
 
 

 

 

 

 

 

Nutritional Consultation Process 
 

We are excited that you want to take your nutritional habits and choices into 

consideration for your overall well-being. 

 

Please read this short form, and follow the steps required to prepare for the most 

beneficial use of your time and gain the most value from your appointment with your 

chiropractor for nutritional consultation. 

 

 

Step 1:  Request forms in person or online and complete them. 

 

 

Step 2:  Think carefully about what you hope to achieve most with your consultation. 

 

 

Step 3:  Complete at least 1 week worth of nutritional diary and hand in to our office for 

the doctor’s review prior to your initial nutritional consultation appointment with  your 

chiropractor (please see attached Diet Diary). 
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Nutrition Consultation Form 
 

 
Name: ____________________________ Gender:    Male  /  Female 

Date: _______________________ Date of Birth: _____________________ 

Referred By: _________________________ 
 

Please list your primary health nutrition concerns/reason for a nutritional consultation:  

________________________________________________________________________ 

________________________________________________________________________

________________________________________________________________________ 
 

HEALTH HISTORY 
 

Please list any medical problems that you have been diagnosed with: 

________________________________________________________________________ 

________________________________________________________________________ 
 

Please list any prescribed drugs or over-the-counter medication you are currently taking: 

________________________________________________________________________

________________________________________________________________________ 
 

Please list any vitamins, minerals, herbal or homeopathic remedies you currently take: 

________________________________________________________________________

________________________________________________________________________ 
 

Please list any allergies or sensitivities: 

________________________________________________________________________ 
 

Please list any habits you have using substances like cigarettes, alcohol, drugs: 

________________________________________________________________________ 
 

How often do you have a bowel movement? (circle)     0 - 1 - 2 - 3 - 4 - 5  times per day 
 

Do you strain to have a bowel movement?   Yes  /  No 

 Related to any particular food or circumstances?___________________________ 
 

Do you have loose bowel movements?    Yes  /  No  /  Occasionally 

 Related to any particular food or circumstances?___________________________ 
 

What is you current weight?_______________     Ideal weight?_____________________ 
 

How would you rate your present energy level (1-10, 10 being highest)?______________ 
 

Exercise: 

◻  Sedentary (No exercise) 

◻  Mild Exercise (ie stairs, walk 3 blocks, golf) 

◻  Occasional Vigorous Exercise (work or recreation less than 4x/week for 30min) 

◻  Regular Vigorous Exercise (work or recreation 4x/week for 30min) 
 

List Activities:  __________________________________________________________ 
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DIETARY HABITS 
 

How many times a day do you eat: 

Main Meals___________   Times of day:_____________________________________ 

Snacks_______________   Times of day:_____________________________________ 
 

Do you have restrictions on your diet due to preferences of others (family)?  Yes  /  No   

 If yes, explain:____________________________________________________ 
 

How many ½ cup servings of each do you typically eat in a day: 

  Fruit:________Fresh________Dried________Canned 

  Vegetables:_________Cooked___________Raw 

Whole Grains:__________Type:_____________________________________________ 

Protein:_________Type:____________________________________________________ 

Dairy:__________Type:____________________________________________________ 

Other: __________________________________________________________________ 
 

Please list examples of your typical meals: 

Breakfast:_______________________________________________________________

Lunch:__________________________________________________________________

Dinner:_________________________________________________________________

Snacks:_________________________________________________________________ 
  

Please indicate the number of cups of the following you drink per day: 

____tap water    ____alcoholic drinks  ____diet soft drinks 

____tea    ____herbal tea   ____soft drinks  

____milk    ____coffee   ____juice  

  
 

Are you a: (circle)     Meat Eater Vegetarian Vegan 

How often do you eat meat?_________________________________________________ 

How often do you consume dairy?____________________________________________ 
 

Do you crave any foods?__________________  Do you avoid any foods? ____________ 

Explain:_________________________________________________________________ 
 

Do you experience any symptoms if meals are missed?  Explain:____________________ 

________________________________________________________________________ 
 

Do you experience any symptoms after meals?  Explain:__________________________ 

________________________________________________________________________ 
 

 

FAMILY HISTORY 
 

Does anyone in your family have or suffer from: 
 

___ Heart Disease  ___ Hypertension  ___ Diabetes 

___ Allergies   ___ Arthritis   ___ Osteoporosis 

___ Alcoholism  ___ Mental Illness  ___ Intestinal Disease 

___ Ulcers   ___ Gall Bladder Issues ___ Kidney Problems 

___ Asthma/Eczema  ___ Cancer;  Type: __________________________ 

___ Other;  ________________________________________________________ 
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FEMALES 
 

Are you/could you be pregnant?___________    Are you trying for pregnancy?   Yes / No 
 

Do you experience any of the following: 

◻  Heavy Periods ◻  Irregular Periods ◻  PMS
 

Are you pre-menopausal or menopausal?   Yes / No   Experiencing symptoms?  Yes / No 

Is yes, please specify:______________________________________________________ 

 

OTHER COMMENTS 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

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 federal, provincial, municipal or professional agency 

on a mission of entrapment or investigation. 
 

2. I fully understand that Dr. Michael Schmolke, Dr. Sherra Sanders, Dr. 

Mehrdad Ghaliai, are not medical doctors and I am not here for medical 

diagnostic or treatment procedures. 
 

3. The services provided by Dr. Michael Schmolke, Dr. Sherra Sanders, Dr. 

Mehrdad Ghaliai, are at all times intended for general nutritional well-being 

and do not involve the diagnosing, prognosticating, treatment, or prescribing 

of remedies for the treatment of any disease, or any licensed or controlled act 

which may constitute the practice of medicine in the province of Alberta. 
 

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

 

   

Name:____________________________________ Date:_________________________  

Signature:_______________________________________________________________ 

Address:________________________________________________________________ 

City:______________________ Province:_____________ Postal Code:_____________ 

Phone:__________________________________________________________________ 

Thank-you for your cooperation. 

All information contained in this form will be kept strictly confidential. 

 

 

 



 

 

 

 

 

 
 

 



 

 

 

 
 



 

 

 

 


