Your Initial Consultation Form   
           Please read these instructions before proceeding.
Please fill out the information below and send it back to me via email at least one full day before our scheduled telephone consultation. russellmariani@verizon.net   
If you do not currently have an appointment time, that’s fine. Go ahead and fill out this form and send it back to me via email. The day I receive it, I will phone you to set up a time for your Initial Consultation.
Open up the attached document, and make sure you save all the information you put in by hitting the “save as” function under File.  Save in the file/folder of your choice and simply send it back to me as a filled out and completed document; a Word Document: as either an attachment or copied and pasted as an email.
Other Requests When Filling Out This Form: Please do not change the format.  That is, keep it as a Word Document.  Please do not use the “Track Changes” function. Please only use black ink. I print these out and mark them up with notes.  If you use any other color it does not print out very well and I can’t read it. 
Your form must be typed in black ink.  Please do not scan a handwritten version. 
Take your time.  The more information you provide, the better.
Today’s Date:

Your Name:

Mailing Address:   number, street, apartment number, post office box, city, state, zip code

Email Address:

Telephone Days: work number:
Telephone Nights: home number:
Cell Phone Number:    
Referred by:  

Your Age:

Your Date of Birth:

Your Astrological Sign:  (optional)

Your Height:

Your Current Weight:

The Weight You Would Prefer:

Your current occupation:
Your current relationship status:

Ages of your children: (if any)

Hobbies, or Your Primary Leisure Time Interests:
Any Major Life-Changes in the past few years?

(Career change, divorce, death of a loved one, health-crisis, anything that would have created any major or minor upheaval in your day to day life and health.)

What is the main health problem/challenge? (in your own words)
What are your primary symptoms?
Are there any secondary symptoms?  (or any other symptoms at all?)
Do you think the secondary symptoms are related to the primary symptoms?
When did these symptoms first appear?
Have you been given a medical diagnosis?
If yes, what is your medical diagnosis?
When was the date of your most recent medical diagnosis?

What diagnostic tests did you have that helped to confirm your current diagnosis?  (for example; x-rays, ctscan, ultrasound, blood tests, urine tests, saliva tests, hair analysis, biopsy, colonoscopy, etc.)
Are you taking any prescribed medications for this main health concern?

If yes, please list it or them, here:
Are you taking any medications for any other condition not already mentioned? Are these other medications, via prescription or OTC (over the counter)?
Have you received any other form of medical treatment for your current condition and symptoms? (other than medications if you received medications)
What treatments have you received?  Be very specific.

What were the results of these treatments?
Have you ever done any Colon Cleansing?  Colonics?  Colon Hydrotherapy?  Enemas?

Have you ever done a Kidney Cleanse or a Liver Cleanse?

Have you ever tried fasting? Or Juice fasting?  Or Juicing?

Have you tried different “diets” in the past? Is/was there a specific name for this diet?

(you will have a chance to describe your current diet down below)
Please list any Nutritional Supplements you are taking:  Brand Names are helpful.

What is your most favorite food?

What is your most favorite beverage?
Describe your diet as a child?  What did you normally eat for breakfast, lunch, dinner?
What were your favorite snacks, desserts, beverages, indulgences?

Very Important: Describe your diet today:
Typical breakfast is:
Typical lunch is:
Typical dinner is:
What are your current favorite snacks, desserts, beverages, indulgences?
Do you exercise regularly?  (what form?)

Do you meditate?   (what form?  how often?)

Do you smoke cigars, a pipe, or cigarettes?  (give frequency)

Do you consume any alcohol?  (specify type and give frequency)

Do you use a microwave oven at home or at work?  (give frequency)

Do you consume caffeine?  (specify type and frequency…coffee, tea, cola, etc.)

Do you consume carbonated beverages?   (specify type and frequency)

Do you use artificial sweeteners?  (specify type and frequency)

Do you consume “diet” drinks, or “diet” sodas?

Do you eat three meals a day?

Number of meals per week eaten at home?

Number of meals per week eaten away from home?

Number of meals per week eaten at a restaurant?

Number of hours of sleep per night?

Describe the quality of your sleep:

Do you ever take mid-day naps?  (duration and frequency)
Do you have a gas or electric stove?

What kind of cookware do you have? (stainless steel, cast iron, ceramic etc)

Do you have a history of any dental problems?

Do you currently have any mercury amalgam fillings?

Have you ever had a root canal?

What is the color of your “first of the morning” urine?

Any bladder/urination problems?

Number of bowel movements in a typical day?

(If you did not describe your bowel movement activity thoroughly earlier in this form, please do so here; thanks.)
How much water do you drink per day?  (in ounces)

What kind of water do you drink?    (hot, warm, cold, iced… bottled, filtered or tap)

Do you add sea salt to your drinking water?  
Very Important Section:

What would you say are your worst or most insulting dietary or eating habits?

What would you say are your worst or most stressful lifestyle habits or circumstances?

What would you say are your best or most complementary dietary or eating habits?

What would you say are your best or most complementary lifestyle habits?

How do you rate yourself in these areas below?  On a scale of 1-10, 10 being a state of perfect health and 1 being dead; how would you rate the functioning of these organs/systems? Just put a single number to the right of each item.  In the next section you will be able to list and describe any symptoms related to these areas.

Your digestive system in general:

You teeth, mouth, gums:

Your throat:

Your stomach:

Your small intestine:

Your large intestine or colon:

Your kidneys:

Your bladder:

Your nervous system:

Your brain, mind, mental functions:

Your spine:

Your bones:

Your joints:

Your muscles:

Your face, head, hair:

Your neck and shoulders:

Your arms and hands:

Your upper back:

Your lower back:

Your body above the waist:

Your body below the waist:

Your hips and buttocks:

Your upper legs:

Your knees:

Your calves:

Your ankles:

Your feet and toes:

Your sexual/reproductive organs/system:

Your heart:

Your circulation:

Your lungs:

Your skin:

Your hair:

Your toenails and fingernails:

Your eyesight/vision:

Your hearing:

Your sense of smell:

Your sense of taste:

Your sense of touch:

Please put a check mark, or write the word “Yes” next to any of the following named conditions: if you currently have this condition please tell me when it started.  If you once had a condition but no longer have it, tell me when you had it and for how long you had it.  Feel free to describe your condition and symptoms and use as much space as you need
Acne

Allergies

Asthma

Arthritis

Acid Reflux Disease:  (GERD, Heartburn, Acid Indigestion, etc.)

Appendicitis:  (please state month and year of surgery)
Diverticulitis:
Constipation:

Diarrhea:

Irritable Bowel Syndrome:  IBS (specify)

Inflammatory Bowel Disease: IBD (specify)

Crohn’s Disease:

Colitis:

Ulcerative Colitis:
Proctitis:

Ulcerative Proctitis:
Hemorrhoids:

Stomach Gas, Intestinal Gas, indigestion, cramping, bloating, flatulence:

Eating Disorders:  Anorexia, Bulimia, other (specify)

High Blood Pressure:

Low Blood Sugar: (hypoglycemia)

Metabolic Syndrome:

Diabetes:  (specify juvenile or adult onset)

Weight Control Issues:

High Cholesterol:  (HDL is:           LDL is        )
PMS: or other menstrual cycle problems:  (specify)

Menopause:

Male reproductive system problems: (specify)

Female reproductive system problems: (specify)

Hernia:

Gout:

Skin problems:  (dryness, blemishes, acne, rosacea, eczema, psoriasis, dandruff, etc.)

Parasites:   (specify)

Yeast and fungus:  (specify)

Thyroid Problems:

Tinnitis:  (ringing in the ears)

Headaches:  minor or migraine?  (specify)

Insomnia:

Sleep Apnea:

Restless Sleep:

Nightmares:

Depression:

Anxiety:

ADD/ADHD or any other focus and attention problems:

Fibromyalgia:

Chronic Fatigue Syndrome:

Urinary Incontinence:
Fecal Incontinence:
Kidney Stones:

Gall Stones:

Hepatitis:

Ovarian Cysts:

Uterine or Ovarian fibroids:

Osteopenia:

Osteoporosis:

Any Surgeries?  (please list)

Is there anything you have had that is not listed here?  (please explain)

Is there any history of cancer, heart attack, stroke, diabetes, alzheimers, or any other chronic degenerative disease in your family?  (name the disease and who had it)

Is there any additional information you would like me to know about? (Please use as much space as you need.  Be as thorough as you need to be.)

If you had Aladdin’s Lamp, what three health-related-things would you wish for?

Be very specific!

1.

2.

3.

I look forward to speaking with you soon. Once I receive your filled out form via email, I will phone you to set up a time for your Initial Consultation. Your Initial Consultation will be a telephone consultation. It will take 60-90 minutes. The fee for the Initial Consultation is $155.00 which is paid in advance. I will send you an invoice via email (from PayPal). The subject line of the email will say: PayPal money request from the Center for Functional Nutrition. You may also see a return email address of meganmoore3@verizon.net. Megan Moore is the co-director here at The Center.
I look forward to working with you.  Please do not hesitate to call or email if you have any questions or need anything clarified as you are filling out this form. My phone number is: 413-536-0275  and my email address is: russellmariani@verizon.net
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