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Clinical Assessment
First Name: 
Last Name: 
Email Address: 
Address: 
Phone number: 
DOB and Age: 
Occupation: 

Next of Kin Name: 
Relationship to Next of Kin: 
Next of Kin Email and/or Phone Number: 

GP Name: 
GP Email and/or Phone Number: 

Weight - include current, highest, lowest (in KG): 
Height (in M): 

Medical Professionals, Consultants, Therapist Contacts:



Past and Current Medical History:

Current Medications - include names, dose:

Additional Supplements - include brands, dose, reasons for taking:

Reason for Nutritional Intervention:

Have you seen a dietitian or nutritionist before? If yes, please state why.

Have you trialed any diets for weight loss/ performance gains / symptoms management? If yes, were they a success?

Do you suffer any symptoms in relation to food or drinks?

Have you excluded or are you excluding any food from your diet?

What barriers are there to changing your diet?

How much fluid do you drink per day?

What are your sleeping patterns like?

Do you smoke?

Do you drink alcohol? if so when / what / how much per week?

In what ways are you aiming to optimise life?

What do you see as your top 3 challenges currently?

What are the top 3 things that we can help support you with?

What is your ultimate outcome from working together?

Where did you hear about us?




Thank you! Please upload the completed document here:
https://www.4thdiscipline.com/assessment-forms


Claire Fudge | 4thdiscipline.com | hello@4thdiscipline.com
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