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Nutritional Therapy Questionnaire 
Private & Confidential

Present Complaints

Present Treatment

Your Past Health History

Past Treatment

Past & Present state of Health of the following: 
Mother
Father
Sister(s)
Brother( s)
Grandparents

Name Address

Tel. No. Age

Height Weight

Single/
Married Children

Occupati
on Date



Your Symptoms
Do you suffer from any of the following symptoms? 

If so please put 1 for mild, 2 for severe and 3 for very severe

Mouth ulcers
Frequent cold or infections Thrush or 
cystitis
Dry flaky skin
Dandruff
Itchy eyelids
Poor eyesight

Rapid heart beat
Eye pains
Irritability
Numbness or tingling

Bloodshot or gritty eyes Cracked lips

Conjunctivitis Sensitivity to bright 
light Sore tongue Depression
Burning sensation Feeling space out

Burning hands and feet Tender heels
Teeth grinding
Wind pains in tummy Deteriorating 
co-ordination .

Difficulty remembering any dreams 
Spasms and convulsions
Nausea
Fluid retention
Hallucinations
Oily scaling skin around scalp 
eyebrows or behind ears
 
Increasing unsteadiness increasing 
clumsiness
Sore tongue
Easy exhaustion

Cracks at comer of mouth Prematurely 
greying hair Increasing mental 
confusion Trembling of hand and head

Lethargy
Swollen tender gums
Cuts and wounds slow to heal
Easy bruising .
Slow to recover from colds and flu 10
Rheumatic pains
Bone pain and tenderness Deafness
lack of sunlight



Cold sores
Signs of premature ageing
Age spots

Muscle cramps
Irregular heartbeats or palpitations
Severe nervousness
Difficulty relaxing musdes

White spots on finger nails
Poor appetite
Stretch marks on skin
Hair very slow to grow
Unusual loss of hair
Deterioration sense of taste or smell
Eczema or spotty skin

Anemia or constant tiredness
Severe pounding after a little exercise
Pale skin

Dizziness
Convulsions

Rough. dry skin
History of ear problems
Excessive thirst
Dry eyes
Split or brittle nails

Difficulty putting on weight
Flatulence
Frequent bloatness
Much undigested foods in stool
Indigestion

Bowel movements less than once a 
day,
Joint pains
Spotty skin
Dull headness

Runny stuffy nose
Excess mucus
Frequent sneezing
Hay fever
Rashes
swellings
Asthma

Migraine-headaches
Tummy pains
Frequent bloatness
Diarrhea
Sinusitis
Do you get a lot of itching in the anal 
area? 
Do you feel ill in dumpy mouldy 
places?
Do smells and odours make you feel 
ill?
Do some foods or drinks seem to 
disagree with you?
Do you get attacks of sweating for no 
reason?
Do your hands or feet often feel cold?
When you haven't eaten for a few 
hours, do you ever get
dizzy or shaky?
or cant think clearly?
feel as if you're going to pass out?
When hungry, do you mainly crave 
sugary things?
Do you ever get severe moods swings 
for no reason?
Do you tend to feel warm when others 
are cold? 
Do you tend to feel cold when others 
are warm?
How many hours of sleep at night do 
you need? 
Do you put weight very easily?



Questions for women only
- How many children do you have?

- Are you pregnant? 

- If so how long for?

- Have ever had a miscarriage? 

- Termination?

- Do you have an IUD fitted?

- Do you get menstrual periods?

- Are they painful? a bit painful? Heavy? light?

- Please list any problems that always occur before your period start?

- Do you get menopausal symptoms?

- Have you ever had breast or ovarian cyst or fibroids?

Your life style

- Do you have a job or hobby that involves much physical activity? 

- If not, what do you do to keep fit?

Energy Levels

- What would you say your energy levels are like on a scale 1-10? 

- Do they change through out the day?

- When are you most energetic? 

- When are you least energetic?

Stress
- Do you get very impatient? 

- Do you find very hard to say no to other people?

- Do you tend to bottle up your feelings?

- Are you always in a hurry?

- How do you like to relax?

- Do you feel guilty when relaxing?

- Are there any long term stressful situations in your life?
 
- In the last 12 months:
- Has anyone close to you died?

- Have you had to leave a job?

"



Pollution

- Do you spend much time in or near heavy traffic?

- How many amalgam (Silver) fillings do you have in your teeth? 

- Do you smoke regularly?

- Do you work with any chemicals?

- Do you regularly use aerosols or sprays?

- Have you ever abused drugs or alcohol?

- Do you use filtered or bottled drinking water?

Foods

- Do you have any allergies?

- Do you enjoy cooking?

- What healthy eating rules do you try to follow? 

- What foods do you particularly dislike?

- What foods do you eat a lot?

- How many cups of tea or coffee do you drink per day?

- Do you put sugar in your drinks? How much?

- Do you often eat chocolate or sweets?

- Do you put a lot of salt on your food?

- Do you normally eat very fast?

- How many pints of milk do you use in a week? How much alcohol or wine do you drink in a week?

- Please list any supplements you take regularly, giving brand names.

Your medical history
- Health problem/s & duration

- What seems to help the problem/s?

- What seems to make these problems worse?

- Please give details of any abnormal test results you have had

- Please list all drugs(Medicines) you have been prescribed for these problems

- How long have you been on medication?

- Have you ever been prescribed antibiotics for long periods of time?

- What past illnesses have you had?
-



- What operations have you had?

- What illnesses run in the family?

Breakfast Lunch Dinner Snacks Drinks

DAY 1

DAY 2

DAY 3

DAY 4

DAY 5

DAY 6

DAY 7


