
Client Record Sheet

Name ___________________________________________ DOB ______________

Address ____________________________________________________________

___________________________________________________ Post Code _______

Mobile Number ________________________ Home Telephone ________________

Email address _______________________________________________________

Venue seen _________________________________________________________

General Practitioner ___________________________________________________

Address of Practice ___________________________________________________

__________________________________________________ Post Code ________

Height ___________________                Weight ___________________

BMI ___________________                    Body Fat % _______________






[bookmark: _GoBack]Medical History
Any of the following?
· Heart Disease __________________________________________________

· Raised Cholesterol ______________________________________________

· High or low blood pressure________________________________________

· Asthma _______________________________________________________

· Do you smoke? _________________________________________________

· Type 1 or Type 2 Diabetes ________________________________________

· A history of cancer ______________________________________________

· Do you drink alcohol? ____________________________________________

· Is there a possibility that you could be pregnant? _______________________

· Are you taking any medication? ____________________________________

· Have you ever been diagnosed with IBS? ____________________________

· Have you ever been diagnosed with Coeliac Disease? __________________

· Has your GP ever told you not to take part in a diet/ exercise programme? _____________________________________________________________











Food and Exercise

Any Food Allergies? __________________________________________________

Food Likes _________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

Food Dislikes________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________


Exercise ____________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________









Diet History

Breakfast 


Mid-Morning



Lunch


Mid-afternoon


Tea/evening meal


Bedtime


Other comments










Results from Food Diary – if appropriate

Protein __________________

Fat _____________________

CHO ____________________

Vit C ____________________

Iron _____________________

Calcium _________________

________________________

________________________













	Date
	Notes
	Sig

	
	









































	




