INTEGRATION FOR LIFE

Women's Confidential Health History Please write or print clearly

NBIMIE. e AArESS: i
Email ADAress: ..o How often do you check email? Facebook? ...
Telephone (Work): ..o, (HOME) i (Cell) ceiiiiii
AGE: it Height: oo Date of Birth: ..o Place of Birth: ..o
Current Weight: ..o, Weight Six months ago: ..o One year ago: ...ccociiiiiiiiiee e
Would you like your weight to be different? ... T80, What? ..o
REIATIONSINID STATUS: .ottt ettt ettt et h sttt et a ettt 2 etk e 2ok e 22t et ekt e ettt s ekt a e h ettt
CRITAIEN: o P S, e
OCCUPATION: ittt Do you enjoy your job? ..o Hours of work per week: ........ccccooiiiiiinn.
Please list your main health concerns that you would like to improve, physical or emotional: ...
Other CONCEINS @NA/OT GOAIST ....iiiiiie ettt ettt ettt ettt h ettt ettt ettt



INTEGRATION
FOR LIFE

Women's Confidential Health History (continued) Please write or print clearly

Any serious illnesses / hospitalizations / INJUMIES? ... oo
Do you have any pain, stiffness or swelling in your DOy ? ...
How is the health of your father? ... How is the health of your mother? ...
WHhat is yOUTr @NCESTIY? ..ottt What blood type are YoU? ..ot
Do yousleep well? .. How many hours? ..., Do you wake up at night? ...
Ao SO OO TSSO PP PP
AT YOUT PEIOAS TEGUIAIT .ottt ettt e ettt h e h ettt e et h et h ettt e ettt ettt
HOW MaNy days IS YOUT TlOW? ..o oo e et
HOW Tr GUENT? .ot ettt ettt 2 et h o2t e e s 2 e e s o2t et e ettt ettt ettt
Painful or symptomatic? Any clotting? Heavy or light? Please explain: ...
Reached or approaching menopause? Please @XPlain: ... i et
Birth control history (Now often @and NOW [ONG) ..ottt ettt ettt ettt ettt
Antibiotic history (Now often @and NOW [ONG) ..o e e
YOI DI EMIS e

Have you tested yOoUr ChOIESTErOI? ... ittt



INTEGRATION
FOR LIFE

Women's Confidential Health History (continued) Please write or print clearly

Do you experience yeast infections or urinary tract infections? Please exXplain: ..o

Constipation / diarrhea / gas? Please @XPIain: ... et

Allergies or sensitivities? Please explain:

Do you take any supplements or medications? Please list:

What foods did you eat often as a child? Were you breast fed?

Breakfast Lunch Dinner Snacks Liquids

What's your food like these days?

Breakfast Lunch Dinner Snacks Liquids




INTEGRATION
FOR LIFE

Women's Confidential Health History (continued) Please write or print clearly

Will family and / or friends be supportive of your desire to make food and / or lifestyle changes? ...

Do you crave sugar, coffee, cigarettes, alcohol or have any major addictions, past or present? (food related or other) ..o

What percentage of your food is home cooked? .........cocoiiiiiiiiiiiiiii DO yOoU COOK? it
Where do you et the FeSt TrOMT? ... ettt ettt ettt a o2ttt s ettt a ettt a et a e sttt
The most important thing | should change about my diet to improve my health iS: .. ..o

ANYThiNG €IS YOU WaNT TO SNATE: .o ettt ettt ettt ettt ettt



