
Client Agreement and Release 

I, ___________________________________understand that Cecile Elias, Certified Primal 

Blueprint Expert, may provide me with professional evaluation, advice, coaching and support 

for the purpose of enhancing health.  I understand that any evaluation, advice, coaching and 

support is not intended as professional medical advice, diagnosis or treatment.   

I agree to the payment and scheduling policies and procedures of Moxie Mind and Body.    

I have answered the intake questions to the best of my knowledge.   

I understand that my intake information will be kept confidential, unless I give permission. 

Signature___________________________________________Date_________________ 

 

 

 



Diet and Lifestyle Coaching Intake Form 

Please fill out the following questions as best you can. If there is a particular question you don’t 

understand or want to fill out, we can discuss them at our first meeting. Thank you. 

Personal Information 

Name_________________________________________________Date____________________ 

Address_______________________________________________________________________ 

Phone___________________________ Email_________________________________________ 

Current Profession______________________________Hours in a work week_______________ 

Please describe your stress level at work_____________________________________________ 

______________________________________________________________________________ 

Birth date/age_______ Marital Status___________ Children__________ 

Ethnicity (While this is optional, what we know about your heritage can be very 

helpful.)________________________________________________________________________ 

Current weight/ ideal weight___________________________Height_______________________ 

Comments?_____________________________________________________________________ 

(Body Composition Measurements are optional during your first visit.) 

Cholesterol, HDL/LDL_______________________Triglycerides____________________________ 

Blood pressure_______________Blood Type_____________Diabetes/hypoglycemia?_________ 

Food/environmental allergies?______________________________________________________ 

Other significant lab results?________________________________________________________ 

Do you have a medical diagnosis?____________________________________________________ 

_______________________________________________________________________________ 

Are you pregnant?____________________Referred by__________________________________ 

What is the main reason for your visit?_______________________________________________ 

_______________________________________________________________________________ 

Are you seeing any health professionals at this time? Y   N    



If yes, please list______________________________________________________________________ 

___________________________________________________________________________________  

How well do you sleep?________________________ Bedtime ___________Waking time ___________ 

On a scale of 1-10 (10 being the highest) how would you rate your stress levels____________________ 

What causes stress for you?_____________________________________________________________ 

____________________________________________________________________________________  

List any regular physical activities (frequency and duration) ____________________________________ 

____________________________________________________________________________________  

Other hobbies or passions_______________________________________________________________ 

Do you smoke? Y N How much? __________________________________________________________ 

Do you drink alcohol? Y N How often? _____________________________________________________ 

Use recreational drugs? Y N Type/how often? _______________________________________________ 

Any other health conditions not I should be aware of? anemia, crohn’s, colitis, ulcers, thyroid disorder, 

history of eating disorder, etc?___________________________________________________________ 

How would you describe your overall health? _______________________________________________ 

Last course of antibiotics? _____________ What were they prescribed for? _______________________ 

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

past?________________________________________________________________________________ 

Recent weight loss or weight gain? Y N If yes, how much? _____________________________________ 

Past or recent surgeries_________________________________________________________________ 

If yes, please list_______________________________________________________________________ 

_____________________________________________________________________________________

How well do you sleep?________________________ Bedtime ___________Waking time ___________ 

On a scale of 1-10 (10 being the highest) how would you rate your stress level _____________________ 

What causes stress for you?______________________________________________________________ 

List any regular physical activities (frequency and duration) ____________________________________ 

_____________________________________________________________________________  

List other hobbies or passions?__________________________________________________________ 

___________________________________________________________________________________  

Do you smoke? Y N How much? __________________ Do you drink alcohol? Y N How often? ________ 

Use recreational drugs? Y N Type/how often? _________________ Blood Type____________________ 



Any other health conditions not I should be aware of? anemia, crohns, colitis, ulcers, thyroid disorder, 

history of eating disorder, etc:___________________________________________________________ 

Family history of illness, allergies or conditions:_____________________________________________ 

Please describe your heritage to the best of your knowledge:__________________________________ 

How would you describe your overall health? _______________________________________________ 

Last course of antibiotics? _____________ What were they prescribed for? 

________________________ Do you have/get yeast overgrowth (yeast infections, nail fungus, athlete’s 

foot) now or in past?________ Recent weight loss or weight gain? Y N If yes, how much? 

______________________________________ 

Do you have any know allergens? Y N If yes, list allergy and symptoms ____________________________ 

_____________________________________________________________________________________ 

Please describe a typical weekday.________________________________________________________ 

_____________________________________________________________________________________ 

 Nutrition and Dietary Habits  

How many meals do you typically eat per day? _____________________Do you snack? 

______________ How many times a week do you: eat out at restaurants? _______ eat breakfast? 

_______ 

cook at home? _______ grocery shop? _______  

Do you normally eat alone or with friends/family?____________________________________________ 

Where do your grocery shop? ____________________________________________________________ 

What is your weekly budget? ____________________________________ Do you read food labels? Y N  

What is your favorite meal (list up to 3)?__________________________________________________ 

___________________________________________________________________________________  

What are your favorite restaurants?_______________________________________________________ 

____________________________________________________________________________________  

What 3 foods could you never give up? What 3 foods do you refuse to eat? 

1.______________________________ 1.______________________________ 

2.______________________________ 2.______________________________ 

3.______________________________ 3.______________________________  

How much water do you drink per day? ________ Foods you crave?_____________________________ 

Do you drink coffee? Y N how much? _________ Sodas? Y N how much? ____________  



Do you have any food allergies/sensitivities (specify)? Y N List:________________________________ 

__________________________________________________________________________________  

What are your allergy symptoms________________________________________________________ 

Have you tried any popular diets? Y N Which ones and for how long? __________________________ 

__________________________________________________________________________________  

What was your experience?___________________________________________________________ 

__________________________________________________________________________________  

What is your present diet: vegetarian vegan gluten free dairy free kosher other? _________________ 

Are you pleased with your present diet? Y N What would you like to change? ___________________ 

_______________________________________ _________________________________________ 

Have you tried to make these changes? Y N     

What influences your food choices: Taste Nutrition Price Convenience Family Members Friends  

How often do you have a bowel movement? ____________ List any problems or issues? 

___________________________________________________________________________________ 

____________________________________________________________________________________  

Eating Patterns: (circle all that apply) eat too much   eat too little   forget to eat   emotional eater          

eat out of boredom    hungry all the time   late night   snacking   fast eater   eat in the car   poor choices 

healthy choices   no joy in eating  

What do you consider healthy food choices? _______________________________________________ 

____________________________________________________________________________________  

What do you consider poor food choices? _________________________________________________ 

____________________________________________________________________________________  

Please list any supplements current or in the past, including the dose and duration__________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Women Only: Circle all that apply.   Peri-menopausal      Menopausal     Regular periods     Irregular 

periods Pregnant (how many months? _____) Do you suffer from PMS?  Y  N     If yes, 

please_________________ 

describe______________________________________________________________________________  

Is there anything else you’d like to 

share?_______________________________________________________________________________

_____________________________________________________________________________________

______ 



 

 

Please journal, in detail, everything you consume.  (Food, beverage, supplements, meds.)  Include the 

time of day.   

 DAY 1 DAY 2 DAY 3 

Breakfast  

 

 

 

 

  

Lunch  

 

 

 

 

  

Dinner  

 

 

 

 

  

Snacks  

 

 

  

Other    



 

Supplements and Meds.    

 

 

 


