Informed Consent Form

MoodFood Clinic
Aaron Mello, MNT

and Cancella on Policy

720-683-8715
aaron@moodfoodclinic.com
www.moodfoodclinic.com

I, ________________________ am employing the services of Aaron Mello, MNT so I can obtain
informa on and guidance about health factors within my own control as they relate to nutri on, in
order to support my health and wellness.
I understand that Aaron Mello is a Master Nutri on Therapist and he does not dispense medical advice
or prescribe treatment. He is not a physician, medical doctor or psychologist and does not diagnose,
treat, or cure any diseases. Rather, he provides educa on to enhance my knowledge of health as it
relates to foods, dietary supplements, and behaviors associated with my ea ng.
While nutri onal support can be an important component of health, I understand that nutri onal
counseling is not a subs tute for appropriate care from by a licensed medical provider.
I understand that Aaron Mello will keep notes as a record of our work together. All such notes,
personal informa on, and medical records will be kept strictly conﬁden al unless I consent to sharing
informa on by way of a signed release.
I understand Aaron Mello, MNT does his best to be punctual and prepared for his appointments and for
that reason that his clients must be punctual and prepared also.
Please ini al the statements below:
______I understand I may be charged for my missed appointment if I fail to give at least 24 hours
no ce to cancel or reschedule an appointment.
______I understand that if I am more than 15 minutes late for an appointment I may asked to
reschedule and I may be charged for the missed appointment.

________________________________
Client or Guardian’s Signature

_____________________
Date

________________________________
Printed name
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Client Intake Form

MoodFood Clinic
Aaron Mello, MNT
720-683-8715
aaron@moodfoodclinic.com

You are at the beginning of a journey.

www.moodfoodclinic.com
The purpose of this form is for me to understand a little bit about where you are and where you’ve been.
There is a lot of room to write whatever comes to mind. There are no right or wrong answers.
Write as little or as much as feels right to you.

The basics:
Name _______________________________________________________ Date ______________________
Address ____________________________________ City _________________ State _____ Zip __________
Phone ____________________ Cell ______________________ Email ______________________________
Date of Birth _________________ Gender ______________ Height ___________ Weight ______________
Emergency Contact ______________________ Rela onship ____________ Phone ____________________
Occupa on______________________ Where did you grow up?____________________________________

What are you thinking and feeling right now?
How do you feel about being here? Do you want to be here?
_______________________________________________________________________________________
_______________________________________________________________________________________
Why do you think you are here?
_______________________________________________________________________________________
_______________________________________________________________________________________
If it were up to you, what would you be doing right now?
_______________________________________________________________________________________
_______________________________________________________________________________________
How determined are you to lose weight and feel be8er?
Not at all, really

A li8le bit

Pre8y determined

(circle one)
Yes, whatever it takes!

The ﬁrst thing I’ll ask you to do is complete a 7-day food diary, which will record everything you eat and
drink for seven days. Is this something you’re willing and able to do? ____________________________
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Client Intake Form

MoodFood Clinic
Aaron Mello, MNT
720-683-8715

There are many obstacles to overcome.

aaron@moodfoodclinic.com
www.moodfoodclinic.com

What brings you here today?

Have you been diagnosed with a psychiatric disorder? If so, what?
____________________________________________________________________________________
Do you think you agree with this diagnosis? __________________________________________________
Why? _________________________________________________________________________________
____________________________________________________________________________________
Approximate date of diagnosis _______________ Who diagnosed you? ___________________________
Do you take any prescrip on medica on
or supplements?

Medica on
Dose
Length of Use
_______________|___________|______________________
_______________|___________|______________________
_______________|___________|______________________
_______________|___________|______________________
_______________|___________|______________________
_______________|___________|______________________
_______________|___________|______________________

What other treatments are you pursuing in addi on to nutri on?
____________________________________________________________________________________
____________________________________________________________________________________
What do you think I’ll be able to do for you? Be honest, even if your answer is “absolutely nothing”.
____________________________________________________________________________________
What do you hope for most in your treatment?
____________________________________________________________________________________
____________________________________________________________________________________
What do you think is preven ng you from geGng be8er?
____________________________________________________________________________________
____________________________________________________________________________________
Why? _________________________________________________________________________________
____________________________________________________________________________________
How do you feel about answering these ques ons? (Interested, engaged, annoyed, bored, confused...)
____________________________________________________________________________________
____________________________________________________________________________________
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Client Intake Form

MoodFood Clinic
Aaron Mello, MNT
720-683-8715
aaron@moodfoodclinic.com

You’ll need tools along your journey.

www.moodfoodclinic.com

What kind of emo ons do you feel?
•

Circle the words that describe how you feel now or more than twice a week.
Scratch out any words that you feel the opposite:
Accepted

Angry

Anxious

Apprehensive

Bored

Cared for

Content

Crazy

Cruel

Defeated

Depressed

Deﬁant

Distracted

Enthusias c

Exasperated

Embarrassed

Emo onal

Ecsta c

Euphoric

Fascinated

Frightened

Furious

Grouchy

Grumpy

Hopeless

Hurt

Humiliated

Hysterical

Happy

Isolated

Insecure

Joyful

Ji8ery

Lazy

Loved

Lonely

Miserable

Needy

Neglected

Nervous

Op mis c

Ornery

Outgoing

Peaceful

Proud

Pushy

Passive

Quiet

Rejected

ResenNul

Sad

Shame

Stressed

Stoic

Timid

Tense

Triumphant

Uncomfortable

Vain

Worried

What do you do when you’re stressed out?
____________________________________________________________________________________
Who do you talk to when you’re upset, scared or feeling overwhelmed?
____________________________________________________________________________________
Why?
____________________________________________________________________________________
____________________________________________________________________________________
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Client Intake Form

MoodFood Clinic
Aaron Mello, MNT
720-683-8715
aaron@moodfoodclinic.com

You’ll need allies to help along the way.

Review of Symptoms:
•
•

Check any condi ons that run in your
family or you have had in the past
Circle any you experience currently

Cons tu onal / Endocrine
□ Fever
□ Chills
□ Weakness / Fa gue
□ Weight gain / loss (which?)
□ Insomnia
□ Snoring
□ Excessive thirst
□ Excessive urina on
□ Heat or cold intolerance
Ear, Nose & Throat
□ Sore throat
□ Change in voice
□ Sinus drainage
□ Nose bleeds
□ Ear ache / drainage
□ Hearing loss
□ Ringing in the ears
□ Blurred vision
□ Itchy / dry eyes

Urinary
□ Pain or burning with urina on
□ Diﬃculty star ng or stopping urina on
□ Blood in urine
Genital / Sex Organs
□ Genital pain / soreness
□ Painful intercourse
□ Lack of sexual desire
□ Problems with performance
Cardiac
□ Chest pain
□ Heart palpita on
□ Irregular heartbeat
□ Exercise intolerance
□ Leg swelling
Respiratory
□ Persistent cough
□ Coughing up blood
□ Shortness of breath / Wheezing

Gastrointes nal
□ Nausea / vomi ng
□ Diﬃculty swallowing
□ Hemorrhoids
□ Diarrhea / Cons pa on
□ Black or bloody stools
□ Abdominal pain
□ Heartburn / indiges on
□ Frequent use of laxa ves

Psychological
□ Depressed mood
□ Suicidal thoughts / plans
□ Agita on / irritability
□ Anxiety
□ Crying spells
Neurological
□ Dizziness
□ Tremors
□ Balance issues
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Client Intake Form

MoodFood Clinic
Aaron Mello, MNT
720-683-8715
aaron@moodfoodclinic.com

This form is the beginning of a new chapter.

www.moodfoodclinic.com

What do you like to eat?
•

Circle the foods that you like and eat oSen. Scratch out one that you don’t like. Write in other foods
you like in empty spaces.
Beef

Bread

Candy

Cheese

Chinese food

Crackers

Eggs

Fast food

Fish

Fruit

Greek food

Mexican food

Nuts

Pasta

Plain yogurt

Chicken &
Turkey

Sauerkraut

Soda

Sushi

Sweets

Tor llas

Raw vegetables

Cooked
vegetables

Greasy food

Other:

•

What kind of foods do you like? Scratch out ones you don’t like.
Bland

Cheesy

Cold

Creamy

Crispy

Crunchy

Decadent

Fresh

Heavy

Hot

Juicy

Light

Meaty

Salty

Savory

Sour

Spicy

Sweet

Ea ng Preferences & Habits
How oSen do you eat breakfast? ___________________________________________________________
Do you mostly eat alone or with others? _____________________________________________________
How oSen do you cook? _______________________________ Do you like to cook? _________________
Do you enjoy ea ng? ____________________________________________________________________
What do you like most about food? ________________________________________________________
_____________________________________________________________________________________
What do you like least about food? ________________________________________________________
_____________________________________________________________________________________
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Client Intake Form

MoodFood Clinic
Aaron Mello, MNT
720-683-8715
aaron@moodfoodclinic.com

The journey will become your story.

www.moodfoodclinic.com

Lifestyle & Habits
Do you exercise? What kind, how oSen? ____________________________________________________
______________________________________________________________________________________
What is your temperament? Do you like to be ac ve, climbing mountains, walking leisurely, or siGng on
the couch with a book or a laptop?
______________________________________________________________________________________
______________________________________________________________________________________
Are you an early riser or a night owl? _______________________________________________________
How many hours do you sleep per night? _________ Is that consistent? ___________________________
What me of day do you work / go to school? ________________________________________________
Do you eat food late at night (aSer 9pm)? ___________________________________________________
How many hours per day do you spend siGng in front of a screen (computer, phone or tablet)?
0-2 hours

2-4 hours

4-8 hours

8 hours or more

How oSen do you spend me outside? (circle one)
Every day

Once or twice a week

Once a week at best

Never

Drugs, Alcohol and others
Do you smoke cigare8es? How many per day? _______________________________________________
Do you drink alcohol? How much per week? ________________________________________________
Do you use any recrea onal drugs, legal or illegal? What kinds and how oSen?
______________________________________________________________________________________
______________________________________________________________________________________
Do you have any other kinds of addic ons? Do you like to gamble or get an adrenaline rush from racing?
______________________________________________________________________________________
What do you like about how that drug or ac vity makes you feel?
______________________________________________________________________________________
______________________________________________________________________________________
Are any of these habits and behaviors ones you are interested in changing?

_________________________________________________________________________
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Client Intake Form

MoodFood Clinic
Aaron Mello, MNT
720-683-8715
aaron@moodfoodclinic.com

How do you want the story to go from here?

www.moodfoodclinic.com

Nutri on and Diet
In a typical day, what do you eat?
Breakfast: __________________________________________________________________________
Lunch: _____________________________________________________________________________
Dinner: ____________________________________________________________________________
Do you eat at consistent mes each day? ____________________________________________________
Do you think it ma8ers what you eat? Why? _________________________________________________
______________________________________________________________________________________

Diges on
How many bowel movements do you usually have per day? _____________________________________
Is that fairly consistent or does it vary day-to-day? _____________________________________________
Have you been diagnosed with Irritable Bowel Syndrome or any other diges ve disorder?
______________________________________________________________________________________
Do you suﬀer from:
Cons pa on

Diarrhea

Both

Neither

Do you experience gas, bloa ng, and/or stomach swelling? When does this happen?
______________________________________________________________________________________
What foods trigger cons pa on? __________________________________________________________
What foods trigger diarrhea? _____________________________________________________________
What foods make you fart a lot? ___________________________________________________________

Thank you for pu4ng the eﬀort into ﬁlling out this form!

I cer fy that everything I’ve wri8en is true to the best of my knowledge.
Signature __________________________________________________________ Date _______________
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