Naturel Vitality

Client Information Form

Date_______________

         

Name _________________________________________Home Phone #_________________________Cell#__________________

Address____________________________________________________________________________________-______________

Email address_____________________________________________________________________________

DOB________ Married________ Single________ Divorced________ Sex_________ Height_____________ Weight_______________

Occupation________________________________________________________________

If you have children, what are their ages:______________________________________________________________________

Describe your normal day’s eating (in terms of food choices, amounts):

Breakfast_____________________________________________________________________

Lunch________________________________________________________________________

Dinner_______________________________________________________________________

Snacks_______________________________________________________________________

Sugar Substitutes and how often used______________________________

How many meals do you eat out weekly?______________________________________________________________________

Describe your normal day’s fluid intake:

Water (how many glasses/bottles)?____________Coffee/tea (decafe/cafe?)__________________


Alcohol (how many drinks per night/week/month)?____________________

Juice (how much per day, what kind?)_____________________________________ 

Soda (how much per day, what kind?)________________________________________________

Milk or Soy____________________________Other____________________________________

How much sleep do you get on the average night?______________Is it restful?_______________

Do you wake to void?_______Do you have urinary urgency and/or frequency?_________________

Describe your normal bowel routine (diarrhea, constipation, 1, 2 or more bowel movements per day)____________________________________________________________________________________________________

Describe your energy level:_________________________________________________________________________________

Do you feel stressed?_______What do you do to relieve your stress?

________________________________________________________________________________________________________

Do you currently see a medical doctor for any reason?_________________________________________________________________________________________________ 

Have you had any surgeries? If so, what were they for, and please give dates:____________________________________________________________________________________

_________________________________________________________________________________________

Are you currently taking medication? (Please give name of meds and what it’s prescribed for):

_________________________________________________________________________________________

Please list any supplements and/or over the counter medicines that you are taking:

_________________________________________________________________________________________

_________________________________________________________________________________________

Do you have any food allergies (list foods)?__________________________________________________

Do you smoke?_____________ For how long? ____________________

What type(s) of exercise do you do, and how often?__________________________________________

_________________________________________________________________________________________

Do you currently have problems with any of the following (check all that apply):

[  ] Allergies


[  ] Headaches



[  ] Joint aches

[  ] Leg cramps

             [  ] Dizzy spells



[  ] Fluid retention

[  ] Constipation

[  ] Digestive problems


[  ] Skin problems

[  ] High blood pressure
[  ] Nervous tension


[  ] Mood swings

[  ] Depression

             [  ] Kidney problems


[  ] Respiratory problems

[  ] PMS/Menopause

[  ] Menstrual cramps


[  ] Heart problems

[  ] Weight gain

[  ] Weight loss



[  ] Vision problems

Do you have food cravings such as chocolate, peanut butter, breads, alcohol or sweets? 

_________________________________________________________________________________________

What is your main concern for this consultation?_____________________________________________________________________________

_________________________________________________________________________________________

To the best of your knowledge you have fully disclosed all medical conditions and medical history as well as any other conditions that may affect your Wellness Consultation, Clay Foot Baths and/or Ion Foot Cleanse Detox treatments with Naturel Vitality. By signing and dating below, you agree to this statement.

Signed: (Full Name)_____________________________________________Date:_________________

Print Name: ___________________________________________________

Thank you!

