
Nutrition & Lifestyle Questionnaire                             CONFIDENTIAL 
Your full name COMPLETE BY HAND  

NOT BY TYPING

Date of birth (and age) Date of diagnosis Today’s date

Your contact address & postcode How did you hear about me?

GP name, address & postcode

Daytime phone number Mobile phone number

Occupation Email address

Genetic background? e.g. English/Irish/Mediterranean/Asian etc. 

Please provide as much of the following information as you can even if you have told me in previous conversations.

Type of Cancer: primary, grade, stage, metastatic spread and location, receptor status (oestrogen, herceptin, triple negative etc)  

Menopausal? Yes/No/Age When was your last period? Age at puberty How many pregnancies/births

Height (cm) / Waist (cm) Current Weight (kg) Birth weight Highest & lowest adult weight

Blood pressure Fasting plasma glucose HbA1c Vitamin D

Total cholesterol LDL/HDL/Triglycerides Allergies Blood group

Any other diagnosed medical conditions? e.g. diabetes, heart disease, osteoporosis. History or breast problems? Cysts, lumps?

Who or what has prompted you to seek complementary care at this time?

Thinking carefully about the 12 months leading up to diagnosis what health and lifestyle symptoms were problematic for you? 

I provide holistic support for clients - e.g. nutrition (diet, supplements) lifestyle (sleep, exercise, weight, toxic exposure) and 
psychological (anxiety, stress, life purpose, negative thinking patterns). What areas do you feel are most in need of improvement?
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Please complete BY HAND and ensure form arrives with me by email or post THE WEEK BEFORE our appointment. 
Include ALL THE INFORMATION YOU KNOW even if we have had recent discussions about your situation. 



Your medical status 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What scans and medical treatment have you had since diagnosis? (give dates)

What treatment are you currently having? (give dates)

What treatment are you due to have in future? (give dates)

Are you happy with your medical treatment? YES/NO  Details

Have you refused any medical treatment? YES/NO  Details

Please share any other prognostic indicators e.g. tumour markers, oncoblot testing, BRCA status, recurrence score etc.

Have you had any unusual/abnormal blood test results? YES/NO  Details

When did you last take antibiotics, what type/what for? Roughly how many times have you taken antibiotics in life?

Do you have medically identified allergies/intolerance? YES/NO  Details

Do you follow a self imposed/medically prescribed diet? YES/NO  Details 

Do you have/have you ever had an eating disorder? YES/NO  Details

Are you pregnant, breastfeeding or trying to conceive? YES/NO  Details

Apart from your GP, who else is helping you with your health problems, and in what capacity?

Please send copies of any recent test results for e.g. diagnostic reports or letters, functional tests, genetic tests, 
whole blood, cholesterol, blood glucose, PSA, scans, or any letters from your oncologist or GP with your form.



Medication 
Please list ANY prescribed drugs or remedies e.g. antihistamine/painkillers you regularly take. Use a separate sheet if necessary: 

Medication name & brand Dose Condition being addressed Frequency  Start date  

___________________________________________ ________ ________________________________ ______________ ___________ 

___________________________________________ ________ _______________________________ ______________ ___________ 

___________________________________________ ________ _______________________________ ______________ ___________ 

___________________________________________ ________ _______________________________ ______________ ___________ 

___________________________________________ ________ _______________________________ ______________ ___________  

___________________________________________ ________ _______________________________ ______________ ___________ 

___________________________________________ ________ _______________________________ ______________ ___________ 

___________________________________________ ________ _______________________________ ______________ ___________ 

___________________________________________ ________ _______________________________ ______________ ___________ 

___________________________________________ ________ _______________________________ ______________ ___________ 

___________________________________________ ________ _______________________________ ______________ ___________ 

___________________________________________ ________ _______________________________ ______________ ___________ 

___________________________________________ ________ _______________________________ ______________ ___________ 

___________________________________________ ________ _______________________________ ______________ ___________ 

Your life so far How has your life unfolded to date? Have you been ill, when did it start, or is it chronic? When did you take 
medication, have surgery, dental work? Has your diet changed or evolved? When did you have babies, IVF, lose loved ones, change 
jobs, move house, experience stress or conflict or relationship breakdown. Have you been addicted, used drugs, been overweight, 
lost a lot of weight, or had an eating disorder? Periods of vegan/vegetarian? Please outline your significant life history below: 

Your Birth:  Vaginal/Caesar  Prem/Late  Breast/Bottle   Other issues____________________________________________________ 

Age 0-2 years  ______________________________________________________________________________________________________                        

Age ______________________________________________________________________________________________________  

Age ______________________________________________________________________________________________________  

Age ______________________________________________________________________________________________________ 

Age ______________________________________________________________________________________________________ 

Age ______________________________________________________________________________________________________ 

Age ______________________________________________________________________________________________________ 

Age ______________________________________________________________________________________________________ 

Age ______________________________________________________________________________________________________ 

Age ______________________________________________________________________________________________________ 

Age ______________________________________________________________________________________________________ 
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Family health please tell me about the health of your family members (tick for yes, blank for no): 

Your exposure Please underline anything below which has affected you or been part of your life in the last three years: 

medical

radiation, chemotherapy, tamoxifen, statins, proton pump inhibitors, indigestion remedies, beta-blockers, 
frequent antibiotics, anti-fungals, antihistamines, inhalers, indigestion remedies, laxatives, enemas, oral 
contraceptive, HRT, IVF, immune suppressants, other medication, X-rays, anaesthetics. lots of dental work,  
dental implants, tooth decay, breast implants, plastic surgery, 

environment

unfiltered tap water, plastic bottled water, plastic food wrap and storage containers live in agricultural area, 
live in industrial area, live or exercise by busy roads, weedkiller, lawn care, golf, frequent flying, antibacterial 
products in home/at work, solvents, dyes, paints, smoking, passive smoking, lots of screen use, bedroom not 
dark, after dark screen use, mainly indoors, new furniture, newly decorated home, mould and damp, lead 
paint, frequent house moves or renovation

life challenges

bereavement, long working hours, overwhelming work load, shift work, redundancy, dismissal, conflict at 
work, conflict at home, difficult partner, divorce, separation, new parent, miscarriage, young children, difficult 
children, new house, elderly dependents, chronic high stress, poor sleep, flood, fire, car accident, victim of 
crime, assault, childhood trauma, other trauma, adoption, foster care, abuse, refugee. 

please list all the 

cosmetics, 
fragrances, 

cleaning agents 
and chemicals 

you use in daily 

life
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Digestive problems/IBS/coeliac

Other cancer

Breast/prostate/ovarian cancer

Diabetes



Body Scan - please underline or highlight any conditions which are a recent or recurrent problem: 

Energy & Metabolism 
low energy, erratic energy, slump after meals, tired all the time, 
drowsy during day, tired and wired, chronic fatigue, sleepy 
after lunch, sleepy after dinner, difficulty sleeping, wake during 
night, insomnia, hyperactive, overweight, underweight. can’t 
gain weight, can’t lose weight, dislike exercise, intensive 
exercise, pre-diabetic, Type 1 diabetic, Type 2 diabetic, high 
sugar intake, high fasting blood glucose, low fat diet, 
neuropathy, reduced kidney function, skin tags, dark skin in 
body creases, food cravings, bulimia, anorexia nervosa, always 
hungry, grazing all day, never feel full up, hypothyroid, 
hyperthyroid, goitre, chronic stress, acute stress, excess thirst, 
frequent urination, mercury amalgams, 

Digestive Tract and Microbiome 
bad breath, bleeding gums, gingivitis, gum disease, tooth 
decay, cracked lips, scalloped tongue, geographic tongue, 
sore tongue, coated tongue, white patches in mouth, cracks in 
corner of mouth, mouth ulcers, cold sores, persistent cough, 
rough throat, difficulty swallowing, excess saliva, headache, 
poor hair condition, earache, watery ears, itchy ears, dandruff, 
stuffy nose, runny nose, post-nasal drip, rhinitis, poor fingernail 
condition, fungal nails, acne, rosacea, dermatitis, eczema, 
psoriasis, acid reflux, silent reflux, gastritis, heartburn, 
indigestion, hiatus hernia, stomach ulcer, duodenal ulcer, 
gallstones, bloating, gut pain, constipation, sluggish bowel, 
loose stool, frequent stool, gut cramps, flatulence, belching, 
cystitis, thrush, genital itching, anal itching, haemorrhoids, IBS, 
IBD, Crohn’s, colitis, bowel polyps, diverticular disease, coeliac 
disease, food sensitivities, food allergies, parasites, lots of 
antibiotics, food poisoning, mucus in stool, black stool, grey 
stool, blood in stool, diarrhoea, undigested food in stool.  

Hormonal Balance & Mood 
dry mouth, dry eyes, protruding eyes, no tears, increased 
facial/body hair, decreased body/head hair, unexplained hair 
loss, dizzy, increased sweating, increased urination, difficulty 
remaining calm, palpitations, rapid breathing, low libido, 
difficulty reaching orgasm, easy orgasm, irregular periods, no 
periods, early menopause, early puberty, painful periods, 
PCO(S), endometrial thickening, endometriosis, fibroids, 
polyps, vaginal dryness, infertility, IVF, assisted conception, 
repeat miscarriage, lumpy breasts, breast cysts, fibrocystic 
breast disease, inverted nipple, orange peel skin on breasts, 
tender breasts, change in breast size, irregular breast outline 
(pre-surgery), nipple discharge, bleeding nipple, mastectomy, 
reconstruction, breast implant, oestrogen positive diagnosis, 
progesterone positive diagnosis, HRT, contraceptive pill, 
lethargic, low in motivation, depressed, anxious, can’t switch 
off, tired and wired, irritable, mood swings, sad, tearful, angry, 
aggressive, hyper, optimistic, happy, balanced. 

Defence & Repair 
eczema, migraine, pounding head, feeling of hangover, brain 
fog, herpes, poor sense of taste, poor night vision, cataracts, 
yellow eyes, dark circles under eyes, osteopenia, osteoporosis, 
red hair, stroke, TIA, palsy, neuralgia, recall after cervical smear, 
cervical hyperplasia, raised heart rate, creased or flaccid 
earlobe, macular degeneration, light sensitive eyes, cataracts, 
herpes, pelvic inflammatory disease, genital warts, skin warts, 
obesity, nausea, travel sickness, rashes, hives, stretch marks, 
fatty liver, swollen joints, painful joints, puffy joints, stiff joints, 
stiff muscles, rheumatic, frequent colds and infections, raised 
cholesterol, poor circulation, heart disease, angina, 
atherosclerosis, hypertension, varicose veins, bruise easily, 
palpitations, chest pain, short of breath, difficulty breathing, 
wheezing, asthma, bronchitis, persistent cough, frequent nose 
bleeds, slow wound healing, cracked skin, poor sense of smell 
or taste, hyper sensitive to smells, cigarette smoker, drink 
alcohol, freckles on skin, loss of pigmentation, dark patches, 
change in moles, athlete’s foot, fungal nails, ringworm, 
autoimmune disease, osteoporosis, fractures, sciatica, restless 
legs, sore muscles, sore knees, sore feet, gout, reduced 
mobility, numbness, tingling, tremor, allergy, anaphylaxis.   

Circadian Rhythm 
sleep >7 hours, sleep <7 hours, difficulty getting to sleep, 
difficulty staying asleep, sleep apnoea, prone to snoring, 
daytime napping, afternoon energy slump, fall asleep during 
evening, need an alarm clock to wake up, unrefreshed on 
waking, shift work, work from home, long working hours, work 
at weekend, no free time, always on the go, eat standing up, 
eat on the run, low daylight exposure, low exercise, intense 
exercise, exercise indoors, exercise after 9pm, light pollution in 
bedroom, pets in bedroom, noisy neighbourhood, screen use 
after dark, night time indigestion, caffeine in afternoon, 
caffeine in evening, caffeine to focus, late nights, frequent 
travel in different time zones, eat all day,TV snacking, night 
snacking, food cravings, food bingeing, eat when not hungry, 
rarely hungry, lack of willpower around food, chronic stress, 
acute stress, irritable, forgetful, confused, indecisive. 

Please list any other regular symptoms here:  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Food choices 

What do you normally eat and drink…(please think about week days and weekends too)

PRE-DIAGNOSIS POST-DIAGNOSIS

…when you wake up

…breakfast  

…lunch 

…dinner 

…snacks 
 

…drinks 
tea, coffee, water, 
alcohol, other?

What factors are important for 
meal planning?

low fat,  low carb,  whole grain, unrefined, low sugar,  low calorie,  low GI,  low cholesterol,  organic,  quick,  

free-range,  fresh,  grass-fed,  easy,  non-GMO,  cheap,  environmentally friendly,  lots of flavour,  not spicy

What is your idea of a  
super-healthy meal?

How many meals/snacks do you 
eat and at what times in the day?

What fats or oils do you cook with? 

What are your favourite foods?

What foods do you dislike?

What foods do you crave?

What would be hard to give up?

What do you eat/drink as treat?

What do you avoid/reduce for 
health or ethical reasons?

What food do you avoid/worry 
about since cancer diagnosis?

What supplements do you take?  
(If many, please send a photo)

What exercise do you do?

How much time outdoors?

© Dawn Waldron                                                                                     October 2019                                                                                                                   6



Life balance Please think about your of daily life. What areas of concern do you have? What are the positives and negatives? 

Depleting Balanced Supporting Comment

Career

Exercise

Family

Faith

Finance

Friends

Fun

Hobbies/Interests

Home

Inner life

Self-care/self-talk

Social life

Sleep

Stress

Thoughts

Workload

Has anything changed in your life since diagnosis e.g. diet, lifestyle, work or home life, mood, alcohol, smoking etc.

What other areas are a concern now?  What would you like to improve as a priority? What would make the biggest difference to your wellbeing?  

Think about the things that are prompting you to seek help. What would you like to ask me during our work together? 
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Client Agreement - Please read this and consider carefully before signing below 
I am keenly aware, and I’m sure you are too, that there is currently considered to be ‘no cure’ for cancer. Even though the NHS does 
its best via your oncologist there are no guarantees and there is a possibility that some treatment may do more harm than good. 
Nutritional Therapy (NT) is no different: there is no guarantee that the work we do together will be effective, and a small chance that 
it may make things worse. I am a trained and registered nutritional therapist, a life coach and a cancer survivor with a personal and 
professional interest in staying disease free. Please understand that I am not a medical doctor and it is not my aim to ‘treat’ cancer. 
My work is based on the understanding that a healthy body has an innate healing capacity. My aim is to give you the information to 
restore your body as far as possible to equilibrium so that it can defend itself. My work is primarily evidence based but I also use 
instinct, experience and common sense when making recommendations. Some health professionals and educated lay persons have 
different views and it is up to you to satisfy yourself whose advice you want to follow.  

NT is the application of nutrition science in the promotion of health, performance and individual care; practitioners use a wide 
range of tools to assess and identify potential nutritional imbalances and understand how these may contribute to symptoms and 
health concerns. This approach allows them to work with individuals to address nutritional balance and help support the body 
towards maintaining health. Nutritional therapy is recognised as a complementary medicine and is relevant for individuals with 
chronic conditions, as well as those looking for support to enhance their health and wellbeing. Practitioners consider each 
individual to be unique and recommend personalised nutrition and lifestyle programmes rather than a 'one size fits all' approach. 
Practitioners never recommend nutritional therapy as a substitute for medical advice and/or treatment and always refer any client 
with 'red flag' signs or symptoms to their medical professional. Cancer is a ‘red flag’ symptom. The degree of benefit obtainable 
from Nutritional Therapy may vary between clients with similar health problems following a similar Nutritional Therapy programme. 
Standards of professional practice in Nutritional Therapy are governed by the CNHC Code of Conduct.  

You agree to: 

• maintain contact with your GP/oncologist and inform your medical team of any health concerns you may have 
• tell your GP/oncologist and any other practitioners who are helping you about the nutrition strategy we have agreed together 
• tell me about any medical diagnosis, medication, clinical trials, herbal medicine, or supplements 
• let me know any changes to the above information for the duration of the time we are working together 
• treat my advice as ‘complementary’ (in addition) to your medical treatment rather than ‘alternative’ (instead of)  
• contact me as soon as possible if you are worried or unclear about  any of the advice I have provided   
• contact me if you plan to continue taking supplements beyond the time frame I have recommended especially if medical treatment changes 
• recognise that the advice I provide is personal to you and may not be appropriate for others 
• take personal responsibility for implementing the advice I provide, or for choosing not to 

I agree to: 

• provide nutrition and lifestyle advice tailored to your personal situation based on evidence and experience  
• recommend the most appropriate supplements and tests based on my current knowledge, and only when necessary 
• follow my BANT/CNHC code of conduct and maintain my professional development, registration and insurance 
• keep all information you share with me safe and confidential (see data storage clause below) 
• provide the opportunity to reschedule appointments or receive a refund if reasonable notice is provided (see booking page) 
• support you to the best of my ability and make referral recommendations if I feel I can no longer help 

Please read all the notes above and sign this form to agree that our professional relationship will be based on the above understanding and 
indicate that you have disclosed all relevant information relating to your current state of health.     

        
Signed_____________________________ Date __________________ 

Storing your data 
In order to provide you with advice I will store personal information which may include family and health history, medical and genetic data, address, 
gender, ethnicity, disability and lifestyle habits. While we are working together I will store information on paper and/or digitally on my desktop 
computer and in the cloud: password protected but not encrypted. My consulting room is inside my home. I will not share your information with any 
third parties without your consent unless I am legally required to do so. Once we have completed our work together, all paper will be scanned, 
shredded, and recycled within 1 year. Digital records will be deleted after 8 years. You are entitled to request a copy of any information I hold about 
you. I may contact you by email with details of my services from time to time. If you are happy with this arrangement please sign below. I understand 
and accept your information storage arrangements     

Signed_____________________________ Date __________________  

Please photograph, scan or send me your completed questionnaire to reach me by the Friday before our first appointment.   
Please retain a copy and DO NOT send by special delivery or any other postal service that requires a signature.  
Address: Dawn Waldron, 16 Modest Corner, Tunbridge Wells, TN4 0LS  
Email: dawnwaldron@mac.com with scans or high resolution photos.
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