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Name: ______________________  Occupation: ______________________
Address/City/State ____________________________________________________
Phone Numbers: daytime, evenings:  _________________________________
Email Address:________________________________________________
Date of Birth:_________________________________________________

Referring Physician:_________________ Primary Care Physician____________
Reason for Consultation:___________________________________________
Please check any of the following whose care you are under:

Medical doctor (MD)___

Chiropractor____

Psychiatrist/Psychologist____
Acupuncturist ___

Physical Therapist/Occupational Therapist__  Other:_______________

Please check all that apply and the year of diagnosis:



· AIDS/HIV

· Alcoholism



· Anemia

· Arthritis-where

· Asthma

· ADD/ADHD

· Cancer

· Cataracts

· Celiac Disease

· Chemical Dependency

· Chronic Fatigue Syndrome

· Colitis

· Constipation

· Cholesterol-high

· Crohn’s Disease

· Depression

· Diabetes

· Eczema

· Fatigue

· Fibromyalgia

·  Reflux

· High Blood Pressure

· Hypoglycemia

· Irritable Bowel Syndrome 

· Immune System    Disorders

· Kidney Disease or Stones

· Knee Surgery

· Liver Disease

· Lung Disease

· Macular degeneration

· Menopause/Post Menopause

· Migraines

· Mononucleosis

· Multiple Sclerosis

· Osteoporosis

· Stomach Ulcers

· Polycystic Ovarian Disease

· Premenstrual Syndrome

· Prostate Problems

· Stroke

· Thyroid Problems

· Ulcers

· Vaginal Infections

· Other-

Surgeries:________________________________________________________________________________________________________________________________________
Allergies:________________________________________________________________________________________________________________________________________
List Medications and Amounts:
________________________________________________________________________________________________________________________________________________________________________________________________________________________
Check which of the following over-the-counter medication you take on a regular basis per day

Aspirin

Tylenol

Advil/Motrin/Ibuprofen

Laxatives

Decongestants

Antihistamine
Antacids
Amount of caffeine containing beverages do you drink per day?____ 
If one drink equals one beer or glass of wine, how much do you drink at an average sittings?___ per week?___

How many packs of cigarettes do you smoke per day___

How many days per week do you use marijuana, cocaine, etc?____

How would you describe your sleep? 

       ___Restful    ___awake several time per evening ____ difficulty falling asleep

do you wake up feeling rested? ____How many hours do you ideally require? _____
Do you follow a special diet? or use special guidelines to choose foods?  How long? __________________________________________________________________
__________________________________________________________________
Vitamin, Mineral Supplements – 

please list, including brand name, amount, reason

________________________________________________

________________________________________________


if more space is needed, please continue on the back of this page

Herbal Supplements

please list, including brand name, amount, reason


________________________________________________


________________________________________________


if more space is needed, please continue on the back of this page

In the last 6 months have you had blood tests for the following. Please note those that were above or below normal range:

Folate ___     B12 ___  Iron___  Cholesterol__  Blood Sugar ___
Vit D_____
Blood Pressure_____

Physical Activity and Movement:


Please list any physical disabilities____________________________

Please circle all activities that you enjoy and how often you do them

Aerobics 

Ballet

Baseball

Basketball

Biking

Bowling

Canoeing

     or Rowing

Chair Exercises

Climbing

Dancing

Football

Frisbee

Hiking

Jogging

Jump Roping

Karate

Kick Boxing

Play Ball

Skating-ice, roller, inline

Rollerblading

Running

Skiing

Soccer

Stretching Exercises

Surfing

Swimming

Tai Chi

Tae Kwon Do

Tennis

Volleyball

Walking

Walking your dog

Weight Lifting

Yoga

Team Sports:____

Other:_____

If disabled, are you able to perform self-care activities?_____
Please check all that you used to enjoy and are no longer able to due to disability, time, availability of facilities or equipment, etc.
Hobbies: ___________________________________________________

Computer Usage – non-work related use per day: ____(including handheld computer games)
How many hours per day do you watch TV?_____
Age: ____ Ht: ____ Wt: _____ Desired Weight: ____ Last time you were this weight:___


Do you gain weight easily? _________________________________________  

Waist Measurement:_________________

Using a separate sheet of paper, please chart your weight for the last 5 – 10 years.  Note any significant event around changes in your weight, including surgeries and pregnancies. 

Is there a family history of weight problems?______________________________

Who else lives in your home?  Please list their first name, relationship to you & approximate age: 
________________________________________________________________________

Who does the grocery shopping in your household? _____________________

How often you eat at home? ____per week   With others? ____per week

What kind of beverages (and the amount) do you drink daily? ______________
Rate your family’s support of possible lifestyle changes in your diet and physical activities:  

High   Medium  Low

Rate your motivation level for these changes:  High   Medium   Low

Whom can we thank for referring you for this visit?  __________________________
Emergency Contact:  Name: ________________________________________

Address:  _________________________________________________ 
Phone:  ___________________________________________________
_____________________________

· Appointments that are cancelled in less than 24 hours, missed or forgotten will be billed at the rate of the scheduled appointment.   If the county, schools or federal government closes due to inclement weather, there will be no charge for the cancelled appointment.  If appropriate, phone appointments and/or e-mail correspondence will be considered. 

I have read and understand the above information:

Signature:_______________________________________________________________

Return to:  
Susan Moore, MS, RD

703-209-3334


1200-610 South Arlington Ridge Road



Arlington, VA 22202


or:  susanmoorerd@smooreconsultant.com









