
 
 

NUTRITION QUESTIONNAIRE 
 

Name________________________________________ #_________ Date______________________  
 
List of medications/vitamins now taking & why       List injuries, surgeries, etc. & date 
1. ____________________________________            1. ____________________________________ 
2. ____________________________________            2. ____________________________________ 
3. ____________________________________            3. ____________________________________ 
4. ____________________________________            4. ____________________________________ 
 
Instructions: Please check the symptoms you have/are experiencing in either (or both) of the chronic 
(recurrent symptoms) and acute (symptoms you have now). 
 
                                                            

Gastro-intestinal 
Acute    Chronic 
 
_____     _____      Black or bloody stool                      
_____     _____      Colitis, diverticulitis                      
_____     _____      Digestive complaints                       
_____     _____      Frequent burping/belching 
_____     _____      Frequent constipation 
_____     _____      Frequent diarrhea 
_____     _____      Frequent heartburn 
_____     _____      Frequent vomiting 
_____     _____      Gallbladder trouble 
_____     _____      Hemorrhoids 
_____     _____      Irritable bowel 
_____     _____      Nausea 
_____     _____      Stomach pain 
_____     _____      Ulcers 

Structural/Neurological 
Acute    Chronic 
 
_____     _____      Back pain 
_____     _____      Current bone fracture/injury 
_____     _____      Dizziness 
_____     _____      Headaches 
_____     _____      Jaw pain 
_____     _____      Joint pain or loss of function 
_____     _____      Knee pain/Hip pain (circle one) 
_____     _____      Muscle cramps /spasms 
_____     _____      Neck pain 
_____     _____      Numbness/Tingling 
_____     _____      Osteoporosis/Osteomalacia 
_____     _____      Shoulder, Elbow, Wrist pain (circle one) 
_____     _____      Tendonitis/ Bursitis 
_____     _____      Tremors in hands or feet 
 
   

                                                            
      

Immune Response 
Acute    Chronic 
_____     _____      Achy joints/muscle pain 
_____     _____      Chronic fatigue 
_____     _____      Depression and/or anxiety 
_____     _____      Eczema of hives 
_____     _____      Food allergies 
_____     _____      Frequently sick 
_____     _____      Frequent swollen glands/sore throats 
_____     _____      Headaches/migraines 
_____     _____      Recurrent digestive complaints  
 
 

Cardiovascular 
Acute    Chronic 
_____     _____      Chest pain 
_____     _____      Hands & feet cold all the time 
_____     _____      Heart murmur/palpitations 
_____     _____      High or low blood pressure 
_____     _____      Irregular heartbeat 
_____     _____      Poor circulation 
_____     _____      Previous heart surgery 
_____     _____      Previous heart trouble 
_____     _____      varicose or spider veins 
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Respiratory  
Acute    Chronic  
_____     _____      Asthma 
_____     _____      Emphysema 
_____     _____      Chronic cough 
_____     _____      Recurrent bronchitis 
_____     _____      Recurrent head colds 
_____     _____      Recurrent sinus infections 
_____     _____      Smoker 
 
Genito-Urinary 
Acute    Chronic 
_____     _____      Bedwetting 
_____     _____      Blood in urine 
_____     _____      Discolored of foul-smelling urine 
_____     _____      Inability to control bladder 
_____     _____      Kidney stones 
_____     _____      Recurrent kidney or bladder infections 
_____     _____      Too frequent urination 
 

Endocrine (Glandular) 
Acute    Chronic 
_____     _____      Anxiety/nervousness/irritability 
_____     _____      Cold hands and feet 
_____     _____      Depression 
_____     _____      Diabetes 
_____     _____      Digestive complaints 
_____     _____      Dizzy when standing too quickly 
_____     _____      Frequent headaches      
_____     _____      Hyperactive behavior 
_____     _____      Irritable if meals are missed 
_____     _____      Low blood pressure 
_____     _____      Thyroid problems 
_____     _____      Weak and shaky 
_____     _____      Weight problems (over or under) 
_____     _____      Very susceptible to infections   
 

Eyes/Ears 
Acute    Chronic 
_____     _____      Cataracts 
_____     _____      Diabetic retinopathy 
_____     _____      Eye infection 
_____     _____      Floaters in the eyes 
_____     _____      Glaucoma 
_____     _____      Macular degeneration 
_____     _____      Slowly losing vision 
_____     _____      Recurrent ear infections 
 
 
Miscellaneous 
Acute    Chronic 
_____     _____      Edema 
_____     _____      Difficulty sleeping 
_____     _____      Restless, uneasy sleep 
_____     _____      Unusual swelling in arms or legs 
 
MEN ONLY 
Acute    Chronic 
_____     _____      Prostrate trouble 
_____     _____      Reproductive problems 
_____     _____      Urination problems 
 

WOMEN ONLY 
Acute    Chronic 
_____     _____      Cramping 
_____     _____      Currently taking birth control pills 
_____     _____      Currently taking hormone medication 
_____     _____      Endometriosis 
_____     _____      Frequent bladder leaks 
_____     _____      Frequent miscarriages 
_____     _____      Hot flashes 
_____     _____      Infertility 
_____     _____      Lumps in breast 
_____     _____      Menstrual irregularities 
_____     _____      Mood swings/depression 
_____     _____      PMS 
_____     _____      Recurrent urinary tract infection 
_____     _____      Uterine cysts/ovarian cysts 
_____     _____      Vaginal discharge 
_____     _____      Yeast infections 
 
List any other symptoms or unusual conditions 
that you feel are important:     
1. _____________________________________________ 
2. _____________________________________________ 
3. _____________________________________________ 

 
PATIENT SIGNATURE___________________________________________________DATE_______________________ 
 

FOR DOCTORS USE ONLY 
 
Axillary Temperature Test _________________________Saliva pH_____________________ Urinary pH_________________ 
Postural Blood Pressure: Recumbant____________________Standing____________________Pulse___________ 
Pupillary Light Reflex_____________ 
 
Diagnostic Summary:___________________________________________________________________________________ 
______________________________________________________________________________________________________ 
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