
Healing Nutrition of Sonoma
Maria Bachteal

Nutrition Consultant 

707-484-8938  HealingNutritionofSonoma@gmail.com

CLIENT QUESTIONNAIRE (CONFIDENTIAL)
Please save this file as "intake-YourName.pdf" before starting to answer the questions.

Name:  ______________________________________________ Date: _____________ 

Referred By: __________________________________________

Address: 

_______________________________________________________________________ 

Phone (day):_______________ (eve): _______________  (cell): ___________________ 

Fax: ______________  Email: ______________________________________________ 

Age: ______ Date of Birth: __________ Place of Birth: __________________________ 

Vaginal Birth    Cesarean Birth

Birth weight, if known: _______________

Current Height: _______ Weight: ______ Ideal Weight:______  

Weight 1 year ago: ______

Blood Type: ____ Ethnic Background: _______________________ Gender: __________ 

What is your goal in working with a nutrition consultant? 

Living Situation:

Number of children, if any, and ages: 

________________________________________________________________________

Current occupation: 

________________________________________________________________________ 

Prior occupations: 

________________________________________________________________________
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Type of exercise, duration (minutes) and frequency (times per week):

Where have you lived since childhood? (list places and dates)

Have you lived or traveled outside the U.S. or Canada? yes      no 

If yes, please describe and indicate year:

Have you or your family experienced any major life challenges in the past 5 years?

yes      no        If yes, please describe and indicate year:

Do you smoke? yes      no   Did you smoke in the past? yes      no

If yes, when, and for how long?______________________________________________ 

Are you or have you been exposed to second-hand smoke? yes      no

If yes, when, and for how long?______________________________________________ 

Type of alcohol consumed if any: ____________________________________________ 

Number of servings per week: _____

Do you drink coffee? yes      no   How many ounces/day? _________

What time(s) during the day? ________________________________________________ 

Do you drink black tea? yes   no   How many ounces/day?_________

What time(s) during the day? ________________________________________________ 



List your CURRENT major health conditions and any practitioners or approaches 

you have used in the PAST.  

Indicate "self-care" if you have not worked with a practitioner.

Health Condition Practitioner Name/Approach and Dates

Please describe any success with these approaches:

Have any family members had similar health issues or other serious illness? yes      no 

If yes, please describe:

How much time have you taken off from work or school in the last year because of 

illness? 

0-2 days

3 to 14 days

15 days or more



Please state the degree to which you are affected by the following health concerns, 

with 1 being NOT AT ALL AFFECTED and  5 being HIGHLY AFFECTED: 
Fatigue 

Mood disturbance

Weight issues  

Pain and/or inflammation 

Sleep disturbance 

Digestive disturbance 

Poor eating habits 

Food cravings

Lack of mental clarity

Low productivity 

Men’s or women’s issues

Current or Past Health Practitioners (last 5 years)

Name Type of Practitioner* Condition Treated Dates Seen

*Physician/Chiropractor/Acupuncturist/Massage Therapist/Other

Current and Past Medications (last 2 years)

Drug Name, Dosage and Frequency Currently Taking?

Go to the end of this form if you have more entries.



Current and Past Supplements and Herbs (last 2 years)

Supplement/Herb Name and Dosage Currently Taking?

Laboratory Tests (last 2 years)

Name of Test Result

Past Major Illnesses/Injuries/Traumas/Hospitalizations

Event Year

Go to the end of this form if you have more entries.

Go to the end of this form if you have more entries.

Go to the end of this form if you have more entries.



Do you have silver dental fillings? yes      no

If no, have you had silver dental fillings replaced? yes      no

If yes, how many?___  Date(s)?______________________________________________

Type of dentist?  Regular ___ Biological ____

Did you take antibiotics as a child? yes      no

If yes, approximately how many times?_____

Did you take antibiotics as a teen? yes      no

If yes, approximately how many times?_____

If yes, did you take them for extended periods (i.e., for acne)? yes      no

Did you take antibiotics as an adult? yes      no

If yes, approximately how many times?_____

If yes, did you take them for extended periods (i.e., for acne)? yes      no

What is your water supply?

City water (tap)

City water (filtered)

Bottled water 

Well water (tap) 

Well water (filtered)

Has your water been tested for contaminants? yes      no 

Go to the end of this form if you have more entries.



If yes, describe any abnormal results:

Describe Sleep Patterns:  
How many hours are you asleep?_____

Do you fall asleep within 20 minutes of lying down? yes      no      

Do you feel well rested in the morning? yes      no          

Do you feel sleepy during the day? yes      no     If yes, when?______________________ 

Do you have a set bedtime? yes      no           If yes, what time?_____

Do you have a set waking time? yes      no           If yes, what time?_____

Do you wake in the middle of the night? yes      no      

If so, when, how many times, and how long are you awake?

________________________________________________________________________ 

Other comments about sleep:

Frequency of Bowel Movements: 
Once a day   

Twice a day  

3 or more times a day  

Every other day   

Every 2-3 days   

Once a week 



Typical Bowel Movement Consistency      :
Well formed 

Hard and difficult to pass

Loose

Unformed (spray)  

Alternating between hard and loose

Often float

Do you experience burping or belching after eating? yes      no 

If yes, please list any foods that seem to cause it: 

________________________________________________________________________

Do you experience intestinal gas or bloating after eating? yes      no 

If yes, place describe any odor and how long after eating: 

________________________________________________________________________

Do you experience heartburn after eating? yes      no

What foods particularly cause heartburn? 

________________________________________________________________________

Do you experience sneezing,  asthma, itching or hives soon after eating? yes      no 

What foods particularly?  ___________________________________________________ 

How long after eating?_____________________________________________________

Have you noticed any delayed symptoms after eating certain foods, such as fatigue, 

muscle aches, sinus congestion, mood changes, etc.? yes      no 

What foods particularly and what symptoms?  

How long after eating?_____________________________________________________



Please list any food cravings:  

________________________________________________________________________

If female, is your monthly menstrual cycle (check one) 

Regular      Irregular      No longer cycling   

Do you or did you experience PMS or painful periods? yes      no        

If yes, please describe: 

If menopausal or perimenopausal, do you experience severe symptoms that interrupt 

sleep, work, or recreation? yes      no        If yes, please describe:

Are you taking hormone replacement therapy or herbal support for menopause? 

yes      no        If yes, please describe:

If female, have you had any problems with conception or pregnancy? yes      no 

If yes, please describe: 

If female, have you experienced vaginal yeast infections or bacterial vaginosis in the past 

two years? yes      no 

If yes, how often do they occur?______________________________________________

If female, have you experienced urinary tract infections in the past two years? yes      no 

If yes, how often do they occur?______________________________________________



Have you experienced athlete's foot in the past two years? yes      no 

If yes, how often?  ________________________________________________________

Have you experienced nail fungus in the past two years? yes      no 

If yes, how often?  ________________________________________________________  

Do you experience any of the following often? anxiety   depression   anger 
If yes, please note which one, how often you experience it and any other details:

List any stress reduction activities and how often you use them:

Describe your energy level at various times of the day from 1 to 5, 

with 1 being the LOWEST and 5 being the HIGHEST:
Wake-up

Morning after eating and showering

Immediately after lunch 

Late afternoon 

After dinner 

Have you ever been exposed to any of the following?
pesticides___  radioactivity ____ solvents ___ paints ___ cleaning supplies ____ 

cosmetics ___ artificial sweeteners ___birth control pills ____ 

What are the major sources of stress in your everyday life?



If you take birth control pills now or in the past, for how many years? _____

Are you sensitive to chemical smells or scents? yes      no 

Have you every experienced physical trauma? yes      no 

If yes, please describe and provide dates:  

Have you experienced mental trauma or abuse? yes      no 

If yes, please describe and provide dates:  

Have you used or abused drugs, alcohol, medications, or tobacco? yes      no 

If yes, please describe and provide dates:

Have you ever experienced any eating disorders? yes      no 

If yes, describe and provide dates and any treatments:



How many meals per week on average (consider 3 meals per day, total of 21 

meals) do you eat that are….
Home-cooked, not from pre-made mixes?   

Home-cooked but from pre-made mixes? (include boxed cereal)

Frozen dinner 

Takeout or restaurant     

Are you currently on a special diet?      
Ovo-lacto

Diabetic

Dairy restricted or dairy free

Vegetarian

Pescatarian

Vegan

Paleo

Blood type

Raw

Refined sugar free

Gluten-free

What were your diet and family eating habits while growing up?  Please state how 

often you had each of these with a percentage. (For ex: I had takeout food 25% of 

the time.)
Home-cooked meals ______

Frozen dinners ______  

Takeout food ______

Family meals ______



On a scale of 1 to 5, with 1 being NEVER and  5 being ALWAYS,  

how often do you:
Overeat when excited, sad, or stressed? 

Work more than 10 hours on a workday?            

Take less than 10 minutes for each main meal?            

Get less than 7 hours of uninterrupted sleep?   

Eat slowly and chew your food thoroughly?            

Get at least 30 minutes of aerobic exercise 3x a week?            

Do at least 30 minutes of resistance exercise (weights, bands, machines) 2-3x a week?       

Practice daily relaxation and/or meditation?            

Spend time with your family or friends?            

Feel you have adequate emotional support?            

Spend time enjoying a creative hobby or art form?            

How many servings per week do you eat or drink of the following:
Coffee, 1 cup or 8 ounces ______

Soda, regular or diet, 1 cup or 8 ounces ______

Alcohol:  beer 12 ounces, wine 3 ounces, spirits 8 ounces ______

Sport or energy drinks, 8 ounces or 1 cup ______

Sugar substitutes such as Splenda, Sweet-n-low, Equal, 1 teaspoon ______

Chips, potato or corn, one ounce ______

Cookies, pastries, one piece ______

Breads, bagels, not whole-grain, one piece ______

Egg, one, not organic ______

Dairy, not organic, low-fat or nonfat, 1 cup ______

Meat, not organic, 3 ounces ______

Fish, farm raised, 3 ounces ______



Describe the foods you eat (comfort foods) when you are:
Hungry: 

________________________________________________________________________ 

Tired: 

________________________________________________________________________ 

Angry: 

________________________________________________________________________ 

Depressed: 

________________________________________________________________________ 

Lonely: 

________________________________________________________________________ 

Stressed: 

________________________________________________________________________ 

Anxious: 

________________________________________________________________________

          

               

    

          

          

and emai  to 
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Only use this section if you did not have enough space to enter your history earlier 

in this form.

List your CURRENT major health conditions and any practitioners or approaches 

you have used in the PAST.  

Indicate "self-care" if you have not worked with a practitioner.

Health Condition Practitioner Name/Approach and Dates

Current or Past Health Practitioners (last 5 years)

Name Type of Practitioner* Condition Treated Dates Seen

*Physician/Chiropractor/Acupuncturist/Massage Therapist/Other

Current and Past Medications (last 2 years)

Supplement/Herb Name and Dosage Currently Taking?



Supplement/Herb Name and Dosage Currently Taking?

Laboratory Tests (last 2 years)

Name of Test Result

Past Major Illnesses/Injuries/Traumas/Hospitalizations

Event Year

Current and Past Supplements and Herbs (last 2 years)
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