CONFIDENTIAL PATIENT QUESTIONAIRE

		Appointment Date:________________        Time:_________
Name:    
Date of Birth: 
Address:

Email: 
Phone:

How did you hear about Glenys Collings?

Relationship:
Dependants:
 (
Height:
) (
Weight
:
)
 (
Alcohol:
) (
Smoking:
)
 (
Drugs:
) (
Caffeine:
)         	       	



Medications:


Supplements:


Allergies /
Intolerances: 




List all your major health symptom(s) starting with the one that is most important to you. Indicate how long you have had this problem(s). What makes these symptoms better/ worse? Do you have any fears or concerns that you have related to this problem?








Please list reasons for previous hospital admissions/ investigations:





Results of recent blood tests:


Relevant Family History:






Have you ever suffered or been diagnosed as having: (please highlight )
 (
Diabetes                                                                               
       
  High Blood Pressure
Asthma/Bronchitis                                                      
  
 
Schizophrenia/psychosis
Jaundice                        
  
Epilepsy
Rheumatic Fever
  
 
Stroke
Heart Disease
  
Inflammatory Bowel Disease
Sexually Transmitted Disease
  
Personality Disorder
Recurrent Colds
  
Eczema
Chronic /Recurring Back pain
  
Irritable Bowel Syndrome
Migraines
  
Tension headaches
Bi polar Disorder
  Peptic Ulcers
Eating Disorders
  Depression /Anxiety
Thyroid disorders                                                                        Hormone Imbalances
)












[bookmark: _GoBack]Do you have any of the following digestive problems? (Please highlight)

 (
Poor appetite,                                            Acid reflux,                       Belching,   
Difficulty swallowing                                Nausea
     
           Vomiting
 
Indigestion,                    
                     
      Bloating,  
                          
Noisy belly,  
 
Ab
dominal pain,
                                        Diarrhoea,                         Constipation    
 Flatu
lence
          Anal itching                        Piles/haemorrhoids
)






Do you follow any specific diet?



Please highlight all the factors that apply to your current lifestyle and eating habits:
 (
Fast eater
Erratic eating habits
Eat too much
Late night eater
Dislike health food
Time constraints
Eat more than 50% of meals away from home
Travel frequently
Non-availability of healthy foods
Do not plan meals or menus
Reliance on convenience items
Poor snack choices
Significant other or family members don’t like
Healthy foods
Significant other or family members have special dietary needs of food preferences
Love to eat
Eat because I have to
Have a negative relationship to food
Struggle with eating issues
Emotional eater ( eat when sad, lonely,  depressed, bored)
Eat too much under stress
Don’t care to cook
Eating in the middle of the night
Confused about nutritional advise
Diet often for weight control
Cravings((sugar, salt, chocolate)
)









	
	












What are your goals in regards to improving your health and eating habits?









Exercise: How active are you?  Is exercise restricted by pain or fatigue?	






Sleep: (describe sleep pattern)





Energy: (How does your energy fluctuate during the day?)




Mood:  Describe mood (fear, anger, resentment, worry, anxiety, grief, sadness, joy, happiness)






1

