
Giovannucci Nutrition, LLC 
880 Marshall Street, Suite A 
Allegan, MI  49010

Tina Giovannucci, MSACN 
(269) 532-6899 

tinaghealthcoach@gmail.com

PATIENT NUTRITION HEALTH HISTORY FORM 
(Please Print) 

Please take your time to fill out the following form. Since many different areas of our lives may influence health issues, it 
is important to be able to gather as much information as possible. The more detailed the information provided the more 
individualized the direction of care. Please return this form and any recent lab or test results, 3-7 days before your first 
consultation. All information provided remains confidential between you and the provider. Thank you. 

Please note:  We request payment at time of service. Some insurance plans cover certain nutrition-related services. We will 
be happy to give you a receipt with the needed codes that you may send to your insurance company. 

Primary Care Physician:        Phone: (   )      -                                         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Today’s Date:       

First Name:       Middle Name:      

Last Name:         

Address:      City:     State:   Zip:   

Home Phone: (  )  -    Work Phone: (  )  -   

Cell Phone:   (  )  -    Email:        

Occupation:       Birthdate: / /     Age:   

Height:         ‘            “  Weight:         Gender:       Place of Birth:      
          City and state or country if not US 

Emergency Contact:            Phone: ( )  -   

Referred by:                                      Marital Status:  ☐Single    ☐Married ☐Divorced   
               ☐Widowed  

Please (✔) the appropriate box(es): 

☐Caucasian ☐African American ☐Native American ☐Pacific Islander ☐Hispanic/Latino 
    ☐Asian  ☐Mixed Race  ☐Other 

mailto:tinaghealthcoach@gmail.com


PATIENT NUTRITION HEALTH HISTORY FORM

Please (✔) any the following whose care you are currently under: 
 ☐Medical Doctor (MD)  ☐Osteopath (DO)  ☐Chiropractor  

   ☐Dentist  ☐Psychiatrist/Psychologist ☐Physical Therapist 

Other:                

If you have seen any of the above during the past three months, please describe for what reason (illness, medical 

condition, accident, physical, etc.):             

                

                

What do you hope to achieve from your visit?            

               

✷   Please list current and on-going health and lifestyle problems in order of their priority:   ✷ 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Describe Problem: Prior Treatment (success):

Example:  Post Nasal Drip X Antihistamines X

!
!

M
ild

 

M
od

er
at

e 

Se
ve

re

Ex
ce

lle
nt

 

G
oo

d 
  

Fa
ir 

  

N
on

e 



PATIENT NUTRITION HEALTH HISTORY FORM

From the complaints listed above, which do you feel is the main reason for your visit?        

                

What are the main symptoms related to these complaints?           

                

How long does this last? How often do you have this (these) symptom(s)?         

Do you feel like they interfere with daily life?             

What aggravates this (these) symptom(s)?           

                

What makes this (these) symptom(s) better?           

                

Please describe symptoms if they were not detailed in the major complaint area above:      

                

Daily Activities 

Hours in a regular workweek:       
Activity level and work conditions (check all that apply): 
  ☐ Sitting ☐ Mixture Sitting/Walking ☐ Lifting/Carrying ☐ Driving 

  ☐ Computer ☐ Fluorescent Lights  ☐ Construction/Manual Labor 

  ☐ Outside ☐ Other:            

When is your usual bedtime?        When is your usual rising time?      
Do you use an alarm to wake up?     
How well do you sleep?  ☐ Trouble falling asleep     ☐ Trouble staying awake     ☐ Restless Sleep 

How many days a week do you exercise?     What is the average duration of your exercise?     

List your regular physical exercise?             
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PATIENT NUTRITION HEALTH HISTORY FORM

List your other interests/hobbies/recreation and about how often you get to enjoy them:       

               

                

On a scale of 1-10 (10 being the most stressed) how would you rate your stress:     

What do you feel are the sources of your stress?            

               

                

General Medical 
How would you describe your health in general?          

                

Do you smoke tobacco currently?    How many years?    How much?      

If no above, have you smoked in the past?    How much?    Year quit?     

Do you drink alcohol?     What type?     How often?      

If no above, have you drunk alcohol in the past?     Have you ever had a problem with alcohol?    

Do you use recreational drugs?     What type?     How often?      

Please indicate (✓) how often you have taken antibiotics. 

              Over 5 Times   Less Than 5 Times

Please indicate (✓) how often you have taken steroids (e.g., Cortisone, Prednisone, etc.). 
              Over 5 Times   Less Than 5 Times

Infancy/Childhood

Teen

Adulthood

Infancy/Childhood

Teen

Adulthood
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PATIENT NUTRITION HEALTH HISTORY FORM

Please list the medications you are currently taking.  Include both prescription and over-the-counter. 

Are you allergic to any medications? Yes  No 
If yes, please list:               

List all vitamins, minerals, and other nutritional supplements that you are taking.  Indicate whether mg or IU and 
the form (e.g., calcium carbonate vs. calcium lactate), when possible. 

Do you have mercury amalgam (silver) fillings?     How many?       

Do you have any artificial joints or implants?           

Do you feel worse at certain times of the year?      

 If yes, when? Spring    Fall       Summer       Winter 
Have you, to your knowledge, been exposed to toxic metals in your job or home?       
 If yes, which one(s)? lead  arsenic 
    aluminum mercury cadmium 

Do odors affect you?               

Medication Name Date Started Dosage How Often? Consistently?

Times/day

Times/day

Times/day

Times/day

Times/day

Times/day

Times/day

Times/day

Vitamin/Mineral/Herbal 
Supplement

Form of Vitamin/
Mineral

Date 
Started

Dosage How Often? Consistently?

Times/day

Times/day

Times/day

Times/day

Times/day

Times/day

Times/day
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PATIENT NUTRITION HEALTH HISTORY FORM

Health History 

Please note condition for yourself and/or family members and describe. 
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Condition Condition

Heart/Blood 
Vessels

Abdominal or Intestinal

Describe: Describe:

Bones/Skeletal Emotional

Describe: Describe:

Kidneys/Bladder Weight Loss/Gain

Describe: Describe:

Genital/ Reproductive Allergies (including food allergies)

Describe: Describe:

Lungs/ Chest Cancer or Tumor

Describe: Describe:

Head, Sinus, Ears Diabetes

Describe: Describe:

Stroke Asthma

Describe: Describe:

Alzheimer’s/ Dementia Osteopenia/ Osteoporosis

Describe: Describe:

Bowel Changes (Constipation, Diarrhea, 
Blood in Stool)

Chronic Colds/ Infections

Describe: Describe:
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PATIENT NUTRITION HEALTH HISTORY FORM

 

Is there anything in your or your family’s health history that you feel was over looked in the list above?     
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Condition Condition

High Chlesterol/ Triglycerides Migraine Headaches

Describe: Describe:

Brain/ Neurological Arthritis

Describe: Describe:

Eyes Liver Disease/ Hepatitis

Describe: Describe:

Skin HIV/ AIDS

Describe: Describe:

Fibromyalgia/ Chronic Fatigue Multiple Sclerosis (Autoimmune)

Describe: Describe:

Drug Abuse/ Alcoholism Depression

Describe: Describe:

Environmental Sensitivities Chemical Sensitivities

Describe: Describe:

Autoimmune Disorders Thyroid/ Adrenal

Describe: Describe:

Obesity Eating Disorders

Describe: Describe:
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PATIENT NUTRITION HEALTH HISTORY FORM

If yes, please let us know:             

                

Please list any surgeries, hospitalizations, or broken bones you have experienced along with the year in which they 

occurred:               

               

                

               

                

Social History 

With whom do you live?  Please list all spouse, children, parents, relatives, friends, and their ages. 
 Example: Bob, age 75, father 

               

                

Do you have any pets or farm animals?      
If yes, where do they live: Indoors  Outdoors    Both Indoors and Outdoors 

Have you lived or traveled outside of the United States?      

If so, when and where?               

Have you experienced any major losses in life?      If yes, please comment:     

               

                 

Have you or your family recently experienced any major life changes?      If yes, please comment:  
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PATIENT NUTRITION HEALTH HISTORY FORM

How important is religion (or spirituality) for you and your family’s life? 
  Not at all important Somewhat important Extremely Important 

Please list all previous jobs:             

               

                

How much time have you lost from work or school in the past year? 
   0-2 days 3-14 days  >15 days 
What type of schooling have you been through or are in the process of going through?       

               

                

Client Birth History 

Was your birth full-term or premature?      C-section or natural?       

Did you mother have any pregnancy complications?     If yes, please explain:      

                

Birth complications?     If yes, please explain:          

                

Were you breast-fed?    How long?     Bottle-fed?    How long?     

Age of introduction of:  Solid food?                  Wheat?          Dairy?    

Did you eat a lot of candy and sugar as a child?         Soda?    Snacks or Fast Food?     

Were you sedentary or active as a child?             
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PATIENT NUTRITION HEALTH HISTORY FORM

Nutrition and Eating Habits 

 On average, how many times per week do you: 

Do you drink coffee?       How much per day?                    

Do you drink soda?        How much per day?            

How much water do you drink per day?        What type of water do you drink?      

How often do you have a bowel movement?            Describe any problems with your bowel 

movements?                

 List 10 of your favorite foods 

Are there any foods that you will not eat:            

                

Cook full meals at home? Eat alone? Shop for food? Eat and work (or other 
activities) simultaneously?

Eat in a restaurant? Eat breakfast? Eat in the car? Eat meat or fish?

Eat Vegetables? 
Fresh 
Frozen  
Canned

Eat Fruit? 
Fresh 
Frozen 
Canned

Use Prepared Meals?
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PATIENT NUTRITION HEALTH HISTORY FORM

Describe an average breakfast (be as realistic as possible):         

                

Describe an average lunch:             

                

Describe an average dinner:             

                

Do you eat snacks?       What times of the day?        

Describe an average snack:              

Eating Patterns (Please check all that apply): 

☐  Emotional Eater  ☐  Forget to eat   ☐  Hungry all the time              ☐  Eat out of boredom 

☐   No joy in eating                     ☐  Eat out of necessity    ☐  Don’t know when to stop     ☐  Love well prepared                                                                                                                                                                                                                                                                                                           
                                                                                                                                                                food 

☐  Healthy eating habits              ☐  I eat too much             ☐  I eat just enough                  ☐   I don’t eat enough 

☐  Late night eating                     ☐  Poor snack choices     ☐ Travel frequently                  ☐  Reliance on   
                                                                                                                                                  Convenience foods 
☐  Don’t care to cook                  ☐  Time constraints         ☐  Family dictates food             ☐  Struggle with eating issues 
                                                                                                           choices 

Comments on eating patterns:             

                

Do you have any food allergies or sensitivities?     Describe:        

                

Do you have any seasonal allergies?      Describe:       

                

Have you made any changes to your eating habits because of your health?  Describe:      
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PATIENT NUTRITION HEALTH HISTORY FORM

Do you currently follow a special diet or nutritional program (e.g. low fat, specific weight loss program)?  Describe:  

               

                

What popular diets have you tried and what reactions did you have to them?       

               

                

Where do you usually shop for food?             

What is your weekly budget for food?                     How many members in your household?    

Healthcare Goals 

What are your healthcare goals?             

                

Of these goals, which is most important to you?           

                

 On a scale of 1 to 10 (10 being the most important) 

                                                                                                                                                                                                                                                                                                                                    
 In order to change your health, how willing are you to…(scale of 1 to 10) 

How important is that healthcare goal to your 
lifestyle?

How willing are you to change your diet/eating 
habits?

Please explain: Please explain:

Take nutritional supplements 
each day, if needed?

Keep a record of what you eat 3 
to 5 times per week?

Modify your lifestyle (e.g. 
sleep, work patterns)?

Practice a relaxation technique? Engage in regular exercise/ 
movement?

Have periodic lab tests to track 
progress (possible every 3 to 6 
months)?
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PATIENT NUTRITION HEALTH HISTORY FORM

How do you see me helping you to achieve your goals?          

                

What are some possible impediments to changes in your nutrition and lifestyle habits?      

                

Any other comments:              

                

For Women Only 
Have you ever been pregnant?     

Number of miscarriages        Number of abortions                 Number of preemies    

Number of term births    Birth weight of largest baby                      Smallest baby                 

Did you develop toxemia (high blood pressure)?     

Have you had other problems with pregnancy?      If yes, please comment:     

               

                

Age at first period      Date of last Pap Smear     Date of last Mammogram    
      Pap Smear:  Normal  Abnormal 
      Mammogram:   Normal  Abnormal 

In the second half of your cycle, do have symptoms of breast tenderness, water retention, or irritability (PMS)?  

    Yes  No  Not applicable 

Have you ever used birth control pills?     If yes, when          

Are you taking the pill now?    Did taking the pill agree with you?        

Do you currently use contraception?     If yes, what type?         

Are you in menopause?      If yes, age of last period?        
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PATIENT NUTRITION HEALTH HISTORY FORM

Do you take hormone replacement therapy?     Which one?         

How long?       

Do you have any other concerns or questions that have not been addressed in this form?  Is there 

anything else about you that you would like me to know that was not covered on this form?     

               

               

               

               

               

               

               

                

                Date:      
Client Signature 
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PATIENT NUTRITION HEALTH HISTORY FORM

3 Day Food Diary 

List all of the foods and drink that you eat for three days.  Please include snacks.  Please include the times of the meals 
and snacks along with the approximate amount next to each food.  (For Instance, “Oatmeal - 1/2 cup”)  Also record any 
physical activity along with the amount of time spent on that activity. 

 Comments:

Time Day One Day Two Day Three

Breakfast

Lunch

Dinner

Snacks

Activity
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