[image: image1.jpg]Ybodykindnutrition





	[image: image1.jpg] 
      Childhood Disorders Questionnaire


This questionnaire is designed to provide your nutritional therapist with the necessary information to build a tailored treatment programme. Please answer the questions as accurately as you can. All the details you provide on this form will be held private and confidential.
After completion, return by email to info@bodykind.com.
Press the ‘Tab’ key to move to the next field. 
	PERSONAL DETAILS


	
	
	
	
	
	

	Your name:
	     
	
	Date:
	     
	

	
	
	
	
	
	

	Child’s name:
	     
	
	
	

	
	
	
	
	
	

	Relation to child:
	     
	

	
	
	
	
	
	

	Email:
	     
	

	
	
	
	
	
	

	Phone numbers:
	     
	

	
	

	Contact address:
	     
	

	
	

	GP name & phone:
	     
	

	
	
	
	
	
	

	GP address:
	     
	

	
	
	
	
	
	

	Date of birth:
	     
	Height:
	     
	Weight:
	     
	

	
	
	
	
	
	

	Do you give permission for your doctor to be contacted?
	 FORMCHECKBOX 

	(tick if yes)

	Is your child currently undergoing medical treatment?
	 FORMCHECKBOX 

	

	Does your child have any special dietary considerations? (e.g. vegetarian, allergies etc.)

	Please give details:
	     
	

	
	

	Reason for consultation:
	     
	

	
	
	
	
	
	


	MEDICATIONS AND SUPPLEMENTS 
List all medications and supplements that your child is taking. 


	     Medication/Supplement

	  Details


	1.
	     
	
	
	     
	

	2.
	     
	
	
	     
	

	3.
	     
	
	
	     
	

	4.
	     
	
	
	     
	

	5.
	     
	
	
	     
	

	6.
	     
	
	
	     
	

	7.
	     
	
	
	     
	

	
	
	
	
	
	


	ILLNESSES, DIAGNOSED CONDITIONS AND OPERATIONS
Please list any major operations and illnesses that your child has had. Also list any diagnosed conditions and any ongoing complaints such as eczema, hayfever etc. 


	     Year

	    Details


	1.
	     
	
	
	     
	

	2.
	     
	
	
	     
	

	3.
	     
	
	
	     
	

	4.
	     
	
	
	     
	

	5.
	     
	
	
	     
	

	6.
	     
	
	
	     
	

	7.
	     
	
	
	     
	

	
	
	
	
	
	


	SIGNS AND SYMPTOMS ANALYSIS



	Please tick the boxes that apply to your child. (Click on the box and a cross will appear)


	SECTION ONE
	
	
	Gastro
	 

	
	
	
	
	

	Large stools (that block toilet)
	 FORMCHECKBOX 

	
	Greasy or shiny stools
	 FORMCHECKBOX 


	Undigested food visible in stools
	 FORMCHECKBOX 

	
	Frequent diarrhoea
	 FORMCHECKBOX 


	Less than 1 bowel movement daily
	 FORMCHECKBOX 

	
	Bloating
	 FORMCHECKBOX 


	Irritable stools
	 FORMCHECKBOX 

	
	Narrow food choices
	 FORMCHECKBOX 


	   (hard & dry/mushy & wet)
	
	
	
	

	
	
	
	
	

	SECTION TWO
	
	
	Intestinal perm
	

	
	
	
	
	

	Itchy/watery eyes
	 FORMCHECKBOX 

	
	IBS
	 FORMCHECKBOX 


	Asthma/respiratory problems
	 FORMCHECKBOX 

	
	Use pain medication
	 FORMCHECKBOX 


	Allergies (food/pollen/dust etc)
	 FORMCHECKBOX 

	
	Have taken antibiotics
	 FORMCHECKBOX 


	
	
	
	
	

	SECTION THREE
	
	
	Zinc/copper
	

	
	
	
	
	

	Involuntary jerky movements
	 FORMCHECKBOX 

	
	Poor appetite
	 FORMCHECKBOX 


	Gold-green rings around eye’s iris
	 FORMCHECKBOX 

	
	Slow wound healing
	 FORMCHECKBOX 


	Delayed growth or maturation
	 FORMCHECKBOX 

	
	Frequent illness
	 FORMCHECKBOX 


	
	
	
	
	

	SECTION FOUR
	
	
	Omega 3
	

	
	
	
	
	

	Poor eye contact
	 FORMCHECKBOX 

	
	Dry, flaky skin
	 FORMCHECKBOX 


	Hostile behaviour
	 FORMCHECKBOX 

	
	Sensory dysregulation
	 FORMCHECKBOX 


	Skin rashes
	 FORMCHECKBOX 

	
	Don’t like to be touched
	 FORMCHECKBOX 


	
	
	
	
	

	SECTION FIVE
	
	
	Methylation
	 

	
	
	
	
	

	Difficulty with food additives
	 FORMCHECKBOX 

	
	Reddened lips
	 FORMCHECKBOX 


	One cheek pale, one cheek red
	 FORMCHECKBOX 

	
	Poor tolerance for medication
	 FORMCHECKBOX 


	
	
	
	
	

	SECTION SIX
	
	
	Blood sugar
	

	
	
	
	
	

	Headaches
	 FORMCHECKBOX 

	
	Gets restless or ‘antsy’
	 FORMCHECKBOX 


	Mood swings or tantrums
	 FORMCHECKBOX 

	
	Irritable
	 FORMCHECKBOX 


	
	
	
	
	

	SECTION SEVEN
	
	
	Neurotransmitters
	

	
	
	
	
	

	Withdrawn or anxious
	 FORMCHECKBOX 

	
	Sleep problems
	 FORMCHECKBOX 


	Excessively tired
	 FORMCHECKBOX 

	
	Impulsive behaviour
	 FORMCHECKBOX 


	
	
	
	
	


	Please use the space below to list any other symptoms your child has.

	     

 FORMTEXT 
     
     

 FORMTEXT 
     


	DIETARY HABITS



What foods does your child …
	… enjoy.
	     


	… dislike.
	     


Does your child eat out?        FORMCHECKBOX 
Never     FORMCHECKBOX 
Occasionally      FORMCHECKBOX 
Frequently
Have you tried special diets for your child in the past? (Please list any diets tried.) 
	     


	HOME LIFE



	About how many hours sleep does your child get on weekday nights?
	     


	About how many hours sleep does your child get on weekend nights?
	     


How active is your child?    FORMCHECKBOX 
Inactive     FORMCHECKBOX 
A little    FORMCHECKBOX 
Moderately    FORMCHECKBOX 
Very
Does you child attend …     FORMCHECKBOX 
Day Nursery    FORMCHECKBOX 
Childminder    FORMCHECKBOX 
Playgroup    FORMCHECKBOX 
School
Do you keep a regular schedule for meals and bedtime?     FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
	On a scale of 1-10 how motivated are you to make changes 
to your child’s diet and lifestyle?

	Not at all 
1
2
3
4
5
6
7
8
9
10
Extremely 
motivated
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Motivated



	On a scale of 1-10 how confident are you about making changes 
to your child’s diet and lifestyle?

	Not at all 
1
2
3
4
5
6
7
8
9
10
Extremely 
confident
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 Confident



 FORMCHECKBOX 
I confirm that the information provided is correct to the best of my knowledge.
Thank you. Please return this form by email to info@bodykind.com.
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