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Name: _________________________________________Birthday: ______________________________
Were you breast fed?  Yes_____ No _____   Delivered vaginally? ____ Caesarian? _____
Mother’s History:
	Did your mother have any female reproductive health issues prior to pregnancy?
If yes, please describe





	Did your mother suffer from yeast infections, prior to pregnancy, during pregnancy or while breast feeding? If yes, explain:



	Was your mother on any other medications prior to pregnancy, during pregnancy or while breast feeding? If yes, explain:





Did your mother take antibiotics?  Yes____ No____
Before Pregnancy_____ During Pregnancy_____ During Delivery_____ (IAP)
Was your mother on antibiotics while she was breast feeding (if you were breast fed)? Yes____ No____
Your First Two Years
Were there any family traumas during the first two-years of life? ________________________________
Were you on antibiotics before the age of two?
Did you have any pets? If so what and how many?____________________________________________
What vaccinations did you receive by the age of two?_________________________________________
Any illnesses during this time? ___________________________________________________________
Any other medications during this time? ____________________________________________________
	What were your first foods? 





	What types of foods did you eat by the age of two (be specific)?







Age 2-5
Did you have illnesses at this time? ________________________________________________________
Were you on antibiotics? _____ How often?
Did you receive any vaccinations? _____ If yes, list ____________________________________________
Were you on any other medications? If yes, list ______________________________________________
	Did you play outside during this time – what kind of activities did you do? Did you go barefoot outside? Describe?

What other types of activities did you do?

How much exercise did you get?

	Were there any stressful issues or trauma in your family life at this time? If yes, 





What did you eat? List specific you remember eating foods
	Grains
	Legumes
	Vegetables
	Fruits
	Dairy
	Nuts/Seeds
	Meat/Fish

	



	
	
	
	
	
	



	Were there specific foods you did not eat (or that you did not like)?



	Did you eat junk foods? Candies, cookies, cakes, etc? How often? Describe





Age 5-Puberty 
What age did you reach puberty? _________
Did you have illnesses at this time? ________________________________________________________
Were you on antibiotics? _____ How often?
Did you receive any vaccinations? _____ If yes, list ____________________________________________
Were you on any other medications? If yes, list ______________________________________________


	Did you play outside during this time – what kind of activities did you do? Did you go barefoot outside? Describe?


What other types of activities did you do?

How much exercise did you get?

	Were there any stressful issues or trauma in your family life at this time? If yes, 






What did you eat? List specific you remember eating foods
	Grains
	Legumes
	Vegetables
	Fruits
	Dairy
	Nuts/Seeds
	Meat/Fish

	



	
	
	
	
	
	



	Were there specific foods you did not eat (or that you did not like)?



	Did you eat junk foods? Candies, cookies, cakes, etc? How often? Describe





The Teenage Years
Did you have illnesses at this time? ________________________________________________________
Did you have acne as a teenager: ______
Were you on antibiotics? _____ How often?
Did you receive any vaccinations? _____ If yes, list ____________________________________________
Were you on any other medications? If yes, list ______________________________________________

	Did you play outside during this time – what kind of activities did you do? Did you go barefoot outside? Describe?


What other types of activities did you do?

How much exercise did you get?

	Were there any stressful issues or trauma in your family life at this time? If yes, 






What did you eat? List specific you remember eating foods? List any fermented food in the appropriate category
	Grains
	Legumes
	Vegetables
	Fruits
	Dairy
	Nuts/Seeds
	Meat/Fish

	



	
	
	
	
	
	



	Were there specific foods you did not eat (or that you did not like)?



	Did you eat junk foods? Candies, cookies, cakes, etc? How often? Describe





	Did your diet change in anyway from your childhood – if so – how did it change and what did you start eating, what did you stop eating?









Adulthood
Did you have illnesses at this time? ________________________________________________________
Were you on antibiotics? _____ How often?
Did you receive any vaccinations? _____ If yes, list ____________________________________________
Were you on any other medications? If yes, list ______________________________________________

	Did you spend time outside – what kind of activities did you do? Did you go barefoot outside? Describe?


What other types of activities did or do you do?
How much exercise did you get throughout your adulthood? How often? What type?


How much do you do today? 

	How much stress are you under now?





What did you eat? List specific you remember eating foods
	Grains
	Legumes
	Vegetables
	Fruits
	Dairy
	Nuts/Seeds
	Meat/Fish

	



	
	
	
	
	
	



	Were there specific foods you did not eat (or that you did not like)?



	Did you eat junk foods? Candies, cookies, cakes, etc? How often? Describe





	Did your diet change in anyway from when you were a teenager  – if so – how did it change and what did you start eating, what did you stop eating?




Have your eating habits changed as an adult? 


Do you eat regularly? Describe a day:






	Based on your food journal – make a list of all the specific foods you ate over the time period:












