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info@gntc.ie

(087) 3800890

www.gntc.ie



Name:  ___________________________________________________________________________
Address: __________________________________________________________________________
Eircode:  __________________________________________________________________________
Date of birth: ______________________________________________________________________
Mobile number:  ____________________________________________________________________
Next of kin: ________________________________________________________________________
Next of kin mobile:  _________________________________________________________________
GP: _______________________________________________________________________________
Consultant: ________________________________________________________________________

	
	Previous medical history
	Family history (parents, siblings)

	Type 2 diabetes         
	Yes ⃝   No   ⃝
	Yes ⃝   No   ⃝

	                                               Heart disease             
	Yes ⃝   No   ⃝
	Yes ⃝   No   ⃝

	High blood pressure   
	Yes ⃝   No   ⃝
	Yes ⃝   No   ⃝

	Raised cholesterol      
	Yes ⃝   No   ⃝
	Yes ⃝   No   ⃝

	                                              Allergies                       
	Yes ⃝   No   ⃝
	Yes ⃝   No   ⃝

	Osteoporosis/osteopenia
	Yes ⃝   No   ⃝
	Yes ⃝   No   ⃝

	Irritable bowel syndrome
	Yes ⃝   No   ⃝
	Yes ⃝   No   ⃝

	Family history of dementia
	
	Yes ⃝   No   ⃝


                                             

Medications:    Yes ⃝   No   ⃝
Please list all medications currently used: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Bloods:  recent bloods (in the past 12 months) Yes   ⃝   No ⃝
Please list any abnormal blood results. If attending for gut health please bring a recent coeliac screen ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Skin health:  Satisfactory   Yes ⃝   No ⃝
Please list any concerns ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Gut health: Satisfactory Yes ⃝   No ⃝
Please list any concerns ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Lifestyle history: 

Smoker:  Yes   ⃝   No   ⃝
Alcohol:  Yes ⃝   No ⃝

Please list the type and amount of alcohol taken every week: ______________________________________________________________________________________________________________________________________________________

Physical activity/exercise:  Yes ⃝ No ⃝
Please list type and amount of physical activity undertaken every week ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Supplements:  Yes ⃝   No ⃝
Please list or ideally bring any supplements taken to your appointment ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you take a vitamin D supplement from October to April:    Yes   ⃝    No   ⃝

Please list the vitamin D supplement taken:  ______________________________________________

Sleep: Satisfactory Yes ⃝   No ⃝
How many hours sleep do you get each night:  ___________________________________

How would you rate your stress levels on a scale of 1 – 10:     1 low – 10 high:  _________________
Do you practice any of the following:  Mindfulness Yes ⃝ No ⃝
                                                                     Breath work   yes ⃝ No ⃝
                                                                      Journaling     Yes ⃝   No ⃝

Food diary completed:  Yes   ⃝   No   ⃝

What is your reason for attending the dietitian today?: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What outcome are you hoping for from this appointment?: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Thank you for completing the assessment form.
Please email to info@gntc.ie prior to your appointment.
This will allow us to make the best use of your appointment time.
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