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Informed Consent Form & Terms For Nutritional Counseling


[bookmark: Text20]I        give consent to Jeffrey Rothschild, MS, RD [TriFit Nutrition] to provide Nutrition Counseling to myself, or the person for whom I am legally responsible. The consultation will provide information and guidance about health factors within my own control (diet, nutrition, and lifestyle) in order to support my health and wellness. 
I understand that Jeffrey Rothschild is a Registered Dietitian, not a physician. He will not diagnose or treat any medical condition, but he will provide nutritional support and nutrition education for an already diagnosed condition. He provides education to enhance my knowledge of health through the use of whole foods, dietary supplements, and behaviors associated with eating. While nutritional support can be an important complement to my medical care, I understand these services are not a substitute for medical care. 
Methods of nutritional evaluation or testing made available to me are not intended to diagnose disease. Rather, these assessment tests are intended as a guide to developing an appropriate health-supportive program for me, and to monitor my progress in achieving my goals. 
Medical records and personal information and history divulged during sessions or via personal communication will be kept confidential, unless I consent to sharing my medical information. I have the right to approve or refuse the release of specific information except when the release is required or authorized by law or regulation. I can obtain a copy of TriFit Nutrition’s notice of privacy practices on request.
I agree to hold TriFit Nutrition [Jeffrey Rothschild, MS, RD] harmless for claims or damages in connection with our work together. This is a contract between myself and TriFit Nutrition and I understand that it is also a release of potential liability. 
I also acknowledge that TriFit Nutrition has a 24-hour cancellation policy for all sessions, after which I will be charged for my scheduled session.
[bookmark: Text21]     
[bookmark: Text22]     

Patient Signature (or Guardian, if minor) 			Date

[bookmark: Text23]     


Printed Name



[image: ]

[bookmark: Text1]Name:      
[bookmark: Text3]Date of Birth:      
[bookmark: Text2]Email:      
[bookmark: Text4]Phone Number:      


1) [bookmark: Text5]What is the main reason for your visit today?      

[bookmark: Text6]2) 	What medical diagnoses do you currently have/are being treated for?      
	
[bookmark: Text7]3) 	What supplements or medications are you currently taking? (Including birth control, multi, fish oil, protein, etc., and the brands if possible)      
	
[bookmark: Text8]4)	What type of exercise or training do you do?      
	
[bookmark: Check1][bookmark: Check2][bookmark: Check3]5)	Do you consider yourself to be somebody who always tries to maximize their health and performance? 	 No |_| 	Somewhat |_|   	Yes! |_|

[bookmark: Text10]6)	What are your health and nutrition-related goals?       
	
[bookmark: Text11]7)	What nutrition-related challenges do you encounter that make it difficult to reach those goals?	      

[bookmark: Text12]8)	How would you rate your digestion? (Consider regular bathroom habits, acid reflux, general indigestion, etc)       

[bookmark: Text13]9)	How often do you take NSAIDs (Ibuprofen/aspririn)?      

[bookmark: Text14]10)	Do you have any food or medication allergies?      

[bookmark: Text17]11)	When was your last physical/check-up with a doctor?       

[bookmark: Text18]12)	What would success look like to you as we work together? (Be as specific as possible!)      
	 
[bookmark: Text19]*	I understand that TriFit has a 24-hour cancellation policy on appointments, after which I will be charged for my scheduled session (initial)      









Brain Health and Nutrition Assessment

SECTION 1 (Brain Circulation) 
· Low brain endurance for focus and concentration    
[bookmark: _GoBack][bookmark: Check4][bookmark: Check5][bookmark: Check6]			Never |_|		Sometimes |_|		Often |_|

· Cold hands and feet  
			Never |_|		Sometimes |_|		Often |_|

· Must exercise or drink coffee to improve brain function
		Never |_|		Sometimes |_|		Often |_|

· Must wear socks at night  
		Never |_|		Sometimes |_|		Often |_|

· The tip of the nose is cold  
		Never |_|		Sometimes |_|		Often |_|

SECTION 2 (Low Blood Glucose Symptoms)  
· Irritable, nervous, shaky, or light-headed between meals  
		Never |_|		Sometimes |_|		Often |_|

· Feel energized after meals  
		Never |_|		Sometimes |_|		Often |_|
· Difficulty eating large meals in the morning  
		Never |_|		Sometimes |_|		Often |_|
· Energy level drops in the afternoon  
		Never |_|		Sometimes |_|		Often |_|
· Crave sugar and sweets in the afternoon  
		Never |_|		Sometimes |_|		Often |_|
· Wake up in the middle of the night  
		Never |_|		Sometimes |_|		Often |_|



SECTION 3 (High Blood Glucose Symptoms)  

· Fatigue after meals  
		Never |_|		Sometimes |_|		Often |_|
· Sugar and sweet cravings after meals  
		Never |_|		Sometimes |_|		Often |_|
· Need for a stimulant, such as coffee, after meals  
		Never |_|		Sometimes |_|		Often |_|
· Increased frequency of urination  
		Never |_|		Sometimes |_|		Often |_|

SECTION 4 (Stress and Brain Health)  

· Always have projects and things that need to be done  
		Never |_|		Sometimes |_|		Often |_|
· Never have time for yourself  
		Never |_|		Sometimes |_|		Often |_|
· Not getting enough sleep or rest  
		Never |_|		Sometimes |_|		Often |_|

SECTION 5 (Essential Fatty Acids) 

· Dry and unhealthy skin or flaky scalp
		Never |_|		Sometimes |_|		Often |_|
· Consumption of processed foods that are bagged or boxed 
		Never |_|		Sometimes |_|		Often |_|
· Consumption of fried foods 
		Never |_|		Sometimes |_|		Often |_|
· Consumption of raw nuts or seeds, olive oil, or avocado 
		Never |_|		Sometimes |_|		Often |_|
· Consumption of fish (not fried) 
		Never |_|		Sometimes |_|		Often |_|

SECTION 6 (Brain-Gut Axis) 

· Difficulty digesting foods 
		Never |_|		Sometimes |_|		Often |_|
· Constipation or inconsistent bowel movements 
		Never |_|		Sometimes |_|		Often |_|
· Increased bloating or gas 
		Never |_|		Sometimes |_|		Often |_|
· Abdominal distention after meals 
		Never |_|		Sometimes |_|		Often |_|
· Difficulty swallowing supplements or food, or abnormal gag reflex 
		Never |_|		Sometimes |_|		Often |_|

SECTION 7 (Brain-Immune Axis) 

· Brain fog (unclear thoughts or concentration) 
		Never |_|		Sometimes |_|		Often |_|
· Pain and inflammation 
		Never |_|		Sometimes |_|		Often |_|
· Brain fatigue after exposure to chemicals, scents, or pollutants 
		Never |_|		Sometimes |_|		Often |_|
· Brain fatigue when the body is inflamed 
		Never |_|		Sometimes |_|		Often |_|

SECTION 8 (Gluten Digestion) 

· Grain consumption leads to tiredness or difficulty concentrating
		Never |_|		Sometimes |_|		Often |_|
· Feel better when bread and grains are avoided 
		Never tried |_|	     Not sure |_|		    Yes |_|
· A 100% gluten-free diet 
		Never tried |_|	Sometimes |_|		Often |_|
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