
 
 

Nature Works Nutrition, LLC  
Intake Questionnaire 

 
Date: _________________________________________________________________________ 
 
Name: ________________________________________________________________________ 
 
Preferred method of contact: 
_______________________________________________________ 
 
Reason(s) for Appointment:    
                  
                   
How would you best describe your general health?             
                  
What are your 3 biggest health concerns in order of importance? 
 
 
           
                  
What are symptoms do you experience in relation to those concerns?                
                  
What do you think instigates and/ or irritates your symptoms (consider the environment, diet, & 
lifestyle)?        
                  
Severity of Symptoms:     ❍ Mild    ❍ Moderate   ❍ Severe   ❍ Interferes with daily life  
 
This questionnaire is designed to review your whole self specifically where you are right now 
and what brought you here. There are not right or wrong answers.  Please be as honest and 
accurate as possible.  This will help in getting you to your goal most efficiently. 
 
   
Age:                   Date of Birth:            Height:                Weight:           
Marital Status:   ❍ Single ❍ Partnered   ❍ Married     ❍ Divorced   ❍ Widow   
Do you eat breakfast? 
What is your biggest meal of the day? 



Who does the grocery shopping? 
Who cooks? 
 
Occupation:                  
Hours in a normal work week:      
Please check appropriate occupational conditions:   
❍ Sitting ❍ Sitting +walking   ❍ Computer (Hours/ day:    ) ❍ Fluorescent lighting    

❍ Driving ❍ Lifting/ carrying ❍ Construction/ physical field conditions ❍ Fitness/ athletic   

❍ Other:                  
Please list your regular physical activities, how often and the duration.      
                  
                  
Please list hobbies and/ or recreational activities, how often and the duration.                                   
               
                 
What time do you go to bed, how long until you fall asleep?              
How well do you sleep?                
What time do you generally wake up?              
Do you use an alarm?                 
  
Health & Nutritional Habits/ History    
Current weight:         Weight one year ago:        Birth weight:      
Lowest Weight:         Highest Weight:        Desired Weight:       
Have you recently gained/ lost weight?  ❍ Yes   ❍ No      Was it intentional?   ❍ Yes    ❍ No   

Do you weigh yourself?  ❍ Yes    ❍ No     If yes, how often? _______________________   

Are you concerned with your weight?    ❍ Yes    ❍ No     Why or why not?         
                  
How many times have you tried to lose weight?       Age of first attempt:    years   
Your weight at that time:    lbs.    Reason for attempt?           
            
                              
Please check the following in your intake of the following.  Indicate how much & how often:   
❍ Tobacco:        ❍ Beer:          ❍ Liquor:         ❍ Caffeine:          

❍ Recreational Drugs (marijuana, cocaine, prescription, & psychedelics):           
 
Describe any seasonal allergies you have:   
 
 
Have you been medically or self-diagnosed with an eating disorder? ______    Explain:         
                   
            
Check any of the following you’ve used for weight control:   



Commercial diet programs ❍     Liquid diets ❍ Prescription diet pills     ❍      Fad Diets ❍   

Over-the-counter diet pills ❍       Laxatives ❍ Diuretics   ❍       Syrup of Ipecac ❍    

Self-designed program ❍       Vomiting ❍ Starvation ❍ 
               
 
 
 
 
  
List your top ten favorite food items:  
 
              
                  
List foods that you do NOT enjoy:               
                  
 
 
 
List foods that you are allergic to or suspect an adverse reaction to: 
 
              
                   
How many times a week do you…?   
❍ Eat fast food: _______      ❍ Shop in a grocery store: _________       
What store & what is your weekly grocery budget goal?       
            
❍ Cook at home: _____   ❍ Eat at a restaurant: _____    Favorite(s)? ____________________ 
       
❍ Eat breakfast: _____       ❍ Eat in a car:  _____  

❍ Eat at work: _____      ❍ Drink coffee:  _____      

❍ Drink soda: _____       ❍ Have a bowel movement:  _____        
 
Please check all that apply:   
❍ Emotional eating ❍ Forget to eat  ❍ Always hungry  ❍ Mindless eating   ❍ Don’t know 

when to stop  ❍ Fear of unhealthy food  ❍ No joy in eating ❍ Love healthy food    

❍ Eat out of necessity ❍ Confused by news and media health claims ❍ Lack of options   
 
Thinking about your digestion:     
 
Severe/ Constant Stomach burning? 
 



Aching 0-4 hours after a meal?      
Stomach pain before meals?     
Use of antacids (tums) for heartburn/ acid reflux, how often? 
Hungry an hour or two after eating?    
Intake of carbonated beverages?     Burping?     Bloat? 
Use or previous use of pain medications (aspirin, ibuprofen, etc.) how often?  
    
     
History of antibiotic use?  Please describe. 
 
Severe/ Constant craving for sweets? 
When a meal is skipped, do you experience heart palpitations? 
Irritable if a meal is missed?      
Caffeine (coffee/ soda) dependent to in the morning and/ or afternoon? 
Lightheaded, dizzy, or shaky between meals? 
Eating relieves symptoms of fatigue? 
Easily upset/ anxious/ nervous/ agitated? 
Forgetfulness and poor memory issues? 
Wake up in the middle of the night and cannot fall back to sleep?      
Difficulty sleeping, constantly tossing & turning?      
Snacking in the middle of the night? 
Fatigue or drowsiness after meals? 
Need dessert/ sugar after a meal? 
Frequent urination? 
Increased thirst and appetite, always feel hungry? 
Feeling weak for no apparent reason? 
Moody or emotional?       
Craving salt? 
Lightness of head/ dizzy upon standing up? 
Afternoon fatigue and/ or headaches?          
Headaches upon exertions or stress? 
Weak, brittle or rigid nails? 
Slow to recover from colds? 
Poor circulation?      
Gain or lose weight when stressed? 
Feel drowsy even with more than 7 hours of sleep? 
Hot flashes / night sweats?             
 
Thyroid Health:  
Severe/ Constant Lack of initiative, motivation, and/ or sluggish? 
Constantly feeling cold hands, feet, and/ or whole body? 
Need extra sleep at night, or naps for daily function? 
Hard to lose weight and/ or difficulty gaining weight? 
Infrequency of bowel movements/ constipation? 
Wake up with a headache, or have morning headaches that gradually go away. 
Thinning of hair on face, or scalp?      



Dry skin and/ or scalp? 
Brain fog? 
Ringing in ears?        Poor hearing?             
Disease/Condition Family History 
Self / Mother/    Father/ Grandparent  
Diabetes     ❍   ❍     ❍  ❍           Kidney Disease    ❍   ❍     ❍  ❍    

Cardiovascular Disease   ❍   ❍     ❍  ❍        Heart Attack    ❍   ❍     ❍  ❍   

Hypertension   ❍   ❍     ❍  ❍     High Cholesterol    ❍   ❍     ❍  ❍      Cancer    ❍   ❍     ❍  ❍        

Obesity    ❍   ❍     ❍  ❍        Intestinal problems ❍   ❍     ❍  ❍       

Menstrual problems  ❍   ❍     ❍  ❍      Osteoporosis   ❍   ❍     ❍  ❍     

Food Allergies ❍   ❍     ❍  ❍        Food Intolerances   ❍   ❍     ❍  ❍        

Mental Health Issues  ❍   ❍     ❍  ❍        Drug Dependency   ❍   ❍     ❍  ❍       

Asthma    ❍   ❍     ❍  ❍        Headaches    ❍   ❍     ❍  ❍      
    
Please describe protocol taken for any of the above conditions and the outcome.  
   
 
 
 
Please list and describe all medications and/ or supplements that are a part of your life below.   
 
Medications and/ or Supplements:  
 
 
 
 
 
 
Amount / Frequency / Comments    
      
      
      
  Anything else you can think of that you feel is important.    
      
      
      
      
     


