Client Information / Profile

Client Name: ________________________  
Today’s Date: _________________
Birth date: ___________________________
Primary Phone: ________________

Additional Phone: _____________________
Email: _______________________

Address: _______________________________________________________________

What are your top 3 goals for a wellness program?

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Please list all medications / supplements that you take on a regular basis.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please describe any aches, pains, injuries, illnesses, etc. that should be taken into account when creating your wellness program.  

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you currently exercise?  If so, please provide details (what, how often, duration, etc.)

________________________________________________________________________________________________________________________________________________________________________________________________________________________

What physical activities do you like?  Dislike?

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Client Information (Continued)
Are you restricting your calories in any way? If yes, please explain.

________________________________________________________________________________________________________________________________________________________________________________________________________________________

How much of each of the following do you drink each day: 
 _____ Water   _____ Coffee   _____Tea   _____ Soda   _____ Alcohol
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