WELLNESS PROFILE / NUTRITIONAL ASSESSMENT

Martha Willmore, Wellness Consultant … 905-871-4281 … hoop@inter-pc.com

Name:  _________________________​​​​​​​____________________Date: ___________________ Phone: _________________

Address:  ___________________________________________________  Fax:    _________________________________

City:  ________________________________ Prov./State: ___________________ Postal Code/Zip: ___________________

Date of Birth: YR ___ / MON ___ / DAY ___ ……   Sex (M/F) ____   Height ___________   Weight ___________

INSTRUCTIONS

1. Mark YES or NO statements by checking the appropriate spot.

2. In the “Points Section” … If statement does not apply, leave it blank.  Otherwise place a 1, 2, or 3 on the line to the left of the statement  (1 for Mild or Infrequent  …  2 for Moderate or Occasional  …  3 for Severe or Frequent)

3. In the “Points Section” … Underline the particular part of the question that applies.  Do not agonize over each question.

4. Some statements are repeated.  It is important that you mark all appropriate statements, even if marked previously.

General Information

___ YES;  ___ NO … are you overweight




___ YES;  ___ NO … trying to lose weight

___ YES;  ___ NO … interested in preventing cancer


___ YES;  ___ NO … exercise frequently

___ YES;  ___ NO … want to strengthen the immune system

___ YES;  ___ NO … eat vegetarian diet

___ YES;  ___ NO … eat <3 servings per day of milk, yogurt or cheese
___ YES;  ___ NO … eat fried & processed foods

___ YES;  ___ NO … eat <3-5 servings of vegetables daily


___ YES;  ___ NO … eat low fibre

___ YES;  ___ NO … eat <5-11 servings of whole grain daily


___ YES;  ___ NO … eat high fat diet

___ YES;  ___ NO … eat less than 2 servings of fruit daily


___ YES;  ___ NO … are you pregnant

___ YES;  ___ NO … interested in preventing heart disease


___ YES;  ___ NO … do you have hypoglycemia

___ YES;  ___ NO … do you have Type I diabetes



___ YES;  ___ NO … do you have Type II diabetes



What is your current Blood Pressure?  ______________________  Don’t know ____

What is your current Cholesterol?  ___ Total Cholesterol;   ___ HDL;   ___ LDL;  ___ Triglycerides

Points Section

___ Acne, Blackheads or Warts





___ Dry, Rough Skin

___ Poor Appetite






___ Permanent goose bumps on back of arms

___ Inability to adjust eyes when entering dark room; difficulty seeing at night
___ Frequent colds, respiratory infections














(1) _______

___ Frequent fatigue






___ Irritability

___ Depression







___ Craving for Sweets

___ Can’t concentrate






___ Fits of temper

___ Hurt all over (general)





___ Heart palpitations

___ Use antibiotics; eat red meat or chicken, drink milk


___ Graying hair














(2) _______

___ Bleeding gums






___ Bruise easily

___ Frequent Colds or Flu





___ Varicose Veins or Broken Capillaries

___ Slow healing or cuts or scrapes




___ Nose bleeds

___ Cuticles tear easily, hang nails














(3) _______












(4) = Total of 1+2+3 _______

___ Poor circulation






___ Lack of stamina

___ Dark circles under eyes





___ History of Anemia

___ Heavy menstrual flow






___ Thin, fragile, brittle nails

___ Pale skin, palms very pale









(5) ______

___ Menstrual cramps






___ Fingernails won’t grow

___ Muscle twitching or tics





___ Insomnia

___ Foot or Leg Cramps






___ Joints Pop or Crack

___ Frequent Backaches






___ Muscle Tension

___ Aching joints or Muscles





___ Crave chocolate














(6) ______

___ Bad breath







___ White coated tongue

___ White spots on fingernails





___ Diminished Smell or Taste

___ Slow healing of wounds





___ Stress

___ If you are taking Estrogen (in the birth control pill or Premarin), put a 2 on the line to the left

(7) ______












(8) = Total of 5+6+7 ______












(9) = Total of 4+8     ______

___ Nausea, headache, migraine





___ History of constipation

___ Bad breath, bad taste in mouth




___ History of hepatitis, jaundice, malaria

___ Occasional body odour, including feet




___ Undigested food in bowel movement

___ Gall bladder or stones removed … Year ______


___ Frequent tension in neck & shoulders

___ Occasional abdominal pain after big meal



___ Coated tongue

___ Yellow-coloured bowel movements




___ Ingest alcohol (> 1 oz OR 1 beer per day)














(10) ______

___ History of colitis, diverticulitis





___ Desire to eat often, especially starches

___ History of hemorrhoids





___ Alternating constipation and diarrhea

___ Constipation during menstruation




___ Thin, pencil-like bowel movements

___ Painful, hard bowel movements




___ History of rectal fissure

___ Rarely have daily bowel movements








(11) ______

___ Gas after eating






___ Stomach bloating after eating

___ Belching, burping after meals





___ Hair won’t grow 




___ Hair breaks easily
 





___ Chronic fluid retention

___ Heavy, tired feeling after eating




___ Drowsy after eating

___ Very flabby tissues






___ Fingernails break and split














(12) ______

___ Stomach Pain 5-6 hours after meals, often @ night - relieved by drinking
___ History of ulcers

___ Above complaints aggravated by worry & tension – relieved by vacationing

___ Taking pills or vitamins causes stomach discomfort














(13) _______











 Total of 10+11+12+13 = (14) _______

___ Puffy Eyes







___ Ankles swell frequently

___ History of kidney or bladder infections




___ Difficult or painful urination

___ Infrequent urination






___ Legs often feel heavy

___ Sleep disturbed by urge to urinate 2 or more times per night

___ Female:  Severe pre-menstrual bloating














(15) ______

___ Blood pressure fluctuates, sometimes too low



___ Craving for salt

___ Overly worried or concerned about things left undone


___ Occasional cold sweats

___ Constriction in throat, lump that hurts when emotionally disturbed
___ Perfectionist, set high standards

___ Emotional upsets cause exhaustion … must go and lie down

___ Eyes sensitive to headlights, sun

___ Easily startled, heart pounds from unexpected noise


___ Allergies, skin rash, hay fever, sneezing attacks 














(16) ______

FEMALES ONLY:  Do this section; then move to section 19 … MALES:  Skip this section & move to section 18

___ Missing periods






___ Irregular or uncomfortable periods

___ Menopause, hot flashes, night sweats




___ Feel nervous, depressed before periods

___ Diminished sex drive






___ Mood changes

___ Abnormal sleep patterns

___ I have had my ovaries or uterus removed (hysterectomy).  If so, put a 2 on the line to the left.  Year ___________














(17) ______

MALES ONLY:  Do this section; then move to section 19 … FEMALES:  Skip this section & move to section 19

___ Prostate trouble






___ Difficulty urinating, starting, burning

___ Diminished sex drive






___ Get up at night to urinate

___ Back or leg pains










(18) ______

___ Irritable if late for a meal or missing a meal



___ Urinate a lot

___ Wake up at night feeling hungry




___ Emotional on empty stomach

___ Craving for sweets, alcohol or coffee




___ Intense, frequent thirst

___ Cold sweat on hands even when warm




___ Irritable before breakfast

___ Nervous, shaky feeling, headaches relieved by eating sweets/starches
___ Weak spells, tiredness in mid-afternoon

___ Bouts of faintness, dizziness, lack of concentration:  ___ in morning;  ___ in mid-afternoon;  ___ in evening














(19) ______

___ Crave sweets and starches, but eating does not provide much relief
___ Occasional night sweats

___ History of sores, especially in legs, slow healing



___ Diabetes in family

___ Chronic fatigue, lowered resistance




___ Very thirsty all the time














(20) ______

___ Feel better when resting, low exercise tolerance, low endurance

___ Require extra amount of sleep

___ Bruise easily, black and blue spots




___ Short of breath when climbing stairs

___Cold hands and feet, need extra covers at night







(21) ______

___ Numbness or heaviness in arms or legs




___ Hands cramp when writing

___ Tingling sensation in lips or fingers




___ Memory getting worse

___ Short walks cause aches and pains




___ Arms and legs often go to sleep














(22) ______











              Total of 21+22= (23) ______

___ Chest pains, sometimes down left arm




___ Heart sometimes flip-flops

___ Very slow heart beat (under 50/minute)



___ Unexplained headache or dizziness

___ Shortness of breath on exertion




___ Diabetes

___ Very rapid heart beat (over 90/minute)




___ History of Heart Disease in family














(24) ______












Total of 23+24 = (25) ______













___ History of Bronchitis, Asthma, Pneumonia, Emphysema, Pleurisy

___ Chronic cough

___ Working in a factory, or with chemicals, or fumes


___ History of colds, lung problems

___ Chronic mucus in throat or sinus








(26) ______

___ History of Cancer, Multiple Sclerosis, Parkinson’s, Rheumatoid Arthritis
___ Unusual number of cavities

___ Swollen glands in groin, tonsils, throat, armpits



___ Very susceptible to infection

___ Flu-like symptoms often occur





___ Feel puffiness in throat














(27) ______

___ Frequent use of antibiotics





___ Chronic diarrhea

___ Rectal itching






___ Bladder infections

___ Abnormal muscle aches from exercise




___ Feel tired a lot

___ Severe reaction to tobacco, perfume, chemical odours


___ Unexpected weight gain

___ Hives, psoriasis, acne, skin rashes




___ Endometriosis / Ovary problems

___ Recurrent heartburn / digestive upsets




___ Crave sugars, breads, alcohol

___ Gas, abdominal bloating









(28) ______

___ Fluid retention






___ Anemia

___ Low hormone levels






___ Nausea or dizziness

___ Weakness in general






___ Premature aging

___ Slow recovery of wounds / illness




___ Low resistance to infection

___ High stress lifestyle










(29) ______

MALES:  Move on to the next section. 

FEMALES ONLY:  Do this section if it applies to you, then move on to next section.  

DO THE FOLLOWING OCCUR WITHIN 14 DAYS BEFORE MENSTRUAL PERIOD?

___ Headaches







___ Weight Gain

___ Increased appetite






___ Frequent Crying

___ Bloating 







___ Depression

___ Fatigue







___ Breast Tenderness

___ Swelling hands and feet





___ Backache

___ Nervous tension, irritability





___ Confusion

___ Crave sweets






___ Forgetfulness

___ Cramps











(30) ______

___ Low energy







___ Caffeine addiction

___ Stress







___ Poor immunity

___ Chronic illness






___ Poor endurance

___ Are you exposed to chemicals or chemical fumes?  If YES, score a 3 to the left.














(31) ______

___ Atherosclerosis






___ Irregular heartbeat

___ Chronic heart failure






___ High blood pressure

___ Poor mental alertness





___ Memory loss














(32) ______

___ Joint pain and/or tenderness





___ Swollen joints

___ Cartilage degeneration





___ Decreased mobility

___ Osteoarthritis










(33) ______

___ Motion sickness;  sea, car, plane, etc.
 



___ Morning sickness

___ Gas, indigestion






___ Abdominal cramps

___ Diarrhea







___ Nausea














(34) ______





___ Chronic fatigue or sluggishness




___ Mood swings

___ Excessive crying






___ Suicidal thoughts

___ Lack of drive or motivation





___ Persistent sadness or empty feeling














(35) ______

___ Anxiety







___ Nervousness

___ Exhaustion







___ Insomnia

___ Muscle tension, Fibromyalgia





___ Headache, Migraines

___ ADD, Learning disorder, Hyperactivity




___ Nervous tension















(36) ______

___ Excessive hair loss






___ Thinning hair

___ Dandruff







___ Hair breaks easily

___ Hair won’t grow










(37) ______

___ Does anyone in your immediate household have allergies?

___ Do you have a mould problem in your home ___ Are you concerned about the quality of indoor air in your home?





(38) ______

Martha Willmore, Wellness Consultant

905-871-4281

hoop@inter-pc.com
