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Groundwork – Couples


PARTNER ONE
	Name
	
	Date
	

	Address
	
	City ST Zip
	

	Email
	
	Phone
	

	Occupation
	
	Schedule -

Hrs per Week
	


PARTNER TWO
	Name
	
	
	

	Email
	
	Phone
	

	Occupation
	
	Schedule -

Hrs per Week
	


Existing or recent past (last 3 years) illnesses, injuries or other hospitalizations:
Current medications or supplements:
Pregnancy, Fertility Treatments: (provide due date or list treatments)

Other healers, helpers or therapies with which you are involved:

Please list your main health concerns.

Please list any other concerns.

Circle/elaborate on your biggest obstacles or challenges in living a healthier life:
Time
Knowledge
Motivation
Will-Power
Support
Other ___________________
What percentage of your food is home-cooked?



Which meals are most often homemade?
current family Eating Habits

	
	Breakfast
	Lunch
	Dinner
	Snacks

	Do you regularly eat?
	Y / N
	Y / N
	Y / N
	Y / N

	What foods do you eat most often? (list 5-6)
	
	
	
	

	How strong is your appetite?
	
	
	
	

	Typical time or varied?
	
	
	
	


Lifestyle Habits and Characteristics

Exercise (each put your initial next to your answer)

· 1 if you don't exercise at all

· 2 if you are lightly active (normal every day activities)

· 3 if you are moderately active (exercise 3 to 4 times a week)

· 4 if you are very active (exercise more than 4 times a week)

· 5 if you are extremely active (exercise 6 or more times a week for at east 45 minutes)

Partner One:

Do you sleep well?

How many hours per night on average?

What is your usual energy level on a scale of 1 to 10 at the following times of day?

Morning _____
Mid-day _____
Afternoon _____
Night ______
Partner Two:

Do you sleep well?

How many hours per night on average?

What is your usual energy level on a scale of 1 to 10 at the following times of day?

Morning _____
Mid-day _____
Afternoon _____
Night ______
- - - All information discussed in this session will be held strictly confidential - - -
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