New Client Introduction 
Name__________________________________________ Date_____________ Therapist_________________

1. Health Concerns:

____________________________________________________________________________________

2. Overall Health Goals:

____________________________________________________________________________________

3. Medications and/or Nutritional Supplements currently on:

____________________________________________________________________________________

4. Record Dietary Intake 2 days prior to your appointment:       Water Intake: _______oz  daily

Breakfast




              Breakfast

Snacks





               Snacks

Lunch





               Lunch

Snacks





               Snacks

Dinner





               Dinner

Snacks





              Snacks

Office Use:

Phone #                                                                  Best time to call:

__________________________________________________________________________________________

