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Z ; Lab Reports will be sent to NutriLab from the
N following facilities:

PERSONALIZED NUTRITIONAL SUPPLEMENTS ks Sample Date

Health Practitioner:
Phone:

CONFIDENTIAL LIFESTYLE AND MEDICAL HISTORY QUESTIONNAIRE

PLEASE PRINT

First Name: Last Name: Date:

Street: City: State: Zip Code:

Phone (home}: : Phone (work): Email Address:

Height: Weight: Age: Male L Female L]
Marital Status: # of Children: Occupation:

List any Medications you are taking and what it is prescribed for: {i.e. Lipitor to treat cholesterol)

Prescription: Prescription:

Prescription: Prescription:

Prescription: Prescription:

List any Vitamins, Minerals, or Herbal supplements you are currently taking:

Supplement: Dose: Supplement: Dose:
Supplement: Dose: Supplement: Dose:
Supplement: Dose: Supplement: Dose:

Do you have trouble swallowing pills? Yes C No O Trouble swallowing multiple pills (3-5/meal)? Yes O No O

Are you overweight: Yes L No L1 If yes, by how many Ibs.? Are you trying to lose weight? Yes (J No U]
Do you exercise? Yes (3 No &3 How often per week? Do you compete professionally? Yes L1 No (J
Do you smoke? Yos L No (3 If yes, how many perday: ________ Are you trying to quit? Yes QO neQ

Do you have any allergies? Yes & No Q3 I yes, please specily (i.s. seasonal, medications, foods, etc.)

Do you have any trouble with infections? Yes (d No L1 If yes, please specify (i.e. sinus, yeast, etc.)

Have you used antibiotics within the past two years? Yes (4 No U
Is your blood pressure: high O low L Level?
Is your cholesterol: high &1 low Level?
Do you have a racing heart? Yes 0 No L Dizzy spells? Yes Ld No (3 Circulatory problems? Yes O neQd

Do you have aching joints or muscles? Yes L No L Swollen or puffy joints? Yes O neQ

Have you had a head injury, trauma or major surgery? Yes L No L If yes, specify date:

Do you experience any twitching? Yes  No (L Back problems? Yes O nold

Do you bruise easily? Yes (1 No & Do you have acne? Yes (Ld No (L Do you have dry skin? Yes O ned

Hair Loss? Yes (1 No 1 Thin Hair? Yes  No O

Women Only: Are you pregnant? Yes (d No (J  Currently Breast Feeding? Yes Q No T Menopausal? Yes L No d
Briefly state your current health condition (i.e. obesity, heart disease, cancer, ulcer, lactose intolerance, etc.}

-

List any familial difficulties such as obesity, heart disease, cancer, genetic diseases, errors of metabolism or other concerns:

Please







