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                                   Of
        Traditional Chinese Medicine               
 595 Seneca Parkway, Rochester, New York 14613, (585)-313-1570
                        Lifestyle Questionnaire
	Age: ________ Gender:  □ Male    □ Female

Current Weight: ​​​___________

Do you consider yourself?

□ Underweight □ Overweight □ Just Right 
Unintentional weight loss or gain of 10 pounds or more in the last three months: 

          □ Yes      □ No

Recent changes in your ability to: □ See 

□ Hear □ Taste □ Smell □ Feel Hot & cold
	Eating Habits: Check all that apply:
□ Mixed diet (Animal & Vegetable)

□ Vegetarian

□ Vegan

□ Salt Restriction

□ Fat Restriction

□ Starch/Carbohydrate Restriction

□ Special Diet

□ Caloric Restrictions

□ Specific Food Restrictions:

□ Dairy   □ Soy     □ Wheat   □ Corn

□ Eggs   □ Gluten □ Other________ _____________________________

Servings per day:     Fruit __________________
Green/orange/yellow vegetables______________ 

Grains  ________, Beans/Legumes   __________

Dairy/Eggs _____, Meat, Poultry, Fish _________

	Activity Level- Check Level of Work and Lifestyle:

□ Very Light Work: Sitting, standing, driving, reading, computer, etc…
□ Light Work: Light housework, labor, childcare, mechanic, some sitting, etc…

□ Moderate Work: Heavy gardening, housework, labor, no sitting, etc…

□ Heavy Work: Heavy manual labor, construction, digging, etc…

Exercise Level- Check your level:

□ None
□ Light Exercise: 1-3x/week, easy, stretching, walking, etc…

□ Moderate Exercise: 2-3 Times per week, moderate pace, some weights, etc…

□ Heavy Exercise 3-4x/week, vigorous pace, weights, fast running, etc…
Stimulant and Water Intake- Check any that apply:

□ Tobacco    # per day  _________________

□ Alcohol       glasses per day  ___________

□ Caffeine     cups per day  ______________

□ Water         glasses per day ____________

Check all that apply: 

Level of stress from 1-10 (10 is the worst)

          1  2  3  4  5  6  7  8  9  10

Do you suffer insomnia                   Yes   No

Do you have a sleep disorder         Yes   No

Do you wake easily from sleep       Yes   No

Do you suffer from depression        Yes   No

Do you use chemicals in your job    Yes   No
Dietary Supplements-Mark any that apply

□ Multivitamin/mineral

□ Vitamin C

□ Vitamin E

□ EPA/DHA

□ GLA (Evening Primrose)

□ Calcium, Source _______________________

□ Magnesium

□ Zinc

□ Minerals, which ________________________

□ Friendly flora (acidophilus)

□ Digestive enzymes

□ Amino acids

□ CoQ10

□ Antioxidants, which _____________________

□ Herbs, which __________________________

□ Herbs, Extracts ________________________
□ Chinese Herbs, which ___________________

□ Ayurvedic Herbs, which __________________

□ Homeopathy, which _____________________

□ Other- (list below):
	

	
	Eating Frequency- Check all that apply
□ Skips breakfast or other meals

□ Three meals/day

□ Two meals/day

□ One meal/day

□ Graze small frequent items- #/day ______

□ Usually eat on the run
Exercise Schedule- Check which apply:

□ 5-7 days per week

□ 3-4 days per week

□ 1-2 days per week

□ 45 minutes minimum per workout

□ 30-45 minutes per workout

□ Less than 30 minute workouts

□ Member of fitness club or gym

□ Have home gym

□ Have personal trainer

□ Run, jog or power walk

□ Weight lifting

□ Stretching    □ Yoga, Meditation, Qi Gong or Tai Chi

	
	Rate yourself:

Energy Level-  □ Excellent □ Good □ Fair □ Poor

Endurance-    □ Excellent □ Good □ Fair □ Poor

Motivation-      □ Excellent □ Good □ Fair □ Poor

Sleep-             □ Excellent □ Good □ Fair □ Poor

Resist Colds-  □ Excellent □ Good □ Fair □ Poor

Fatigue-          □ Excellent □ Good □ Fair □ Poor

Digestion-        □ Excellent □ Good □ Fair □ Poor

Vision-             □ Excellent □ Good □ Fair □ Poor

Hearing-          □ Excellent □ Good □ Fair □ Poor

Pain Free-       □ Excellent □ Good □ Fair  □ Poor

Allergy Free-   □ Excellent □ Good □ Fair  □ Poor

Use Laxatives Often -            □  Yes □  No 

Loose Stools Often-               □  Yes □  No

Use OTC Drugs Often-          □  Yes □  No



	
	Health Goals:
Be stronger                          □  Yes  □  No

Loose weight                        □  Yes  □  No

Gain muscle mass               □  Yes  □  No

Increase exercise                □  Yes  □  No

Increase flexibility                □  Yes  □  No

Increase mental activity       □  Yes  □  No

Improve memory                 □  Yes  □  No

Reduce stress                     □  Yes  □  No

Meditate                              □  Yes  □  No

Think more clearly               □  Yes  □  No

Decrease depression           □  Yes  □  No

Balance moods                   □  Yes  □  No

Control anger                      □  Yes  □  No

Stem indecision                   □  Yes  □  No

Increase happiness             □  Yes  □  No

Increase focus                     □  Yes  □  No

Increase drive                      □  Yes  □  No

	
	Any other concerns or goals list below:



