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Wellness Assessment Packet

Personal Information
Name: _______________________________Phone: ______________________Date:______________
Address______________________________City/State/Zip_______________________________________
Email________________________________________Date of Birth_________________________________
 Occupation_________________________Emergency Contact/Phone_______________________________
Marital Status: Single___Married___Separated___Divorced/Widowed___    Children: No___  Yes__(If yes, please list names and ages)____________________________________________________________________ _________________________________________________________________________________________
Highest level of education:    0-11th grade    HS Grad/GED    Associates/Bachelors/Master's    Doctorates/PHD    Technical School/Certificates
Have you consulted with a Holistic Health Practitioner, Naturopathic Doctor, or Functional/Integrative provider in the past? If so, please share your experience________________________________________________________________________________
 _________________________________________________________________________________________
Are you under the care of a physician? If so, who? ______________________________________________
General Physical Health History
Current Health Status:    Excellent    Good    Average    Needs Improvement
Knowledge of Biometrics
Height_____Weight_____BMI_____Blood Pressure_______Blood Glucose_______Cholesterol_______ Total_____HDL_____LDL_____Triglycerides_____
Do you smoke___Drink___Prescription Drugs___Non-prescription Drugs___
Explain what sort of movement you do in a typical week? This can be a form of exercise, housework, walking the dog, etc______________________________________________________________________
_________________________________________________________________________________________

Describe what each meal looks like for you:
Breakfast: _________________________________________________________________________________
Lunch: ___________________________________________________________________________________
Dinner: __________________________________________________________________________________

Please check any conditions listed below that applies to you currently:

Cardiovascular				Digestion				Mental
_high/low blood pressure			_trouble digesting food		_overall happy          
_clotting or thick blood			_gas and/or bloating			_optimistic
_repeated chest pain				_constipation or diarrhea		_pessimistic
_dizziness and fainting			_ulcers or acute stomach pain		_irritability
_frequent cold hands and feet			_loss of appetite			_depression
_frequent tingling in lips or fingers		_use of laxatives			_memory loss
_varicose veins				_hernias				_thoughts of suicide
_high/low blood sugar

Nervous System				Musculoskeletal			Respiratory
_unexplained bodily weakness		_painful muscle tension		_frequent cough	
_constant nervousness and anxiety		_headaches				_frequent congestion
_tight feeling in stomach or throat		_constant neck pain			_sinus problems
_perspiring hands and feet			_muscle cramps			_difficulty breathing
_tingling/shooting nerve pain			_twitching muscles			_shortness of breath
_frequent backache 				_tightness in chest
_sore or aching joints
_disc problems

Immune System				Skin					Sensory
_frequent colds and flu 			_skin infections			_ringing in ears
_wounds heal slowly				_psoriasis				_balance instability
_often fatigued				_eczema				_hearing concerns
_history of swollen glands 			_rashes/hives/shingles			_vision problems
_often feeling ill				_bruise easily				_loss of taste or smell
_other						_excessively dry/oily			_weird tastes/smells	

Vaccination/Year
___COVID ________________________
___DPT (Diphtheria, Pertussis, Tetanus) ______________________
___Booster (Usually DT) ________________________
___Polio Injection ________________________
___Polio Oral ________________________
___MMR (Measles, Mumps, Rubella) ________________________
___HBV (Hepatitis B Vaccine) ________________________
___Other (Flu shots, etc.) __________________________	

Explain any areas that you marked above: ____________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
Past surgeries and/or invasive procedures? Explain _____________________________________________
_________________________________________________________________________________________

Spiritual well-being:

Spirituality can mean different things to different people, including religious faith, a connection to nature, or a sense of personal purpose." Feel free to list “N/A or Prefer not to answer” on any section you choose.

Do you feel a sense of meaning or purpose in your daily life? ______________________________________

How often do you feel connected to something larger than yourself (e.g., nature, community, a higher power, or a personal philosophy)? ____________________________________________________________________

Are there any spiritual or religious beliefs that are important to how you view your health or recovery?
_______________________________________________________________________________________

Do you have a community or practice that provides you with spiritual support?
________________________________________________________________________________________

How would you rate your current sense of inner peace or spiritual well-being?" (Scale of 1–10) __________

Would you prefer to incorporate your spiritual or personal values into your wellness plan?
 [Yes / No / Not at this time]"

Is there anything else about your health that you would like to share that would help me know and understand you better? _________________________________________________________________________________________
_________________________________________________________________________________________
__________________________________________________________________________________________

Coaching/Consulting Readiness

What has motivated you to seek out health and wellness coaching/consulting? ________________________________________________________________________________________
_________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________________

What do you hope to obtain from your coaching/consulting sessions that would justify your investment?
__________________________________________________________________________________________
__________________________________________________________________________________________

Rate your stress level on a scale from 0-10 (0=no stress; 10=stressed to the max). What are your biggest stressors? How do you currently cope with stress? ________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________





Write down what you consider your 3 greatest strengths:

a.______________________________b.____________________________c._____________________

 List 3 known weaknesses you possess: 
a. _____________________________ b. ______________________ c. _________________________
Write down what you consider to be your top 3 core values:

a.______________________________b._____________________________c.____________________

What is your vision of an ideal future? __________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________

How does your current state of health and wellness impact your dreams and goals in life?
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________

What habits/activities/thoughts do you believe need to be cut out/simplified/adjusted in order to make lasting changes? __________________________________________________________________________________ _________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________


When faced with challenging goals, how were you motivated in the past to reach them? __________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________

At what point in your life did you have a positive perception on your overall well-being?
_________________________________________________________________________________________
_________________________________________________________________________________________

What do you do for fun and/or to relax? When is the last time you prioritized time for either?
_________________________________________________________________________________________
_________________________________________________________________________________________

Are there any known barriers that may hinder you from achieving all that you set out to do?
_________________________________________________________________________________________
_________________________________________________________________________________________

How would you describe your support system? _________________________________________________

Services/Fees: 						
Meet and Greet= 15 min				FREE 				
Holistic Health Consulting/Coaching-5min		$20.00 
Holistic Health Consulting/Coaching-10min		$38.00	
Holistic Health Consulting/Coaching-15min		$56.00
Holistic Health Consulting/Coaching-20min	 	$75.00	
Holistic Health Consulting/Coaching-30min 		$113
Holistic Health Consulting/Coaching-60min	 	$225.00       

We accept many forms of payment: Cash, Venmo, Cash App, Visa/Mastercard/Amex/Discover (via Square) We are not contracted with any insurance company therefore we are unable to bill for your visits. However, please be advised that NBHWC is working on getting coverage approved by insurance companies using ICD-10 codes that correlate to your session times. I will keep you up to date when we can take advantage of this opportunity. We require payment at the time of service and charge a flat fee of $25 for uncommunicated missed appointments. If you choose to benefit from one of our packages, payment must be made in full prior to the first visit and refunds are not available.
 If you are experiencing a financial hardship, please ask about accommodations.

By signing this form, I understand and agree to the above information that was provided to me. I accept the terms and conditions of this document and take full responsibility to provide transparent and accurate information to my coach. 

Name (print)________________________________Signature______________________________________

Date__________________










Notice of Privacy Practices & Client Confidentiality
Our Commitment to Your Privacy
We understand that your health and personal information are highly personal. We are legally required by the Health Insurance Portability and Accountability Act (HIPAA) to maintain the privacy of your Protected Health Information (PHI).
How We May Use and Disclose Your Information
Your information is kept strictly confidential and will only be used or disclosed for the following purposes: Treatment: To provide, coordinate, or manage your healthcare and related services.
Payment: To process billing, verify insurance, and receive payment for services.
Healthcare Operations: To conduct internal administrative, quality assurance, and business planning tasks. Your Rights Regarding Your Health Information Under HIPAA, you have specific rights concerning your health information: Access: You have the right to request a copy or review of your medical records.
Restrictions: You can request limits on how we use or share your information. Amendments: You have the right to request changes to your health records if you believe they are inaccurate. Limits of Confidentiality By law, confidentiality may be broken without your consent in very specific, rare circumstances involving safety and legal mandates: Imminent danger to yourself or others,
Suspected abuse or neglect of children, the elderly, or vulnerable adults, Court orders or lawful subpoenas.
Acknowledgment of Receipt
By signing below, I acknowledge that I have read and understand this Privacy Practices Statement and consent to the use and disclosure of my health information as described above.

Client Name (Printed): __________________________________________________

Client / Guardian Signature: _____________________________________________
Date: _____________________________
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