CLIENT QUESTIONNAIRE
CLIENT QUESTIONNAIRE

The following questions are meant to help us optimize our time together. Answer the questions below to the best of your ability. Feel free to make your answers as short or as long as you wish. Feel free to add any other information you would like me to know. Consider leaving time to reread your response in order to elaborate or clarify as needed. Please copy and paste these questions into a word document and attach to an email and send it to me at nourishingroot@gmail.com. If you can’t fill out the questionnaire in advance, bring a copy for me to keep when we meet. I look forward to meeting with you. 

Name:

Street:

City, State, Zip:

Phone- work:


-home:


-cell:

Email:

Date of Birth:

Place of Birth:

Sex: female / male

Occupation:

Relationship status:

Children:

Pets:

1. Tell me the story of your health and health challenges/illness, including your history,

and especially any recurring illnesses or challenges. Start from the past and go forward

or from the present and go backward. Feel free to include any of your family history in

this story.

2. What is your perspective of what is going on with you and your health now,

including, if you have explored this at all, any emotional/spiritual connections you may

have made?

3. What are you told (by your doctor or other advisors or practitioners) is going on with

your health? Where and how does it differ with or match your own sense of what's

happening?

4. What are your priorities in terms of addressing any symptoms and/or any long-term

condition, use of pharmaceutical medications, and/or any chronic conditions?

5. Have there been any big changes or significant events in your life recently?

6. What do you eat and drink, for example, over the course of one week? 
7. Are there any foods, herbs, scents, flowers, or trees that you are particularly drawn to at the moment? If so, what are they?

8. What level and type of physical activity do you engage in over the course of one week? 
9. How many hours do you sleep a night? How well do you generally sleep?

10. If a woman, please share the history of your menstrual cycle (how often/ regularly do you have your moon time, for how many days, any particular symptoms or sensations)?

11. What do you take on a regular basis, including pharmaceutical or recreational drugs,

vitamins, supplements or herbs?

12. What do you want or hope for? What is the best result you can imagine coming out

of our work together as you work with your herbs?

