NTA Basic information sheet

Full name:

Address:

Contact Numbers: (Daytime)




(Eve)

E-mail:

Age and date of birth:

Gender:

Height:



Weight:

If you consider yourself under or over-weight, what would be your ideal weight and when were you last that weight?

Physical description: 

(Please attach a photo and extra photos of any visible symptoms, skin eruptions etc):

Occupation:

Do you have any current health insurance and if so, with which company?

Please sign or initial to confirm you have read and understood the Terms & conditions:

Name and signature of parent / guardian, if patient is under 16 years:

Natural Therapy Advice





www.naturaltherapyadvice.co.uk

PO Box….






Tel: 0845 4638901

RG24…







E: clinic@naturaltherapyadvice.co.uk

NTA Remote Consultation Questionnaire.
Full name:

Date of birth:

Man reason for the consultation?

Current symptoms in as much detail as possible:

Are you aware of what may have caused any of your symptoms?

Have you had any of your symptoms in the past also?

Is there anything about these symptoms you think could be absolutely unique to you, anything you think is unusual about them?

Are you taking any current medication? If so please supply dosage, condition they are treating and say whether you feel they are effective for you:

1

What forms of exercise do you regularly participate in?

How is your appetite and do you have any symptoms before or after eating?

Do you smoke, if so how much do you smoke in a day?

Do you have any mental or emotional symptoms which have affected you in the past and if so, please explain?

What is your sleeping pattern and do you have any problems with sleep?

Please describe your personal medical history, any illnesses, accidents, time in hospital etc:
Women’s health

What age were you when your periods started?

Did you have any problems with periods in your teens / early 20’s?
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Have you been pregnant? If so please detail each pregnancy with your age, the result and any problems during:

Do you experience any pre menstrual aggravations such as cramps, irritability, depression, bloating?

If post-menopause, have you experienced any menopausal symptoms past or current?

Diet & Nutrition

How much and what types of drinks do you consume in typical a day?

Do you drink alcohol, if yes please specify type and amount?

Are there any foods that you particularly like?

Are the any foods that you particularly dislike?

Do any foods make you feel unwell?

3

Please give an outline of two days of your typical eating pattern:

	Day 1
	Day 2

	Breakfast:


	
	Breakfast:


	

	Snack:


	
	Snack:


	

	Lunch:


	
	Lunch:


	

	Snack:


	
	Snack:


	

	Evening meal:


	
	Evening meal:


	


Is there anything further you would like to add to your questionnaire?

Please add extra sheets if you need to.
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