... ............................... ............................ 
 

Day 2 

breakfast  lunch   dinner   snacks   beverages 

............................... ............................... ............................... ............................... ............................ 

............................... ............................... ............................... ............................... ............................ 

............................... ............................... ............................... ............................... ............................ 
 

Day 3 

breakfast  lunch   dinner   snacks   beverages 

............................... ............................... ............................... ............................... ............................ 

............................... ............................... ............................... ............................... ............................ 

............................... ............................... ............................... ............................... ............................ 
 

What were you eating a year ago (if different from above)? ……………………………………………………………………………………… 

..................................................................…….....................................................................……………………............................. 

..................................................................…….....................................................................……………………............................. 

 



  

 

CANCELLATION & FINANCIAL POLICY 
 
Consultation Fees:  Initial sessions are 50-minutes long and cost $110. Follow up sessions are $110 when paid for 
individually or $95 each when you purchase a 3-session package for $285. Unused sessions will expire 1-year from original 
purchase date. Your payment is due in full at the time of service. We accept cash, check or credit cards (Visa, MasterCard & 
Discover only). 

Initial ………. 
 
Cancellation Policy:  A minimum of 48-hours notice (2 business days) is required to cancel or change a scheduled 
appointment. For example, an appointment scheduled for 11:00 am Thursday must be cancelled or rescheduled two 
business days prior—by 11:00 am Tuesday—to not incur the appointment fee. Appointments scheduled for Mondays or 
Tuesdays need to be cancelled or changed by the prior Thursday or Friday, respectively. 
 
At our office your appointment time is always reserved exclusively for you. This allows us to serve our clients in the best way 
possible but also limits the number of clients we can accommodate in any given day. In addition, we generally have clients 
who are on a wait-list for when appointments become available. 

The overwhelming majority of cancellations and appointment change requests we receive are not due to unforeseen 
emergencies, but are a result of scheduling changes or conflicts that are known well in advance. Requiring a 48-hour 
cancellation policy will allow us to accommodate new and existing clients in a timelier manner. 

We care about our clients and we want you to know that our cancellation policy is not a punishment, but a system based on 
mutual respect. 98% of our clients understand this. Very rarely, we have a client who will feel that they are being punished 
by being charged for their missed or changed appointment. We want to make sure that you don’t feel this way (if someday 
you miss or change an appointment), and therefore it is important to be clear about this ahead of time. 

We try our best to help you avoid cancellation fees by using an email reminder system. Although we do this as a courtesy to 
our clients, please understand that remembering the date and time of your appointment is your responsibility. 

Unavoidable circumstances may warrant special consideration, but please note that the full appointment fee will apply to 
most cancellations without greater than 48-hours’ notice. 

Initial ………. 
 
Credit Card on File: We require a current credit card to be kept on file for each client. The client acknowledges that this 
credit card will be charged in full in the event of a missed/rescheduled appointment not cancelled at least 48- hours (2 
business days) ahead of time.  

Initial ………. 
 
Returned Checks: For checks returned to us as unpaid by your bank, you will be charged a $35 processing fee in addition to 
the original amount of the returned check. 

Initial ……….   
 
 
………………………………………………………………………………………………………..  Date ……………………………………………….…………………… 
Client Signature 
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