
Nutrition Response Testing Personal History 
 

 

Name  ________________________________________________________        Date  ____________________ 
 
Address _____________________________________City ___________________  State/Zip ______________ 
 
Telephone   (H)_________________   (W)__________________   (C)__________________  (E) ____________ 
 
Date of Birth  _____________________________________             Referred By  _________________________ 
 
Previous Nutrition Care   Yes _____ No _____                    Did it meet your objectives?  Yes _____  No _____ 
 
Occupation ________________________________________________________________________________ 
 

Please complete this general health survey, as it will provide us with your current quality of life concerns  
regarding your wellness and important information to better understand your life and health history. 
Please check any or all that apply. 
How do you hope to benefit from care in this office? 
 ___ Improvement of my physical symptoms 

 ___ Improvement of my mental/emotional symptoms 

 ___ Improvement of my ability to react or respond to stress 

 ___ Improvement in enjoyment of life and the ability to make constructive choices 

 ___ Overall improved quality of life 
 

Nutrition Response Testing is a non invasive system of analyzing the body to determine the causes of ill 
health or non-optimum health. Through this process we are able to match the exact needs of your body 
through diet and specific whole food supplements which allow your body to repair itself.  
 

Consent for Care: Although I may have come to this office with the initial expectation of relief of a  
particular symptom or condition, it has been clearly explained to me that the only purpose of Nutritional 
Response Testing is to locate and evaluate any areas that need support as I move forward in accessing 
greater health and well being.  
 

I understand that any recommendation made for whole food supplementation is not a promise or offer  
of any kind, on the part of the doctor or this office to treat any symptom, condition or disease. Should you 
feel the need for chemistry or advice from the medical community at any time it is your right and  
responsibility to do so.  

 

I have read and accept these terms:_____________________________ Date_________________________ 

 

1. What are your current health concerns: ____________________________________________________________ 

2. When did this situation or concern begin? ___________________________________________________________ 

3. Have you consulted anyone else concerning this matter? ______________________________________________ 

4. Was anything done and did it seem to work? ________________________________________________________ 

5. What was different about you after the treatment? ___________________________________________________  

6. What was different about your condition after the treatment? __________________________________________ 

7. How aware of this are you during the day? 0  1  2  3    at night?  0  1  2  3  

8. Is there any time or activity you can be involved with when you totally or almost totally forget about this  

situation or concern? ______________________________________________________________________________ 

9. Is there any time of day or activity, which makes you more aware of it? ____________________________________ 

_________________________________________________________________________________________________ 

10. Why do you think this has happened or continues to happen to you? ______________________________________ 

_________________________________________________________________________________________________ 

11. Do you think this is the sole cause?  Yes _____  No _____ 

12. If no, what else is involved? _______________________________________________________________________ 

13. If this condition or symptom were to go away tomorrow, what would be different about your life? 

_________________________________________________________________________________________________ 



Current Life Stressors 
Please grade the following stresses in order of increasing intensity. 
     0 ɀ no awareness of any stress,  1 ɀ slightly stressful, 2 ɀ moderately stressful,  3 ɀ extremely stressful 
 

1) Overall Physical Stress, Trauma      0 1 2 3  
Includes falls accidents, injuries, repeated postural stress, impacts, difficult birth, traction,  
physical abuse 

 

2) Overall Emotional/Mental Stress    0 1 2 3  
Includes loss of loved ones, rapid change in life situation, mental, emotional, or sexual  
abuse, legal concerns, financial concerns, move of home/school, separation/divorce,  
stress of being ill. 

 

3) Overall Chemical Stress    0 1 2 3  
 )ÎÃÌÕÄÅÓ ÄÒÕÇÓȟ ÍÅÄÉÃÁÔÉÏÎÓȟ ÓÍÏËÅȟ ÆÕÍÅÓȟ ÁÄÄÉÔÉÖÅÓȣ 
 

Past Life Stressors 
Please tell us about any stresses related to your birth. 
     1. Drugs/medicine/tobacco/alcohol in pregnancy: _____________________________________________ 
     2. Labor chemically induced? ______________________________________________________________                                                        
     3. Forceps/vacuum extraction/C-section: _____________________________________________________  
     4. Premature delivery? _____________________________________________________________________                  
     5. Vaccination? ___________________________________________________________________________              
     6. Falls in first year of life? _________________________________________________________________        
     7. Any health related problems? _____________________________________________________________ 

      
Please tell us about any stresses associated with childhood. 
     1. Any falls or injuries? ______________________________________________________                                   
     2. Allergies/Asthma/Respiratory Problems _____________________________________                                     
     3. Ear Infections ___________________________________________________________               
     4. Digestive Problems ______________________________________________________                      
     5. Hyperactivity ___________________________________________________________                  
     6. Any other health related problems _______________________________________________________ 
         ______________________________________________________________________________________                            
 

 
 
Is there some aspect of your life that very much pleases you, brings you joy, or helps you to feel better about 
yourself?  __________________________________________________________________________________  
 
What factors in your current lifestyle/health-style add to your health and what factors do you think detract from 
it? ________________________________________________________________________________________ 

 

 

 

I look forward to serving you, 
In Peace, 

 



This covers all organ systems. Please take the time to answer the questions to the best of your ability. 
 

Name: ______________________________________________                     Date: ____________________________________   File #: _____________ 

INSTRUCTIONS:  Circle the number that applies to you.  Use (1) for MILD  symptoms (occur once or twice a year), (2) for MODERATE  symptoms 

(occur several times a year), and (3) for SEVERE symptoms (you are aware of it almost constantly). 

Acid foods upset  Gag easily  Appetite reduced  

Get chilled, often  Unable to relax; startles easily  Cold sweats often  

Lump in throat  Extremities cold, clammy  Fever easily raised  

Dry mouth -eyes-nose  Strong light irritates  Neuralgia-like pains  

Pulse speeds after meal  Urine amount reduced  Staring, blinks little  

Keyed up ° fail to calm Heart pounds after retiring Sour stomach frequent  

Cuts heal slowly Nervous stomach       

Joint stiffness after arising  Digestion rapid  Slow starter  

Muscle-leg-toe cramps at night  Vomiting frequent  Get chilled infrequently  

Butterfly stomach, cramps  Hoarseness frequent  Perspire easily  

Eyes or nose watery  Breathing irregular  Circulation poor, sensitive  
to cold  

Eyes blink often  Pulse slow; feels irregular Subject to colds, asthma,  
bronchitis  

Eyelids swollen, puffy  Gagging reflex slow       

Indigestion soon after meals  Difficulty swallowing       

Always seems hungry; feels 
lightheaded often 

Alternating constipation, 
diarrhea  

     

Eat when nervous  Fatigue, eating relieves  Awaken after few hours sleep 
hard to get back to sleep 

Excessive appetite  Lightheaded if meals  
delayed  

Crave candy or coffee in afternoons 

Hungry between meals Heart palpitates if meals  
missed or delayed 

Depression, the blues, melancholy 

Irritable before meals  Afternoon headaches Abnormal craving for sweets/snacks  

Get shaky if hungry  Overeating sweets upsets       

Hands and feet go to sleep  
easily, numbness 

Afternoon yawner  Bruise easily,  
black and blue spots 

Sigh frequently, air hunger  Get drowsy often  Tendency to anemia 

Aware of breathing heavily  Swollen ankles worse at night  Nose bleeds frequent  

High altitude discomfort Muscle cramps, worse during 
exercise; get charley horses  

Noises in head, or ringing  
in ears  

Opens windows in closed room Shortness of breath on  
exertion  

Tightness in chest, worse 
on exertion 

Susceptible to colds and  
fevers  

Dull pain in chest or radiating 
into left arm, worse on  
exertion  

     



Dizziness Bowel movements painful  
or difficult  

History of gallbladder  
attacks or gallstones 

Dry Skin  Worrier, feels insecure  Sneezing attacks  

Burning feet  Feeling queasy; headache 
over eyes  

Dreaming, nightmare type bad 
dreams  

Blurred vision  Greasy foods upset  Bad breath (halitosis)  

Itching skin and feet  Stools light-colored  Milk products cause distress  

Excessive falling hair  Skin peels on foot soles  Sensitive to hot weather 

Frequent skin rashes  Pain between shoulder blades  Burning or itching anus  

Bitter, metallic taste in 
mouth in mornings 

Use laxatives  Crave sweets  

     Stools alternate from soft to 
watery  

     

Loss of taste for meat  Coated tongue  Mucous colitis or irritable bowel  

Lower bowel gas several 
Hours after eating  

Pass large amounts of  
foul-smelling gas  

Gas shortly after eating  

Burning stomach sensa-
tions, eating relieves  

Indigestion ½ - 1 hour  
after eating; may be up  
to 3 ° 4 hrs.  

Stomach bloating after eating  

   

Insomnia Increase in weight Failing Memory 

Nervousness Decrease in appetite Low blood pressure 

Can¬t gain weight Fatigue easily Increased sex drive 

Intolerance to heat Ringing in ears Headaches, «splitting, rendering¬  

Highly emotional Sleepy during day Decreased sugar tolerance 

Flush easily Sensitive to cold  

Night sweats Dry, scaly skin 

Thin, moist skin Constipation Abnormal thirst 

Inward trembling Mental sluggishness Bloating of abdomen 

Heart palpitates Hair course, falls out Weight gain around hips/waist 

Increased appetite  
without weight gain 

Headaches upon rising, 
wear off during the day 

Sex drive reduce/lacking 

Pulse fast at rest Slow pulse, below 65 Tendency to ulcers/colitis 

Eyelids and face twitch Frequency of urination Increased sugar tolerance 

Irritable and restless Impaired hearing Women; menstrual disorders 

Can¬t work under  
pressure 

Reduced initiative Young Girls: lack of menstrual 
function 



Dizziness Weakness. dizziness Poor circulation 

Headaches Chronic fatigue Swollen ankles 

Hot Flashes Low blood pressure Crave salt 

Increased blood pressure Nails weak, ridged Brown spots, bronzing of skin 

Hair growth on face/body 
(female) 

Tendency to hives Allergies, tendency to asthma 

Sugar in urine  
(not diabetes) 

Arthritic tendencies Weakness after colds, influenza 

Masculine tendencies 
(female) 

Perspiration  
increase 

Exhaustion, muscular and  
nervous 

     Bowel disorders Respiratory disorders 

Apprehension Very easily fatigued Prostate trouble 

Irritability  Premenstrual tension Urination difficult or  
dribbling 

Morbid Fears Painful menses Night urination frequent 

Never seems to get well Depressed feelings before 
menstruation 

Depression 

Forgetfulness Menses excessive and  
prolonged 

Pain on inside of legs or heels 

Indigestion Painful breasts Feeling of incomplete bowel 
evacuation 

Poor Appetite Menstruate too frequently Lack of energy 

Craving for sweets Vaginal discharge Migrating aches and pains 

Muscular soreness Hysterectomy/ovaries  
removed 

Tire too easily 

Depression; feelings of 
dread 

Menopausal hot flashes Avoids activity 

Noise Sensitivity Menses scanty/missed Leg nervousness at night 

Acoustic Hallucinations Acne, worse at menses Diminished sex drive 

Tendency to cry  
without reason 

Depression of long standing      

Hair is course or  
thinning 

          

Weakness           

Fatigue           

Skin sensitive to touch           

Tendency towards 
hives 

          

Nervousness           

Headache           

Insomnia           

Anxiety           

Anorexia           

Inability to concen-
trate; confusion 

          

Frequent stuffy nose, 
sinus challenge 

          

Allergy to some foods           

Loose joints           

Please list below the five main physical complaints  
you have in order of their importance:  

 
 



 

 
Please list any prescription medications you are currently taking or have taken in the last year. 
 

 
 
 
 
 
 
 
 
 

 
Please list any over the counter medications you are currently taking or have taken in the last year. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Please list any vitamins, supplements, herbs, or homeopathic medicines you are currently taking or  
have taken in the last year.  

 
 
 
 
 
 
 
 
 
 

Check the following items which apply to you and indicate the amount used: 

  

  

  

  

   

   

   

   

   

   

   

   

   

   

Ǐ Coffee 
_________ Ǐ Artificial Sweetener  

_________ Ǐ Ice Cream __________ 
 

Ǐ Tea 
_________ Ǐ Antacids 

_________ Ǐ Alcohol __________ 
 

Ǐ Soft Drinks 
_________ Ǐ Laxatives 

_________ Ǐ Cigarettes __________ 

Ǐ Diet Drinks  
_________ Ǐ Candy 

_________ Ǐ  Tobacco Products __________ 

Dr. Lauren Nappen                                                            Begin.Ahhhjustingtolife.com                                                             215.794.0606 


