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HEALTH COACH

ING

 CLIENT

 INFORMATION

 












Do you use tobacco products? ___Y ___N  


	If yes, which kind (cigarettes, cigars, chew etc)?  __________________________  


How much per day? _______________________


Do you use alcohol? ____ Y ____ N


	If yes, how much/how often? ___________________________________________





Current Exercise __________________________________________________________


_________________________________________________________________________


_________________________________________________________________________





Enjoyable Exercise Activities ________________________________________________


_________________________________________________________________________


_________________________________________________________________________


Current Diet ______________________________________________________________


Describe a typical day:

















What is the average amount of sleep you get each night? ________hours





Rate current stress level (work, family and social responsibilities)


- 0 -   	- 1- 	- 2 -	- 3 -	- 4 -	- 5 - 	- 6 -	- 7 - 	- 8 - 	- 9 - 	- 10- 


    ---little to none------slight stress --------moderate stress ---- high stress---completely overwhelmed





List ways in which you deal with stress ________________________________________


___________________________________________________________________________________________________________________________________________________________________________________________________________________________








Short Term Goal: _________________________________________________________





Long Term Goal: __________________________________________________________





What are potential pitfalls do you see from keeping you from attaining your goals? 


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________








SMART Goals


Specific, Measurable, Action oriented, Realistic, Time centered





HEALTH COACHING CLIENT INFORMATION CONTINUED





HEALTH COACHING CLIENT INFORMATION 





Start Date__________    End Date__________


Name ______________________________ M___ F___ Age ____ Birth date ___/___/___


Address ____________________________ City __________ State ____ Zip __________


Phone #  (___)_____________  Email ____________________ 


Meeting time ___________________________  Height______  Weight________


Occupation  ____________________________  Point Level Needed: _________


Employee ID Number ____________________ Wellness Assessment ___Y ___N 





Have you ever had the following?                             


___ Cancer					___ Cardiac Problems (explain) 


___ High Blood Pressure		___ Mitral valve prolapse


___ Diabetes				___ Heart murmur


___ Thyroid Problems 			___ Irregular Heart beat				___ High Cholesterol			___ Embolism (blood clot in artery)





___ Ataxia (balance issues)			___ Aneurysm	


___Trauma head (or spinal cord) injury	___ Thrombophlebitis (inflammation of vein walls) 	


	___ Asthma					___ Stroke							___ Emphysema				___ Epilepsy/seizures


___ Multiple Sclerosis





___ Orthopedic problems		___ Are you pregnant? ___months


___ Other (explain)





List any Medication ________________________________________________________





What are your health concerns/ What do you want to get out of Health Coaching?


_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





 Do you feel that you are ready to make a health change? ___Y ___N


IF YES: what are your reasons for wanting to make a health change? ______________


___________________________________________________________________________________________________________________________________________________________________________________________________________________________





Have you attempted to make this health change before? ___Y ___N








�





Breakfast





Lunch





Dinner





Snacks





Beverages








