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	Brunswick Integrative Care

46A Holmes Street

BRUNSWICK EAST Vic 3057

Telephone: (03) 9386 5557

Rocco (Mobile) 0416 244 200


Please allow around 20 minutes to complete this assessment form. Feel free to provide as little or as much information that you would like me to know, keeping in mind that the information provided is to help me be of as value to you from an intervention perspective. 

Date
________________________
Birthday_______________________________________

Last Name____________________       First Name___________________________  Initial____
Address

_______________________________________________________________________________
City
_______________________________ 
State _________________  Postcode ________
__
Phone
____________________________
Work _________________  Mobile ___________
Email
_________________________________________________________________________


Health Insurance details: __________________________________________________________
Are you happy to receive health and news update emails from our practice

 [  ]  
(Please tick)

Are you a Health Care Card Holder?


Yes [  ]

No [  ]

If yes, please write down number on card: _____________________________ 

Are you an Aged Pensioner? 



Yes [  ]

No [  ]

If yes, please write down number on card: _____________________________
Current Occupation _______________________________________________________________
Past Occupation __________________________________________________________________
	· Current Health Concerns/Symptoms/Diagnosed Conditions:

	

	

	

	

	· How did it happen? When did it happen? Why do you feel it happened?

	

	

	

	· Drugs: Do you take or have you taken any drugs for this or other conditions? (Include prescription, oral contraceptives, lifestyle drugs)

	

	

	

	· Are you pregnant?

	

	· Do you have serious allergies and/or anaphylaxis to anything? If so, what are they?

	

	

	· Describe your present emotional state:

	

	

	· Did you have any past emotional traumas that still affect your health

	

	· Past medical history (include any major surgery, especially in the last 6-12 months)

	

	

	

	

	

	

	

	· Family history

	

	

	

	

	· How did you come to know of the existence of this Nutrition & Dietetic service?

	

	


Do you have a family history of any of the following?
Bowel Cancer
(

Breast Cancer
(

Lung Cancer 

(
Other Cancer
(

Heart Disease
(

Stroke


(
Please specify ___________
Diabetes  
(

Rheumatoid 

(








Arthritis

Food Allergies/


Mental disorders (

Neuro- degenerative
(
Intolerances
(

(ie Schizophrenia)

disorders (ie Alzheimer’s)








Do you suffer from any of the following? Please tick (() those which apply to you
Nausea 

[ ]

Heartburn 

[ ]
Vomiting  
[ ]

Bloating or wind 
[ ] 

Abdominal cramping
[ ]
Abdo pain
[ ]

Constipation 

[ ]

Diarrhoea

[ ]
Depression
[ ] 

Irregular Bowels
[ ]

Anxiety


[ ]
Asthma      
[ ]


Food Intolerances
[ ]
 
Depression

[ ]
Allergies    
[ ]

Tiredness/



Thrush/Candida

[ ]
PMS          
[ ]

Poor energy

[ ]

Frequent Infections 
[ ] 
Headache
[ ] 

Migraine

[ ]

Hay fever or sinus
[ ] 
Menopause
[ ]

High Cholesterol
[ ]

High Blood Pressure
[ ]
Poor Sleep 
[ ]

Please list everything that you eat or drink in a typical day
	Breakfast
	Lunch
	Dinner

	
	
	

	
	
	

	
	
	

	
	
	

	Snacks
	
	

	
	
	

	
	
	


Fluid Intake
	Product
	How many glasses per day?

	
	

	
	


Dietary supplements (vitamins/minerals/herbs)

	Drinks
	How many daily?

	
	

	
	


Physical activity

	EXERCISE
	TYPE
	HOW MUCH PER WEEK?

	Cardiovascular
	Running
	

	
	Swimming 
	

	
	Team Sports
	

	Strength Training
	
	

	
	
	


Hobbies
	Past
	

	Present
	


Relationships – rate them accordingly

	1- satisfying
	2- bearable
	3- strained
	4- non-existent


	Spouse
	Children
	Parents
	In-laws

	
	
	
	

	Relatives
	Friends
	Boss
	Co-workers

	
	
	
	


Stress-what causes you stress?
_________________________________________________________________
_________________________________________________________________
Strengths-what gives you strength?

__________________________________________________________________________________________________________________________________
What is your sleeping pattern like?
________________________________________________________________________________________________________________________________
Do you Meditate or do Yoga as part of your weekly routine?  
Yes [  ]
No [  ]


If yes, how often? Please specify__________________________________________________

Are you: 
Vegetarian [  ]
Vegan [  ]
Dairy Free [  ]

Wheat Free [  ]

Do you smoke?
Yes [  ]


No [  ]
If yes, how many per day: ___________

per week: ____________________
	

	1. Goals you hope to achieve from seeing Rocco Di Vincenzo:


	1. On a scale of 1 to 5 how committed are you to achieving optimal health using a truly holistic
approach?
A holistic approach to improving health and wellbeing may include, but is not limited to the following:

· changing your diet

· taking nutritional supplements

· remediating your environment

· learning how to effectively manage stress

· addressing current and/or past traumas or emotional issues; and 
· taking a high level of personal responsibility for achieving the outcomes you wish to achieve.
Please rate on a scale of: 5 (very willing/confident) to 1 (not willing/confident). 


	In order to improve your health, how willing are you to: 


	A. Significantly modify your diet?
Very willing/confident
5

4

3

2

1

Not willing/confident


	B. Take multiple nutritional supplements each day? 
Very willing/confident
5

4

3

2

1

Not willing/confident


	C. Modify your lifestyle? E.g. work demands, sleep timing, rest 
Very willing/confident
5

4

3

2

1

Not willing/confident


	D. See a specialised practitioner for working on emotional health issues? 
Very willing/confident
5

4

3

2

1

Not willing/confident


	E. Learn and practice relaxation or stress release techniques?
Very willing/confident
5

4

3

2

1

Not willing/confident


	F. Explore sound biotransformation/liver support programs?

Very willing/confident
5

4

3

2

1

Not willing/confident


	G. Engage in regular gentle exercise? 
Very willing/confident
5

4

3

2

1

Not willing/confident


	H. Return for regular 2 – 3 monthly progress appointments?

Very willing/confident
5

4

3

2

1

Not willing/confident


	I. Invest time into educating yourself about the first causes of health problems? 
Very willing/confident
5

4

3

2

1

Not willing/confident


	J. How confident are you of your ability to organise & follow through on the above health related
activities? 
Very willing/confident
5

4

3

2

1

Not willing/confident


	K. If you are not confident of your ability, what aspects of yourself or your life lead you to question
your capacity to fully engage in the above activities? 


	


Please be advised that a cancellation fee of $50 will be charged if an appointment is cancelled with less than 24 hours’ notice. 
Payment is expected at the time of the consultation. 
Thank-you for taking the time to complete this form. Please return it to the receptionist upon completion


