
Client Information Form 

Full Name:                Date:                                                               
Email address:     Telephone number: 
Postal Address: 

Please email the following information to me at trisha.mandes@gmail.com at least 24 
hours before your appointment.  Please type your answers, not hand-written, to ensure I 
can read them.   

What health goals would you like to achieve in the next 30 days? 

What health goals would you like to achieve in the next 6 months? 

What health goals would you like to achieve in the next 1 year? 

What are your biggest obstacles in achieving these goals? 

How motivated are you to change your diet from a scale from 1 to 10?  
Please circle or bold your answer. 
(1 = no motivation, 10 = I’m ready to go full force right after our session!) 

 1 2 3 4 5 6 7 8 9 10 

How would you rate the amount of support you have from friends and family for 
changing your diet and lifestyle?  Please circle or bold your answer.   
(1 = no support from anyone, 10 = total support from all of my family and friends) 

 1 2 3 4 5 6 7 8 9 10 
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How successful do you believe a plant-based diet (PBD) can be in reducing or eliminating 
your health concerns? 
(1 = a PBD has no effect on my health, 10 = a PBD can reverse and eliminate all chronic 
diseases)  

 1 2 3 4 5 6 7 8 9 10 

How successful do you believe you can be at adopting a plant-based diet 95% of the 
time?  Please circle or bold your answer.   
(1 = impossible/highly unsuccessful, 10 = highly successful) 

 1 2 3 4 5 6 7 8 9 10 

What are your biggest fears and concerns about changing your diet? 

Age:   
Height: 
Weight: 

Total cholesterol: 
Triglycerides:  
Date of last blood test: 

I have been diagnosed as having: 

List all prescription medications you are taking: 

List all medications you have taken in the past: 

List all non-prescription medications you are using and how often you use them (Tylenol, 
Tums, etc.): 
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List all vitamins and supplements you are taking, along with dosages and frequency of use: 

List all major and minor injuries, including automobile accidents: 

List any surgeries you’ve had: 

List any disabilities, allergies, sleep disorders, etc: 

List or describe anything else that is of concern to you: 

List all of your recurring symptoms: 

Do you experience pain regularly?  Where? 

 
Do you experience any bloating, recurrent gas, diarrhea or constipation?  Describe.   

List the sources of your stress: 

What have you done that has made you feel better? (if applicable) 

Describe your exercise program: 
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Stress Symptom Survey 
Check off all that apply to you. 
Physical Stress Symptoms: 

_____ Backache 
_____ Soreness, tightness in shoulders or neck 
_____ Persistent cough 
_____ Chronic infections 
_____ Hives 
_____ Skin rashes 
_____ Itchy skin 
_____ Fatigue 
_____ Insomnia 
_____ Headache 
_____ Anxiety 
_____ Clenching teeth 
_____ Muscle spasms 
_____ Nail biting 
_____ Heart palpitations/racing heart 
_____ Stomach ache 
_____ Breathing difficulties 
_____ Infertility 
_____ Nausea 
_____ Sweaty Palms 
_____ Ringing in the ears 
_____ Restlessness 

 _____ Cold Hands 

Behavioral: 
 _____ Addictive behavior 
 _____ Aggression 
 _____ Hyper-critical of self and others 
 _____ Nervous habits such as pacing, foot tapping 
 _____ Compulsive eating 
 _____ Biting fingernails 
 _____ Inability to get things done 
 _____ Forgetfulness 
 _____ Inability to make decisions 
 _____ Constant worry 
 _____ Loss of sense of humor 
 _____ Crying for no reason 
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Emotional: 
 _____  Feeling powerless 
 _____ Overwhelming sense of pressure 
 _____ Anxiety 
 _____ Edginess 
 _____ Easily upset 
 _____ Excessive anger 
 _____ Unhappy for no reason 
 _____ Feeling that you have no purpose 
 _____ Loneliness 
 _____ Despair 
 _____ Inability to let go 
 _____ Constant fear 

Food Journal and instructions are on the next page.   
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5 Day Food Journal  
Write down everything you eat and drink for 5 consecutive days.  It’s best to write down 
what you’ve eaten directly afterwards.  Keep track in your phone if that’s easier. 

Don’t eat any differently than you normally would.  That makes it more difficult for me to 
help you.  Do not write portion sizes, only the types of foods (all ingredients) you are 
eating.  Include sauces and dressings.    

Name:  
Date:   
Breakfast: 

AM snack/meal: 

Lunch: 

PM snack/meal: 

Dinner: 

Dessert: 

Drinks: 

Exercise:
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