NUTRITION FOR SEIZURES
Adult Health History 
Personal Information
Name __________________________________________________________________________________________
Date of Birth ________________________________________Birth Weight _____________________
Sex ______________
Spouses Name______________________________________________ Children? _____________________________________________________________
Address____________________________________________________________________________________________________________________________________
Telephone# (home)____________________________________________________________ (cell)____________________________________________________
How did you hear about us?_____________________________________________________________________________________________________
Health History
What are your most important health concerns? List in order of importance. 1)___________________________________________________________________________________________________________________________________________
2)___________________________________________________________________________________________________________________________________________
3)___________________________________________________________________________________________________________________________________________
4)___________________________________________________________________________________________________________________________________________
What has already been done for the above mentioned concerns?
______________________________________________________________________________________________________________________________________________

Birth History
List major patterns of illness present in the child’s birth mother, father or their families:
______________________________________________________________________________________________________________________________________________
Did mother/father have seizures? _________________ Neurological Disorders? _________________
Any difficulties with the pregnancy (nausea, vomiting, bleeding, etc):_______________________________________________________________
Type of birth (eg. hospital, home, C-section) ____________________________________ 
Carried to term?  Yes   No
_______________________________________ 
Complications of labor or delivery______________________________________

Previous Illnesses
 Have you had any of the following? When? Where?
EEG?________________________________________ Heart Testing evaluation?_____________________________________________
Other?_____________________________________________________

Hospitalizations/Surgeries/Injuries
What hospitalizations/Surgeries/Injuries have you had? When?
_______________________________________________________________________________________________________________________________________________

Allergies
Are you sensitive or allergic to:
Any  Medications?___________________________________________________________________________
Any foods?________________________________________________________________________________ Any environmental/pets?___________________________________________________________________

Typical Food Intake
Breakfast:_________________________________________________________________________________________________________________________________
Lunch:____________________________________________________________________________________________________________________________________
Dinner:___________________________________________________________________________________________________________________________________
Snacks:___________________________________________________________________________________________________________________________________
To Drink:___________________________________________________________________________

Practitioners
What practitioners are you currently seeing? May I contact them with your permission?
Name				Specialty/condition	 Phone		  	Permission
______________________  	_________________	 _______________	_________
______________________  	_________________	 _______________	_________
______________________  	_________________	 _______________	_________

List Medications (include condition, i.e. Zoloft for depression)
_____________________________	 _____________________________
_____________________________	 _____________________________

List Supplements (include dosage, i.e. Vit E, 400IU )
_____________________________   _____________________________
_____________________________	 _____________________________
_____________________________	 _____________________________
_____________________________	 _____________________________

Describe your  health history (generally healthy, frequently sick, ear infections, etc.) ___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

Antibiotics: Describe how frequently you have taken antibiotics over the course of their  life (include long term use for acne, short term courses, etc.). 
___________________________________________________________________________
___________________________________________________________________________

Do you have yeast overgrowth (yeast infections, nail fungus, athlete’s foot) now or in past ___________________________________________________________________________


Do you have the following feelings/symptoms, how often?
Fatigue _________________________________________________________		Allergies/runny nose ______________________________________________	Eczema, rashes or skin conditions ____________________________________
Depression/anxiety _________________________________________	

Digestion and elimination
Do you  have frequent gas or bloating? _______________________________________
	Does gas have a strong odor? _____________________________________________
Do you tend to have diarrhea or soft, unformed stool? _____________________________
Do you tend to have constipation? __________________________________________
Do you have heartburn or acid reflux? Do you take antacids or acid blockers? ________ ______________________________________________________________________
Describe any other digestive issues? ________________________________________
______________________________________________________________________
How frequently do you have a bowel movement?  _____________
What is consistency of stool?
Formed like a brown banana ___________________
Unformed, soft, or ribbon-like ___________________
Small balls formed into banana, or “rabbit-pellets” ___________________

Dietary History
Do you have any food cravings (sugar, carbs, fats)?
___________________________________________________________________________

Do you  have any known food allergies or sensitivities?   _________________________
Do you get unexplained headaches, diarrhea, pain, fuzzy thinking, fatigue?
_______________________________________________________________________

Do you consume: Coffee/caffeine ___  Diet sodas ___  Trans fats ___  Soda ___  MSG ____

How much water do you drink per day? _______  What type (tap, bottled, filtered) ________

Describe dieting history or eating disorders? (i.e. Age, yo-yo dieting, calorie restriction, weight gain)  
___________________________________________________________________________

Have you child been diagnosed or believe you may have hypoglycemia _______________________
Do you need to eat frequently? _____________________________________________
Do you get irritable, nervous, dizzy, headaches, when you go too long without eating? _____________________________________________________________________
Do you have any pets at home?  Yes No    ___________________________________________________

Social History
Environmental
What type of dwelling do you live in? ______________________________________How old?_____________________________________
Water supply?_____________________________________ Type of heat?__________________________________________________
Other Health Related please describe problems or concerns in the following areas:
Digestion:_______________________________________________________________________________________________________________________________
Skin:_____________________________________________________________________________________________________________________________________
Respiratory:_____________________________________________________________________________________________________________________________
Urinary:__________________________________________________________________________________________________________________________________
How much sleep do you get?____________________________ From pm to am quality?_____________________________________________

Have you travelled outside of the country in the last 5 years? If so, please explain where.  Also please indicate if there have been any symptoms as a result of the travel.  ______________________________
__________________________________________________________________________________________
Anything not covered in this questionnaire that you feel is important for us to know about?
_________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________________________
[bookmark: _GoBack]If you could have one  wish for your health what would it be?
__________________________________________________________________________________________



Thank you! We look forward to working with you and your family. Please feel free to ask any questions along the way. We are happy to recommend other resources to promote healthy families and community.
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