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CLIENT INTAKE FORM 

 

All information remains confidential 

 

Name ___________________________________________Date__________________________ 

Address________________________________________________________________________ 

City________________________________ Province ___________Postal Code ______________ 

Home Phone_________________________  Work Phone  _______________________________ 

Cell Phone____________________________ e-mail____________________________________ 

Date of Birth (m/d/y) ____________________________ Gender___________________________ 

Weight ________________ Height ________________ Blood type: A     B    AB    0  

Occupation________________________________ Marital status __________________________ 

Family Physician_________________________________________________________________ 

Are you currently seeing other health care practitioners such as chiropractor, massage therapy, reflexology, homeopath, naturopath, 

etc? _____________________________________________________________________________________________________ 

Please answer the following questions as completely as possible. Use the back of the page 

or another sheet of paper if necessary. 

 

1. What are your health concerns/ goals ________________________________________________________________________ 

_________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________ 

2. Have you been diagnosed with any illness? ____________________________________________________________________ 

3. Have you had any surgeries? Please explain ___________________________________________________________________ 

_________________________________________________________________________________________________________ 

4. Have you had any accidents? Please explain __________________________________________________________________ 

_________________________________________________________________________________________________________ 
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5. Do you have any known food, environmental, animal or drug allergies or sensitivities? Please list __________________________ 

_________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________ 

6. Are you taking any medications? (Prescribed or over the counter) Please list  

Medication Reason How long have you been taking it? 

   

   

   

   

   

   

   

   

  

7. Are you taking any Vitamins or food supplements? Please list  

What kind and brand? Amount and frequency How long have you been taking it? 

   

   

   

   

   

   

 

8.. Do you have a family history of any of the following? 

Heart/ Circulatory Problems __________________________ Diabetes ________________________________________________ 

Cancer __________________________________________  Arthritis _________________________________________________ 

Depression _______________________________________ Osteoporosis _____________________________________________ 

Allergies _________________________________________ Thyroid  _________________________________________________ 

Other ____________________________________________________________________________________________________ 

9. Do you have a childhood history of infections? ( Ear, sinus, throat, urinary tract, kidney, bladder, etc.)  

10. Have you ever been exposed to toxic environmental substances? What and when? ___________________________________ 

11. Do you smoke? If yes how much? _________________ Have you ever smoked?  __________ If you quit, when?  __________ 

12. Do you have any mercury amalgam fillings? ____________ How many? ____________________________________________ 
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13. Have you had any dental problems?_________________________________________________________________________ 

14. Is there anything that makes it difficult for you to chew? _________________________________________________________ 

15. Have you had antibiotic treatment in the past year? When and for what? ____________________________________________ 

_________________________________________________________________________________________________________ 

16. Have you ever had Candida (yeast infection)? _________________________________________________________________ 

17. Have you had other fungal infections? (Athletes foot, nail, etc.) ____________________________________________________ 

18. Do you get a cold or the flu often? __________________________________________________________________________ 

19. Do you exercise? What kind? How often? ____________________________________________________________________ 

_________________________________________________________________________________________________________ 

20. Sleep: What time do you go to bed? __________________________ What time do you get up? _________________________ 

Do you fall asleep easily? ______________ Do you wake up during the night? __________________________________________ 

Restless sleeper? ________________ Do you feel rested when you wake up? __________________________________________ 

Do you remember your dreams in the morning? __________________________________________________________________ 

21. Women:  

Regular cycles ___________________________ Cramps _____________________ PMS/ discomfort _______________________ 

Birth Control Pills ______________________ Hormones replacement ________________Menopause _______________________ 

22. Men: 

Prostate enlargement __________________ Difficulty urinating ________________ Frequent urination ______________________ 

23. How many bowel movements do you have per day? ____________________________________________________________ 

Colour ___________________ Constipation __________________ Diarrhea __________________ Hard ____________________ 

Soft _______________ Very thin _____________________ Loose ____________________ Explosive ______________________ 

Strained _________________ Undigested food in stool ________________ Blood __________________ Mucus_______________ 

24. How would you describe your stress level:____________________________________________________________________ 

_________________________________________________________________________________________________________ 

25. What do you do to cope with stress? ________________________________________________________________________ 

_________________________________________________________________________________________________________ 
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DIET 

26. Are you on a special diet? _________________________________________________________________________________ 

27. Are there any foods you feel bother you in any way? ____________________________________________________________ 

_________________________________________________________________________________________________________ 

28. List any foods you crave __________________________________________________________________________________ 

29. Do you drink any of the following and if so how much per day? 

 Soft drinks _______________________  Diet pops ____________________________ Fruit juices _________________________ 

 Alcohol ________________________________  Coffee ______________________________with sugar? ___________________ 

 Milk _______________________________ what kind? _____________________________ Herbal teas _____________________ 

 Black tea ____________________ Green tea _________________ Energy drinks _______________ Sport drinks _____________ 

Water: ___________________ Spring ___ Distilled ___ Reverse Osmosis ____ Filtered ____Well ____ Chlorinated / City  _______ 

30. Do you consume Aspartame? ____________________________ Other sweeteners? _________________________________ 

31. How often do you eat in restaurants/ have take out? ________________________ What kind?  __________________________ 

32. Do you eat raw foods? __________________________ How often? _____________________________________  

What kind?  ______________________________________________________________________________________________ 

33. Do you feel tired after meals? ______________________________________________________________________________ 

34. Do you have any symptoms when you skip meals? _____________________________________________________________ 

35. What cooking methods do you use? Microwave ____ BBQ ____ Frying ____ Deep frying ____ Steaming ____Slow cooker  ___  

Stir frying ______ Baking _____Aluminum pots _____ Teflon coated cook/ bake ware _____ 

24 Hour Dietary Recall 

Please list as completely as possible all food and beverages you consumed in the last 24 hours?  

Breakfast_________________________________________________________________________________________________ 

_________________________________________________________________________________________________________ 

Lunch ___________________________________________________________________________________________________ 

_________________________________________________________________________________________________________ 

Dinner ___________________________________________________________________________________________________ 

_________________________________________________________________________________________________________ 

Snacks __________________________________________________________________________________________________ 

_________________________________________________________________________________________________________ 

Would you consider this typical meals and snacks? ________________________________________________________________ 

 ____________________________________________________________________________________________________    

The information provided in this questionnaire is for nutritional assessment only. It is not intended for medical diagnosis. 
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CLIENT STATEMENT 
 

 
 
I hereby attest to the following: 
 
 

1. That I am here, on this and any subsequent visit, solely on my own behalf and not as an agent for any 
government agency on a mission of entrapment. 

 
2. I fully understand that Mrs. Julia Trenkle, ROHP/RNCP is not a medical doctor and that I am not here for 

medical diagnostic or treatment procedures. If I have any health problem, health condition, or disease, I am 
now being advised not to postpone or delay getting competent medical advice from a licensed doctor of 
medicine. I understand and agree that any services rendered by a Registered Orthomolecular Health 
Practitioner (ROHP)/ Registered Nutritional Consultant Practitioner (RNCP)are not designed to cure or prevent 
any disease, pain, deformity, injury, or mental or physical condition of any kind. I am here to learn how to do 
this for myself. 

 
3. The services performed by Mrs. Julia Trenkle, ROHP/RNCP are at all times restricted to consultation on the 

subject of nutrition intended for building wellness and do not involve the diagnosing, prognosticating, treating, 
or prescribing of remedies for the treatment of disease, or any act for which a medical licence or medical 
authorization is required. 

 
4. Most doctors leave nutrition alone because they have not studied nutrition in great depth. We leave disease 

alone because we are not licensed to treat disease. However, we can recommend what we would do regarding 
diet improvements to facilitate normal physical and spiritual health. If, as a consequence, your diseases should 
diminish, then so the better. 

 
5. In natural healing methods it is not necessary to pinpoint disease. Nature heals when the body is normalized 

and natural foods and supplements are taken in place of toxin-producing substances. We believe it is not 
important to name disease. It is much more important to start individuals back on the road to proper nutrition 
and other healthful habits.  

 
6. This agreement is being signed voluntarily and not under duress of any kind. 

 
 
 
Date__________________ 

 

Signed __________________________ Print name ______________________ 

 

Address _________________________________________________________ 

 

City/ Town________________________________________________________ 

 

Province_______________________ Postal Code _______________________ 

 

Telephone________________________________________________________ 

 


