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Lifestyle Assessment


Name:________________________________________________Date:____________________

Address:______________________________________________________________________

Phone: (H)____________________ (W)____________________ (C)_____________________

Email:__________________________________/_____________________________________

Age:__________ Birthday:_______________ 

Personal Physician_________________________Phone__________________________

Emergency Contact________________________Relation________Phone______________________

GOALS

What are your primary goals? 
1. ______________________________________________________
2. ______________________________________________________
3. ______________________________________________________
Secondary goals?
1. ______________________________________________________
2. ______________________________________________________
3. ______________________________________________________
Long term goals?
1. ______________________________________________________
2. ______________________________________________________
3. ______________________________________________________
Short term goals? 
1. ______________________________________________________
2. ______________________________________________________
3. ______________________________________________________

How long have you had these goals? ______________________________________________

Describe any success you’ve had with achieving these goals: ___________________________
_____________________________________________________________________________

What would achieving these goals do for you? _______________________________________
_____________________________________________________________________________

What has gotten in your way of achieving these goals? ________________________________
_____________________________________________________________________________

What will happen if you do nothing toward these goals? ________________________________
______________________________________________________________________________

What do you need to make these goals a reality? _____________________________________

Is there anything else you want for yourself? What would it be like if you could have it?
_____________________________________________________________________________________


NUTRITION
Weight
	Years at Present Weight
	Highest Weight/Year
	Desired Weight
	Year Last at Desired Weight

	
	|
	
	



Diet Attempts
	Diet Programs or Centers/Year(s)
	Diet Products/Year(s)
	Vitamins/Supplements

	|
	|
	

	|
	|
	

	|
	|
	

	|
	|
	

	|
	|
	



	What are you currently doing that will move you closer to your desired weight?
	What are you currently doing that is getting in the way of you achieving your desired weight?

	


	



Dietary Habits

	Number of daily meals?
	
	
	Number of daily snacks?
	

	Time of Breakfast
	
	
	Time of AM Snack
	

	Time of Lunch
	
	
	Time of PM Snack
	

	Time of Dinner
	
	
	Time of Evening Snack
	



	Number of servings of fruit/daily
	
	
	Number of servings of dairy/daily
	

	Number of servings of veggies/daily
	
	
	Number of servings of water (8 oz)/daily
	

	# of alcoholic drinks per week
	
	
	# of replacement drinks/bars daily
	



	
	Yes
	No

	Do you skip meals often?
	
	

	Do you use microwave/”TV” dinners?
	
	

	Do you cook for yourself/others?
	
	



	Most of my meals are:
	
	My meals are:

	Prepared from scratch
	
	
	Eaten at home
	%

	Heat/cook & eat   
	
	
	Eaten at a restaurant
	%

	Eat/take out
	
	
	Fast food
	%

	Other (describe)
	
	
	Eaten at work or school
	%

	
	
	
	Eaten in the car
	%



	How often do you eat late at night?
	
	What are you likely to be doing when you’re eating?

	Never
	
	
	TV
	

	Occasionally
	
	
	Reading
	

	Often  
	
	
	Other (describe)
	



	What factors, other than hunger, lead to eating for you?

	
	Boredom
	
	Anger
	
	Nervousness

	
	Depression
	
	Happiness
	
	Social Situations

	
	Emotional Upset
	
	Loneliness
	
	Seeing Food

	
	Stress
	
	Being Tired
	
	Other (describe)

	
	Time of Day
	
	
	
	


EXERCISE/ACTIVITY

Have you worked with a Personal Trainer/Fitness Professional in the past? ___Yes ___No

Describe your experience/results: __________________________________________________

	
	
	# Hours Daily
	Days Per Week
	Days Annually
	
Sedentary
	
Active
	Physically Demanding

	
	Work at a place of business
	
	
	
	
	
	

	
	Work from home
	
	
	
	
	
	

	
	Stay at home mom
	
	
	
	
	
	

	
	Go to school
	
	
	
	
	
	

	
	Travel for work
	
	
	
	
	
	



	Sleep Patterns
	

	
	Sleep through the night

	
	Often wake up and can’t go back to sleep

	
	Often have trouble falling asleep

	
	Other (describe)


 
	Stress Level
	

	
	Low

	
	Medium

	
	High

	
	Variable



Do you exercise currently? ___Yes ___No   What do you do? ____________________________

What time of day? _________________

	Activity
	Mon
	Tues
	Wed
	Thurs
	Fri
	Sat
	Sun

	Strength
	
	
	
	
	
	
	

	Cardio
	
	
	
	
	
	
	

	Flexibility
	
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	



Summarize your exercise history: __________________________________________________

______________________________________________________________________________

______________________________________________________________________________

What kinds of exercise/activity do you enjoy? ________________________________________

______________________________________________________________________________


Any additional comments:
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