
  Nutrition Progress Report  . 
 

Name:           Date:     
 
1. Please complete the following: 

 
List Top 5 Complaints    Rate Your % of Improvement 

Since first visit 
     
     
     
     
     
 
 
2. What are you doing at home to improve any lifestyle factors that may be causing your health 
challenges in the following categories: 
 
Physical Stress (Trauma)    
Emotional Stress (Thoughts)    
Chemical Stress (Toxins)    
 
 
3. List symptoms you would like to see improve. 
 

Symptom  Rate 0-10 
0=Mild  10=Severe 

   
   
   
   
 
4. List some health goals you have for your next phase of care. 
             ______ 
____________________________________________________________________________ 
 
5.  Have you used our website as a resource to find health recipes?     Yes  No     
 
6. Would you like any referral cards to hand out to friends/family who may benefit from Nutrition 
Response Testing?   Yes  No   If yes, how many would you like? _______ 
 

 
 

Thank you for filling this out.  The Doctor will go over it with you! 
 
 
 



 
Regarding Your Improvement: 
1. What was it like before you came in to see us? 
 
 
 

 

 

 

 

 

 
 
2. How is it now? 
 

 

 

 

 

 

 

 

 
This information is for our files and to help us educate others about what we do. 
 
 
___________________________________________________                ________________ 
Name             Date 
 
I authorize HEALTHCARE COMPLETE to utilize my Success Story in the following manner: 

• In the success story book located in the office. 
• Published in promotional mailings and/or social media.  I realize the publication of 

my improvements will be used in an attempt to help others with similar health 
challenges. 

• I understand that only my first name will be used.   
 

Sign: _________________________________________________________________  
    
Witness:_____________________________________________________ 

 

SUCCESS  STORY 


