	Complete questionnaire & return at least 7 days prior to appointment, or as arranged, to:

Deb Gully

12 Queens Dr

Kilbirnie

Wellington, 6022
Ph: 04 934 6366
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Email: dietnet@frot.co.nz 

The last section of this questionnaire is a Food diary. This will take the longest, so start it first. Fill this out for at least 3 days, but preferably 5. More detailed instructions are later in the form.

It would also be helpful if you read the following pages on www.diet.net.nz before the appointment:

Basics section:

· Whole Foods (and print out a copy of the shopping guide, if in NZ)

· Good vs Bad Fats

· Sweeteners

Dietary Theories section:

· Metabolic Diets

· Metabolic Typing



Health coaching is designed to improve health on a physical, mental and emotional level, using diet, supplements (if required), lifestyle modifications, Emotional Freedom Technique, and relaxation and energy promoting exercises. Programmes are tailored to each person’s needs. 
I understand that:

· Health coaching does not:

· Diagnose, or

· Constitute medical treatment, or

· Claim to cure any specific illness

· Health coaching is for the purpose of building and maintaining the best possible health. When this happens, the body may heal illnesses of its own accord, but this is not guaranteed.

· Advice is offered in good faith, based on information I provide, but I am responsible for my own health and wellbeing. If any aspect of the program causes me concern, or makes me feel worse, continuing with it is at my own discretion.

· This is a partnership, and to get the most out of it, I need to commit to completing the program and completing any “homework” suggested. Completion of this questionnaire is my first assignment. 

· At least 24 hours notice is required for cancellation of a session, or a fee will be charged
Client name: 

Client signature:                                                                                      Date: 

NB: If the form is sent back by email, receipt of the email is considered to be equivalent to a signature.

How did you hear about DietNet?     
Name & Address 
Home phone                                                         Work phone 
Mobile                                                                  Email address 

Male/female   Age                           Height                                 Weight (approx is fine) 

What is your ethnic background?                                                                      Blood type, if known 
What is the main reason for consultation? 
Are you currently being (or have you been) treated by any other natural health practitioner? If so, what for and what specific treatments? 
Are you currently under the care of a mental health professional? What type and for what?  

Are you taking any medications currently?              If so, which ones? 
Are you taking any supplements currently?             If so, which ones? 
LIFESTYLE

What is your main occupation?   
How many hours a week do you work?                          How many hours a day do you use a PC?  
Are you exposed to any potentially dangerous elements in your work? 
Describe your usual exercise routine 
If you weight train, how many days does it take for your muscles to stop being sore?_

Do you have trouble falling asleep?                      How long do you sleep each night 
And how well? 
Do you have any “skilled” relaxation pastimes, eg. meditation, reiki, yoga, visualisation? 
Do you smoke?             If so, how much? 

How often do you drink alcohol? How much & what? 

Do you have any addictions?             If so, what to? 

Do you use a microwave for cooking?                Do you cook for other household members? 
If so, do any of them have special dietary needs?
How often do you use a mobile or cordless phone? 

Any other major exposure to electromagnetic radiation (eg live near power pylons, or a power station)? 
Do you colour your hair?                If so, what with? Peroxide          Chemical Dyes          
Herbal dyes        Henna            Other  
List any other lifestyle factors you think may be relevant 
PRIMARY SYMPTOMS

If you have specific symptoms (physical or mental), describe the 3 that bother you most, and rate how bad they have been over the last week, where 0 is no symptoms and 10 is as bad as it gets

Symptom 1:

Symptom 2:

Symptom 3:

If there are activities you can’t do because of your condition, list them here:

PHYSICAL HEALTH

Mark anything applicable on the following lists. 
· 1 for a mild or occasional problem

· 2 for a moderate or frequent problem

· 3 for a severe or constant problem

· x for a past problem
Respiratory/sinus problems

___ Nasal or sinus congestion

___ Postnasal drip
___ Bronchitis
___ Hayfever

___ Asthma

___ Sensitivity to cigarette smoke

___ Sensitivity to perfumes, cleaning agents or chemicals

List any other respiratory problems: 
Digestion

___ Constipation (ie any straining at all)
___ Diarrhoea 

___ Alternating constipation & diarrhoea 

___ Irritable bowel syndrome 

___ Diagnosed with colitis or Crohns

___ Diagnosed with ulcers

___ Bloating after you eat 

___ Gas after you eat 

___ Excessive belching

___ Feeling full after small amount of food 

___ Bad breath 

___ Acid reflux 

___ Sticky stool
___ Mucous in stools 

___ Foul smelling stool 

___ Stools are light in colour, rather than brown 

___ Blood in stool 

___ Pain straight after eating 

___ Pain 1 to 1.5 hours after eating

___ Pain shooting under right shoulder

How frequent are your bowel movements?

What type are they on the Bristol chart (see the page where you downloaded the questionnaire)?

List any other digestive dysfunction

Allergies & Food sensitivities
List any known allergies or food intolerances and the reactions. 
List any allergies or food intolerances in your family. 
Gut flora health
___ Yeast infections eg. Thrush

___ Have chronic fungus on nails or skin, or athlete's foot 

___Often bloated, abdominal distention

___ Foggy-headed

___ Depressed

___ Achy muscles and joints

___ Chronically fatigued

___ Rashes or anal itching

___ Stool unusual in colour, shape, or consistency

___ Recurring sinus or ear infections as an adult or child
___ Born by caesarean
___ Used antibiotics extensively (at any time in life) Describe _____________________________
___ Used painkillers extensively (at any time in life) Describe _____________________________
___ Used cortisone or birth control pills for more than one year

Weight, dieting and cravings
___ Under weight

___ Can't gain weight

___ Over weight

___ Can’t lose weight

___ Regain more weight after diets than lost

___ Constantly think about weight

___ Constantly think about food
___ Habitually eat more than you need
___ Compulsive eating or bingeing 

___ Are or have been bulimic

___ Are or have been anorexic

___ Go hungry, or restrict calories
___ Prefer beverages to solid food

___ Skip meals, especially breakfast

___ Eat mostly low-fat carbohydrates 

___ Use artificial sweeteners
___ Get tired and/or hungry in the midafternoon.
___ About an hour or two after eating a full  meal that includes dessert, want more dessert
___ When you want to lose weight, it’s easier not to eat for most of the day than to try to eat several small meals. 
___ It’s harder to control eating for the rest of the day if you have a breakfast with carbs, than if you had nothing
___ Once you start eating sweets, starches, or snack foods, you can’t stop. 
___ A meal of only meat and vegetables doesn’t satisfy you
___ I sometimes eat secretly 
If weight is a problem for you, include a timeline showing when you started to have a weight issue, and times when you lost or gained weight, and triggers at those times. Eg diets, times of stress.

List anything else about your weight or eating habits that you’re not happy about
List any foods you regularly crave or feel almost addicted to
If you could eat anything you wanted without any ill effects, what would you choose?
Blood sugar instability or high stress

___Crave a lift from sweets/alcohol, but later experience a drop in energy/mood after eating them 

___ Family history of diabetes, hypoglycaemia, or alcoholism 

___ Nervous, jittery, irritable, headachy, weak, or teary on & off throughout the day; may be calmer after meals

___ Frequent infections, allergies, or asthma, especially when weather changes 

___ Mental confusion, decreased memory, hard to focus or get organized

___ Frequent thirst

___ Night sweats that are not menopausal 

___ Light-headed, especially on standing up

___ Crave salty foods or liquorice 

___ Often feel stressed, overwhelmed, exhausted

___ Dark circles under eyes or eyes sensitive to bright light 

___ More awake at night

Thyroid function
___ Low energy

___ Chronic fatigue or lethargy

___ Poor circulation

___ Easily chilled (especially hands and feet) 

___ Other family members have thyroid problems 

___ Can gain weight without overeating; hard to lose excess weight

___ Have to force yourself to do even moderate exercise

___ Find it hard to get going in the morning 

___ High cholesterol

___ Low blood pressure

___ Weight gain began near the start of menses, a pregnancy, or menopause 

___ Chronic headaches 

___ Use food, caffeine, tobacco, and/or other stimulants to get going

Fatty acid status

___Crave chips, cheese, and other rich foods more than, or in addition to, sweets and starches

___Have ancestry that includes Irish, Scottish, Welsh, Scandi​navian, or coastal Native American

___Alcoholism / depression in family history

___High cholesterol, low HDL levels

___Feel heavy, uncomfortable, and "clogged up" after eating fatty foods

___History of hepatitis or other liver or gallbladder problems 

___Light-coloured stool 

___Hard or foul-smelling stool 

___Pain on right side under your rib cage

Women’s Hormonal Health

Indicate if you are currently: Pregnant (how many months)____ Post partum ___ Breast feeding ___ 

___ Peri- or postmenopausal discomfort (e.g., hot flashes, weight gains, sweats, insomnia, or mental dullness) 

___ Experienced a miscarriage, an abortion, or infertility

___ Use(d) birth control pills or other hormone medication 

___ Irregular periods or migraines

___ Uncomfortable periods—cramps, lengthy or heavy bleed​ing, or sore breasts

___ Skin eruptions with period

___ PMS. If so, which symptoms are most common:

___ A: anxiety, irritability, mood swings, emotional instability.

___ C: craving for sweets or other carbs, increased appetite, headache, fatigue, fainting spells, and heart palpitations. 

___ D: depression, sometimes confusion or memory loss 
___ H: hyperhydration, weight gain of 1 kg or more, abdominal bloating and discomfort, breast tenderness and congestion, and occasional swelling of the face, hands, and ankles. 

Men’s Hormonal Health

___Unexplained weight gain

___Unusual levels of emotional stress

Immunity

Are you prone to mouth ulcers? _______________

How often do you get head colds? _____________
How long do they last, typically? ______________
How often do you get flus? __________________
How long do they last, typically? _____________
Do you regularly get other illnesses? If so, what and how often? 

Painful or auto–immune conditions

___ Migraines 

___ Other headaches

___ Gout

___ Rheumatoid arthritis

___ Osteo arthritis

___ Fibromyalgia

___ Lupus
___ Unexplained muscular pain
Other chronic pain or autoimmune problems: 
Which parts of your body are most affected:
Possible mercury overload

___ Eat fish more than 3 times a week 

___ Feeling “spacey” or dizzy
___ Vertigo
___ Confusion and cognitive dysfunction

___ Poor memory 

___ Unexplained hair loss

___ Unexplained loss of appetite

___ Decreased senses of touch, hearing, and vision

___ Peripheral numbness and tremors

___ Muscle weakness

___ Dropping things 

___ Other neuromuscular disorders 
Accidents / surgeries

List any accidents or major injuries (including head injuries and concussion) 
List any surgeries 

List any metal implants in your body from surgery or accident
List any body piercings 

List any other foreign bodies implanted in your body

Dental Health

___ Have amalgam fillings (approx no _____)
___ Have gold fillings

___ Have root canals

___ Have teeth removed for orthodontic reasons

___ Wear dentures

___ Wear braces

List anything else that may be relevant 

Skin & Nails

___ Dry skin

___ Eczema

___ Psoriasis
___ Itching

___ Acne
List any other skin problems 

___ Poor nails – describe 

Other health conditions
___ High cholesterol – if so, provide a breakdown of your latest reading: Total              HDL 

LDL               Triglycerides                    
___ High blood pressure. Reading _____________

___ Low blood pressure. Reading _____________

___ Heart disease or problems. What kind? 
___ Diabetes. Type 1 or 2? __________

___ Other blood sugar disorders

___ Anaemia. If so, list your:

Ferritin levels ________ 
B12 levels ________ 
Folic acid levels________

___ Hepatitis

___ Liver disease

___ Gall bladder disease

___ Kidney disease

___ Cancer – if so, what kind? 
___ Other tumours – if so, what kind? 
List any other current physical symptoms or illnesses not already covered

List any other past major physical illnesses 

MENTAL & EMOTIONAL HEALTH

Mark anything applicable on the following lists. 

· 1 for a mild or occasional problem

· 2 for a moderate or frequent problem

· 3 for a severe or constant problem

· x for a past problem

Feeling Under a Dark Cloud
___ Hate the dark weather or have a clear-cut winter depression (SAD)
___ Hate hot weather?

___ Have fibromyalglia (unexplained muscle pain) or TMJ (pain, tension, and grinding associated with your jaw)
___ Have had suicidal thoughts or plans
___ Tend to be negative, have dark or pessimistic thoughts, to see the glass as half empty
___ Often feel worried and anxious
___ Lacking confidence, feelings of low self-esteem, self criticism and guilt
___ Obsessive, repetitive, angry, or useless thoughts that you just can't turn off (eg. when you're trying to get to sleep)
___ Behaviour often gets a bit, or a lot, obsessive; hard to make transitions or to be flexible; am a perfectionist, or a control freak; computer, TV, or work addict.
___ Inclined to be irritable, impatient, edgy, angry
___ Tend to be shy or fearful, get nervous or panicky about heights, flying, enclosed spaces, spiders, crowds, leaving the house, or anything else
___ Get anxiety attacks or panic attacks (your heart races, it's hard to breathe)?

___ Get PMS or menopausal moodiness
___ Am a night owl, often find it hard to get to sleep even through I want to, wake up in the night, have restless or light sleep, or wake up too early in the morning
___ Routinely like to have sweet or starchy snacks, wine, or marijuana in the afternoons, evenings, or in the middle of the night (but not earlier in the day)
___ Find relief from any of the above symptoms through exercise
Sensitive to Life's Pain
___ Been through a great deal of physical or emotional pain
___ Consider yourself or others consider you to be very sensitive; emotional or physical pain really gets to you
___ Tear up or cry easily eg. even during TV ads
___ Tend to avoid dealing with painful issues
___ Hard to get over losses or get through grieving
___ Crave pleasure, comfort, reward, or numbing from treats like chocolate, wine, bread, romance novels, marijuana, tobacco
Feeling down and flat
___ Often feel flat, bored, apathetic, depressed
___ Low on physical or mental energy, feel tired a lot, have to push yourself to exercise
___ Drive, enthusiasm, and motivation is low 
___ Difficulty focusing or concentrating?

___ Need a lot of sleep, slow to wake up in the morning
___ Easily chilled, cold hands or feet
___ Tend to put on weight too easily
___ Feel the need to get more alert and motivated by consuming a lot of coffee or other "uppers" like sugar, diet soda, ephedra, or cocaine?

Stress
___ Body tends to be stiff, uptight, tense
___ Have trouble relaxing or loosening up
___ Often feel overworked, pressured, or deadlined
___ Easily upset, frustrated, or snappy under stress
___ Often feel overwhelmed or as though you just can't get it all done
___ Feel weak or shaky at times
___ Sensitive to bright light, noise, or chemical fumes; or need to wear dark glasses a lot
___ Feel significantly worse if you skip meals or go too long without eating
___ Use tobacco, alcohol, food, or drugs to relax and calm down
List any past or present diagnosed mental illnesses or other current mental or emotional illnesses not already covered 
FOOD AND EATING HABITS 

One of the purposes of this section is to determine your metabolic type. 

A. Appetite/Eating frequency

What’s your attitude toward food?

___ A ~ I’m an “eat to live” type. I’m unconcerned with food and eating; I may forget to eat; I rarely think or talk about food; I eat more because I have to than because I want to. 

___ B ~ I enjoy food, enjoy eating, rarely miss a meal, but don’t really focus on food in any way.

___ C ~ I’m a “live to eat” type.  I love food, love to eat, food is a big or central part of my life. I think about it a lot. I imagine what I’ll be eating long before mealtimes and enjoy talking about food.  

Eating Frequency. For maximum energy and performance, some people need to eat more than three times a day.  For others, twice is plenty.  How often do you need to eat?   

___ A ~ 2 to 3 meals a day and either no snacks, usually, or light snacks.

___ B ~ 3 times a day and no snacks, usually.

___ C ~ 3 meals or more a day and snacks, often something substantial.

Skipping Meals: What happens when you go four or more hours without eating, or skip a meal entirely?

___ A ~ It doesn’t really bother me.  I can easily forget to eat.

___ B ~ I may not be at my best, but it doesn’t bother me, really.

___ C ~ I definitely feel worse, getting irritable, jittery, weak, tired, low on energy, depressed, or other negative symptoms.

Appetite at Breakfast: A “normal” appetite is to feel hunger around regular mealtimes (morning, noon and evening), but not to a noticeable extreme in either direction. Your appetite at breakfast is usually:

___ A ~ low, weak, or lacking

___ B ~ normal.  Don’t notice it being either strong or weak

___ C ~ noticeably strong or above average

Appetite at Lunch: For many people, appetites can change from breakfast to lunch to dinner.  Your appetite at lunch is usually:

___ A ~ low, weak, or lacking

___ B ~ normal.  Don’t notice it being either strong or weak

___ C ~ noticeably strong or above average

Appetite at Dinner: For many people, their strongest appetite is at dinner.  For others, it’s just the reverse.  How does your appetite at dinner compare to your appetite at other times of the day?  Your appetite at dinner is usually:

___ A ~ low, weak, or lacking

___ B ~ normal.  Don’t notice it being either strong or weak

___ C ~ noticeably strong or above average

Meal Portions: When you eat out, do you usually eat less, more, or about the same as other people?

___ A ~ I don’t eat that much.  Definitely less than average.  Doesn’t take much to get me full.

___ B ~ I don’t seem to eat more – or less – than other people.

___ C ~ I generally eat large portions of food, usually more than most people.

Hunger Feelings: Getting hungry can produce a variety of symptoms, ranging from occasional thoughts of food, to all-out hunger pangs, even to the point of nausea.  What kind of hunger signals do you usually get from your body?

___ A ~ I rarely get hungry or feel real hunger, or have weak hunger feelings that pass quickly, or can easily go long periods without eating, or can forget about food altogether.

___ B ~ I have pretty normal hunger around meal-times or when I’m late for meals.

___ C ~ I often feel hungry; need to eat regularly and often; may get strong hunger sensations.

B. Food Preferences

Mark any of the following food groups that you currently DO NOT eat, and list reason why: 
___ Salt 
___ Sugars 
___ Gluten grains 
___ Other grains 
___ Milk 
___ Yoghurt 
___ Cheese 
___ Butter 
___ Animal fats 
___ Eggs 
___ Red meat 
___ Poultry 
___ Pork 
___ Fish 
If you DO eat fish, what kinds and how often 
___ List anything else you don’t eat, and reason why 
If you are vegetarian, is it for health reasons, moral/ethical/religious reasons, or some other reason?
Mark any of the following food groups that you currently DO eat, and list which ones: 

___ Artificial sweeteners 
___ Vegetable oils 
___ Soy products 
Meal Preference: If there were no rules and restrictions for dieting and good health and you wanted to treat yourself to your favourite foods, what would you choose?

___ A ~ Lighter foods such as chicken, light fish, salads, vegetables, or a vegetarian dish, and I’d sample various desserts.

___ B ~ A combination of foods from answers A and C.

___ C ~ Heavy, rich, fatty foods; roast beef, beef Stroganoff, pork chops, salmon, potatoes, gravy, lots of meat but not many vegetables, maybe a small salad with vinaigrette or blue cheese dressing; a rich dessert like cheesecake, something with cream, a cheeseboard or no dessert.

Meat and fish preference: At a buffet meal, with a lot of different meats, would you be drawn to:

___ A ~ Lighter meats such as chicken or turkey breast, white fish, or no meat at all

___ B ~ A selection of meats from A & C.

___ C ~ Heavier meats such as red meat, chicken or turkey drumstick or thigh, salmon.

Desserts: Whether they are healthy or not, just going on preference, what’s your general feeling about having dessert?

___ A ~ I really love sweet foods, and/or I often need something sweet with a meal in order to feel satisfied.

___ B ~ I enjoy dessert from time to time, but can really take it or leave it.

___ C ~ I don’t really care for sweet desserts that much; I may like something fatty or salty instead (like cheese, chips, popcorn) for a snack after meals.

Dessert Preference: What are your favourite desserts?  Even if you don’t particularly like desserts, if you were forced to choose, which kinds would you prefer? (NOTE:  Ice cream is purposefully excluded)
___ A ~ Cakes, cookies or biscuits, fruit pies, sweets or candies

___ B ~ Truly no preference.  I’d choose different kinds each day.

___ C ~ Heavier, fatty types like cheesecakes, creamy French pastries.

Fatty Food: Just going on preference, not whether they are healthy or not, how do you like fatty foods? 

___ A ~ I don’t really like fatty foods.

___ B ~ They’re fine in moderation.

___ C ~ I love them or crave them and would like them often if I knew they were good for me.

Salty Foods: Whether or not you feel that salt is good for you, how do you feel about salt?

___ A ~ Foods often taste too salty, or I like my food salted only lightly.

___ B ~ I don’t really notice salt one way or the other.  Rarely seems like too much or too little.  Just use an average amount on foods.

___ C ~ I really love salt, or crave it.  Like a lot of salt on foods, and others often think my food is too salty.

Cravings: Only answer this question if you have food cravings.  Indicate any other kinds of food cravings you might have besides sugar (including chocolate and cake). Sugar is intentionally not listed as a choice here because most people, when low on energy, will begin to think of something sweet.  

___ A ~ Vegetables, fruits, grain-based products (bread, cereal, crackers)

___ C ~ Salty, fatty foods (peanuts, cheese, potato chips, meats, etc.)

C. How food makes you feel

Diets: Have you been on any other kind of special or restricted diet in the last 5 years? What kind, why, and how did each diet make you feel? If it was for weight loss, did each one work?
Coffee: Coffee, when organically grown, properly prepared, and taken in moderation (1-2 cups a day), is an acceptable beverage for some metabolic types.  How does coffee affects you if you have it for breakfast, without food, ie. on an empty stomach.

___ A ~ I do well on coffee (as long as I don’t drink too much)

___ B ~ I can take it or leave it

___ C ~ I don’t do well with coffee.  It makes me jittery, jumpy, nervous, hyper, nauseated, shaky, or hungry

___ X ~ I never drink coffee, so don’t know

___ Y – I drink 3 or more cups of coffee a day

Fruit Juice Between Meals: If you’re hungry between meals, how does drinking a glass of fruit juice affect you?  

___ A ~ It energises me, satisfies me, works well to nourish me until my next meal.

___ B ~ It’s okay, but isn’t always the best snack for me.

___ C ~ Overall bad result. Can make me light-headed, hungry soon after, jittery, shaky, nauseated, anxious, depressed etc.

Ideal Snack: A good snack should provide you with lasting energy and improve your emotional well-being, in addition to satisfying your hunger.  It should also not produce a negative effect, such as a craving for sweets. Which best describes your ideal snack?

___ A ~ I generally don’t need snacks, but if I do have one, I usually do well on something sweet.

___ B ~ I sometimes need snacks and do well on pretty much anything.

___ C ~ I definitely want and need snacks in order to be at my best.  Do poorly on sweets, but do well on protein and fat (meat, chicken, cheese, hardboiled egg, nuts).

Ideal Breakfast: What kind of breakfast gives you the greatest energy, sense of well-being, peak performance, and satisfies your hunger the longest?

___ A ~ Either no breakfast or something light like fruit; and/or toast or cereal; and/or milk or yoghurt

___ B ~ Egg(s), toast, fruit

___ C ~ Something heavy like eggs, bacon or sausage, hash browns, toast; or steak and eggs

___ D ~ Porridge with fruit and/or cream

Salad for Lunch: If you eat the wrong foods for lunch, you’re likely to slump in the afternoon.  Instead of being productive, you may find that you can barely keep your eyes open, or that you need coffee or something sweet to try to stay alert and focused.  If you ate a vegetarian salad for lunch, or a large fruit salad with a little cottage cheese or yoghurt, what effect would it have on your productivity through the afternoon?

___ A ~ I do pretty well with that kind of lunch.

___ B ~ I can get by, but it isn’t the best type of food for me.

___ C ~ Bad result.  Makes me feel either sleepy, tired, lethargic, or hyper, nervous, irritable.

___ D ~ I would feel very hungry, but reasonably energetic

Ideal Dinner: The right kind of food at dinner can provide great energy and well-being for the entire evening.  Whereas the wrong dinner for your type can leave you feeling exhausted, and initiate a strong case of couch potato-itis.  What kind of meal works best for you at dinnertime?

___ A ~  Something light like fish or skinless chicken breast, pasta or rice, salad, maybe a little dessert.

___ B ~ Most foods work fine for me.

___ C ~ I definitely do better with a heavier meal.

Meat for Breakfast: How do you feel after eating meat like sausage, bacon, steak, hamburger, or salmon for breakfast, as opposed to going without it?  (This doesn’t include eggs, milk, or cheese as a substitute)

___ A ~ I don’t feel as well as I do without it.  Tends to make me feel more tired, sleepy, lethargic, angry, irritable, thirsty, or causes me to lose my energy by midmorning.

___ B ~ I can take it or leave it, varies.

___ C ~ I feel much better with it; more energetic, have good stamina, keeps me going without getting hungry before lunch.
(If you have recently become vegetarian, please indicate how you USED to feel when you ate meat)

Red Meat for Lunch: How do you feel after consuming some red meat (beef or lamb) at lunch, as opposed to going without it?  (This doesn’t include eggs, milk, or cheese as a substitute)

___ A ~ I don’t feel as well as I do without it.  Tends to make me feel more tired, sleepy, lethargic, angry, irritable, thirsty, or causes me to lose my energy by midafternoon.

___ B ~ I can take it or leave it, varies.

___ C ~ I feel much better with it; more energetic, have good stamina, keeps me going without getting hungry before dinner.
(If you have recently become vegetarian, please indicate how you USED to feel when you ate meat)

Red Meat for Dinner: How do you feel after consuming some red meat (beef or lamb) for dinner, as opposed to going without it?  (This doesn’t include eggs, milk, or cheese as a substitute)

___ A ~ I don’t feel as well as I do without it.  Tends to make me feel more tired, sleepy, lethargic, angry, irritable, thirsty, or causes me to lose my energy.

___ B ~ I can take it or leave it, varies.

___ C ~ I feel much better with it; more energetic, have good stamina, keeps me going without getting hungry before bedtime.

(If you have recently become vegetarian, please indicate how you USED to feel when you ate meat)

Insomnia: With a certain type of insomnia, people often wake up in the middle of the night for reasons other than having to use the bathroom, and usually need to eat something in order to fall asleep again.  

___ A ~ I rarely or never get this kind of insomnia.

___ B ~ I occasionally wake up and need to eat in order to go back to sleep.

___ C ~ I often wake up and need to eat in order to go back to sleep.  Eating something before going to sleep helps this problem or shortens the time that I’m awake.

Best sleep: I sleep best if:

___ A ~ I have a light meal early in the evening, which is mostly carb based and has little fat or meat, and maybe a small amount of dessert. I can even sleep when hungry.

___ B ~ As long as I eat something, it doesn’t seem to matter what

___ C ~ I have a substantial meal later in the evening, with plenty of meat and some vegetables.

Eating Sweet foods Before Bed: People have a range of reactions to sweet foods and sugars.  Some can eat sugar before going to sleep and note no ill effect; it does not keep them from sleeping or disturb their sleep in any way.  For others, sweet foods can cause insomnia, prevent them from sleeping soundly, or cause them to wake up, needing to eat something in order to go back to sleep.  How do sweet foods affect your sleep?

___ A ~ Sweet foods don’t interfere with my sleep at all.

___ B ~ Sweet foods sometimes bother my sleep.

___ C ~ I clearly don’t do well eating sweet foods before sleep.

___ X ~ I have candida overgrowth problems  OR  I have been diagnosed as hypoglycaemic or diabetic. 

Physical and Mental Stamina: Stamina refers to physical endurance, or the ability to work long hours without exhaustion.  What type of foods best support your stamina? 

___ A ~ Lighter foods like chicken, fish, fruit, vegetables, grains.

___ B ~ Pretty much any wholesome food.

___ C ~ Heavy foods, fatty foods.

___ D ~ A balanced mix of foods

Energy Boosters: What kinds of foods generally boost your energy – and give you lasting energy?

___ A ~ Fruit, sweets, or pastry (or other high carb foods) restore me, and gives me lasting energy.

___ B ~ Just about any food restores lasting energy.

___ C ~ Meat or fatty food restores my energy and well-being.

___ D ~ Meals that have a balance of proteins, fats and carbs work best for me

Energy Drain: What kinds of foods take your energy level down a notch or two instead of giving you the boost you’re looking for?

___ A ~ Meat or fatty food generally makes me more tired, lowers my energy even more.

___ B ~ No foods in particular seem to take me down on a regular basis.

___ C ~ Fruit, pastry, or sweets make me worse, usually giving me a quick lift, then a crash.

___ D ~ Either A or C brings me down, I need a balance

Gaining Weight: When you eat foods that are wrong for you, what often happens is that the food does not get fully converted to energy but gets stored as fat instead.  Which of the following options best describes your tendency to gain weight?

___ A ~ Meats and fatty foods cause me to gain weight.

___ B ~ No particular foods seem to cause me to gain weight, but I’ll gain weight if I eat too much and don’t get enough exercise.

___ C ~ I tend to gain weight eating too many carbs (bread, pasta, grain products, fruits, and/or vegetables).

Heavy-Fat-Meal Reaction: Which option best describes how you would feel after a high-fat meal.

___ A ~ Decreases my well-being and energy, or makes me sleepy, or too full, or causes indigestion.

___ B ~ Causes no special reaction one way or the other.

___ C ~ Increases my well-being; makes me feel good, energetic, satisfied, like I “had a good meal”.

Consuming Sweet foods: How do you react when you eat something sweet all by itself (eg. cake, biscuits, sweets, etc.)?

___ A ~ Sweet foods don’t bother me even when I eat them by themselves.  Generally sweet foods satisfy my appetite and don’t produce bad reactions.

___ B ~ I’m sometimes bothered when eating sweet foods by themselves, and often they don’t satisfy my appetite.

___ C ~ I usually don’t do well eating sweet foods by themselves.  They usually produce some manner of bad reaction and/or create a desire for more sweet foods.

	Fill out the Food diary on the following pages:

· Complete it for at least 3 days, but preferably 5

· Preferably consecutive days and including both week and weekend days

· List all food eaten & specify quantity eaten
· Include water and other drinks


Day One of Food diary

Day of Week -

Quality and duration of sleep –

Time of awakening –

Mood & Physical condition on awakening -

Time of Breakfast -

Mood & Physical condition before Breakfast -

Mood & Physical condition after Breakfast -

Breakfast -

Time of midmorning snack -

Mood & Physical condition before snack -

Mood & Physical condition after Snack -

Snack -

Time of Lunch -

Mood & Physical condition before Lunch -

Mood & Physical condition after Lunch -

Lunch -

Time of mid afternoon snack -

Mood & Physical condition before snack -

Mood & Physical condition after snack -

Snack -

Time of Dinner -

Mood & Physical condition before Dinner -    

Mood & Physical condition after Dinner -

Dinner-

Time of after dinner snack - 
Mood & Physical condition before snack -

Mood & Physical condition after snack -

Snack -

Time of going to bed -

Mood & Physical condition at bedtime -

Morning exercise -

Afternoon exercise -

Evening exercise -

(Describe duration of exercise and type as well as pulse where applicable.)

Phase of Cycle (Circle one, if applicable) – Menstrual   Pre-menstrual   Pre-ovulatory   Other 

Day Two of Food diary

Day of Week -

Quality and duration of sleep –

Time of awakening –

Mood & Physical condition on awakening -

Time of Breakfast -

Mood & Physical condition before Breakfast -

Mood & Physical condition after Breakfast -

Breakfast -

Time of midmorning snack -

Mood & Physical condition before snack -

Mood & Physical condition after Snack -

Snack -

Time of Lunch -

Mood & Physical condition before Lunch -

Mood & Physical condition after Lunch -

Lunch -

Time of mid afternoon snack -

Mood & Physical condition before snack -

Mood & Physical condition after snack -

Snack -

Time of Dinner -

Mood & Physical condition before Dinner -    

Mood & Physical condition after Dinner -

Dinner-

Time of after dinner snack - 
Mood & Physical condition before snack -

Mood & Physical condition after snack -

Snack -

Time of going to bed -

Mood & Physical condition at bedtime -

Morning exercise -

Afternoon exercise -

Evening exercise -

(Describe duration of exercise and type as well as pulse where applicable.)

Phase of Cycle (Circle one, if applicable) – Menstrual   Pre-menstrual   Pre-ovulatory   Other 

Day Three of Food diary

Day of Week -

Quality and duration of sleep –

Time of awakening –

Mood & Physical condition on awakening -

Time of Breakfast -

Mood & Physical condition before Breakfast -

Mood & Physical condition after Breakfast -

Breakfast -

Time of midmorning snack -

Mood & Physical condition before snack -

Mood & Physical condition after Snack -

Snack -

Time of Lunch -

Mood & Physical condition before Lunch -

Mood & Physical condition after Lunch -

Lunch -

Time of mid afternoon snack -

Mood & Physical condition before snack -

Mood & Physical condition after snack -

Snack -

Time of Dinner -

Mood & Physical condition before Dinner -    

Mood & Physical condition after Dinner -

Dinner-

Time of after dinner snack - 
Mood & Physical condition before snack -

Mood & Physical condition after snack -

Snack -

Time of going to bed -

Mood & Physical condition at bedtime -

Morning exercise -

Afternoon exercise -

Evening exercise -

(Describe duration of exercise and type as well as pulse where applicable.)

Phase of Cycle (Circle one, if applicable) – Menstrual   Pre-menstrual   Pre-ovulatory   Other 

Day Four of Food diary

Day of Week -

Quality and duration of sleep –

Time of awakening –

Mood & Physical condition on awakening -

Time of Breakfast -

Mood & Physical condition before Breakfast -

Mood & Physical condition after Breakfast -

Breakfast -

Time of midmorning snack -

Mood & Physical condition before snack -

Mood & Physical condition after Snack -

Snack -

Time of Lunch -

Mood & Physical condition before Lunch -

Mood & Physical condition after Lunch -

Lunch -

Time of mid afternoon snack -

Mood & Physical condition before snack -

Mood & Physical condition after snack -

Snack -

Time of Dinner -

Mood & Physical condition before Dinner -    

Mood & Physical condition after Dinner -

Dinner-

Time of after dinner snack - 
Mood & Physical condition before snack -

Mood & Physical condition after snack -

Snack -

Time of going to bed -

Mood & Physical condition at bedtime -

Morning exercise -

Afternoon exercise -

Evening exercise -

(Describe duration of exercise and type as well as pulse where applicable.)

Phase of Cycle (Circle one, if applicable) – Menstrual   Pre-menstrual   Pre-ovulatory   Other 

Day Five of Food diary

Day of Week -

Quality and duration of sleep –

Time of awakening –

Mood & Physical condition on awakening -

Time of Breakfast -

Mood & Physical condition before Breakfast -

Mood & Physical condition after Breakfast -

Breakfast -

Time of midmorning snack -

Mood & Physical condition before snack -

Mood & Physical condition after Snack -

Snack -

Time of Lunch -

Mood & Physical condition before Lunch -

Mood & Physical condition after Lunch -

Lunch -

Time of mid afternoon snack -

Mood & Physical condition before snack -

Mood & Physical condition after snack -

Snack -

Time of Dinner -

Mood & Physical condition before Dinner -    

Mood & Physical condition after Dinner -

Dinner-

Time of after dinner snack - 
Mood & Physical condition before snack -

Mood & Physical condition after snack -

Snack -

Time of going to bed -

Mood & Physical condition at bedtime -

Morning exercise -

Afternoon exercise -

Evening exercise -

(Describe duration of exercise and type as well as pulse where applicable.)

Phase of Cycle (Circle one, if applicable) – Menstrual   Pre-menstrual   Pre-ovulatory   Other 
PAGE  
8

