Fertility Health Assessment
Carmen Mair — Functional Nutritionist
admin@carmenmair.com  ·  carmenmair.com

 
	How to complete this form
Take your time — you don't need to complete it in one sitting.
Answer honestly and intuitively. If a question feels irrelevant, leave it blank.
Many sections are symptom-based — mark what applies to you, even if not formally diagnosed.
Include specific dates or values for any lab results where you have them.
Your responses are fully confidential and treated with care and compassion.
Return completed form to: admin@carmenmair.com


 
	Section 1 — About You


 
	Full name
	 


 
	Date of birth
	 


 
	Email address
	 


 
	Mobile phone
	 


 
	City and country of residence
	 


 
	Occupation
	 


 
	Height
	 
	cm


 
	Weight
	 
	kg


 
	Waist circumference (narrowest point after exhale)
	 
	cm


 
	Hip circumference (widest part of hips)
	 
	cm


 
	Usual daily activity level (tick one)

	☐  Sedentary
	☐  Lightly active
	☐  Moderately active
	☐  Very active


 
	Current status (tick one)

	☐  Trying to conceive
	☐  Pregnant

	☐  Postpartum (<12 months)
	☐  Not currently trying


 
	Primary contraception used in the past 12 months, if any
	 


 
	If trying to conceive — how many months have you been actively trying?
	 
	months


 


	Section 2 — Your Menstrual Cycle


 
	Date your last period began (Day 1)
	 


 
	Age at first menstrual period
	 
	years old


 
	Average cycle length (Day 1 to next Day 1)
	 
	days


 
	Is your cycle length consistent month to month?

	☐  Always
	☐  Often
	☐  Sometimes
	☐  Never


 
	Longest cycle in the last 12 months
	 
	days


 
	Shortest cycle in the last 12 months
	 
	days


 
	Days of active bleeding per period
	 
	days


 
	Flow intensity on your heaviest day (tick one)

	☐  Light
	☐  Moderate
	☐  Heavy
	☐  Flooding with clots


 
	Clots larger than a 5-cent coin
	☐  Yes
	☐  No


 
	Colour of menstrual blood on Day 1 (tick one)

	☐  Bright red
	☐  Dark red
	☐  Brown
	☐  Mixed


 
	Premenstrual spotting — how many days before flow begins?
	 
	days


 
Severity of menstrual cramps
	0 = No pain
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	10 = Debilitating
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐


 
	Do cramps improve with magnesium, heat, or anti-inflammatories?
	☐  Yes
	☐  No
	☐  Not sure


 
	Premenstrual emotional symptoms (tick all that apply)

	☐  Anxiety
	☐  Irritability
	☐  Low mood

	☐  Tearfulness
	☐  Rage / anger
	☐  Feeling overwhelmed

	☐  None
	
	


 
	Physical premenstrual symptoms (tick all that apply)

	☐  Breast tenderness
	☐  Bloating
	☐  Headaches
	☐  Insomnia

	☐  Food cravings
	☐  Back pain
	☐  Joint pain
	☐  None


 
	Mid-cycle pain or twinge suggesting ovulation
	☐  Yes
	☐  No
	☐  Sometimes


 
	Do you experience pain during or after intercourse (dyspareunia)?
	☐  Yes
	☐  No
	☐  Sometimes


 
	Do you spot or bleed between periods?
	☐  Yes
	☐  No
	☐  Sometimes


 
	Ovulation Tracking


 
	Do you track basal body temperature (BBT)?
	☐  Yes
	☐  No


 
	If yes — how many consecutive cycles have you recorded BBT?
	 
	cycles


 
	What device or method do you use?
	 


 
	Do charts show a clear mid-cycle rise of ≥0.3°C sustained for 10+ days?
	☐  Yes
	☐  No
	☐  Not sure


 
	Do temperatures drop >0.2°C two or more days before bleeding?
	☐  Yes
	☐  No
	☐  Not sure


 
	Typical luteal phase length, if known
	 
	days


 
	Have luteal temperatures ever failed to stay above 36.5°C?
	☐  Yes
	☐  No
	☐  Not tracked


 
	Cervical mucus observation mid-cycle (tick one)

	☐  Egg-white / stretchy
	☐  Creamy only
	☐  None noticed
	☐  Not sure


 
	Do urine ovulation predictor kits (OPKs) give a positive result each cycle?
	☐  Yes
	☐  No


 
	Have you ever confirmed ovulation with blood progesterone (Day 21) or scan?
	☐  Yes
	☐  No


 


	Section 3 — Reproductive & Gynaecological History


 
	Diagnosed hormonal or gynaecological conditions (tick all that apply)

	☐  PCOS
	☐  Endometriosis
	☐  Adenomyosis
	☐  Fibroids

	☐  Premature ovarian insufficiency
	☐  Uterine polyps
	☐  Uterine septum or adhesions
	☐  None diagnosed


 
	History of sexually transmitted infections (tick all that apply)

	☐  Chlamydia
	☐  Gonorrhoea
	☐  Herpes

	☐  HPV
	☐  Mycoplasma / Ureaplasma
	☐  None


 
	Pelvic inflammatory disease (PID) ever diagnosed?
	☐  Yes
	☐  No


 
	Thyroid condition diagnosed?
	☐  Yes
	☐  No


 
If yes — specify condition and provide most recent TSH, free T4, free T3 with dates
	 


 
	Have you had TPO antibodies (TPOAb) or thyroglobulin antibodies (TgAb) tested?
	☐  Yes
	☐  No


 
If yes — provide values and dates
	 


 
Family history of autoimmune conditions (thyroid, coeliac, lupus, rheumatoid arthritis)
	 


 
Past pelvic surgeries (laparoscopy, cyst removal, fibroid removal, D&C, hysteroscopy)
	 


 
	Any copper or hormonal IUD ever inserted?
	☐  Yes
	☐  No


 
	If yes — date removed
	 


 
Contraception methods used previously and total duration
	 


 
	History of vaginal infections in the past year (tick all that apply)

	☐  Bacterial vaginosis
	☐  Thrush / yeast
	☐  Trichomonas

	☐  Recurrent BV
	☐  None
	


 
	Pregnancy History


 
	Number of live births
	 
	


 
	Ages of children (if applicable)
	 


 
	Miscarriages under 12 weeks
	 
	


 
	Pregnancy losses after 12 weeks
	 
	


 
	Ectopic pregnancies
	 
	


 
	Terminations
	 
	


 
Any clotting history, easy clotting, or preeclampsia in previous pregnancies?
	 


 
	Have you ever achieved pregnancy with fertility medication or IVF?
	☐  Yes
	☐  No


 
	Fertility Investigations & Treatment


 
	Fertility treatments tried to date (tick all that apply)

	☐  Clomiphene (Clomid)
	☐  Letrozole
	☐  Gonadotropin injections

	☐  IUI
	☐  IVF / ICSI
	☐  FET (frozen embryo transfer)

	☐  None
	
	


 
	Most recent AMH result and date
	 


 
	Most recent antral follicle count (AFC) and date
	 


 
	Have you had a HSG or HyCoSy to assess tubal patency?
	☐  Yes
	☐  No


 
	Any uterine polyps, septum, or adhesions found on imaging?
	☐  Yes
	☐  No
	☐  Not sure


 
	Have you had an ERA (endometrial receptivity array) test?
	☐  Yes
	☐  No


 
	Have you been tested for chronic endometritis (CD138 biopsy or EMMA/ALICE)?
	☐  Yes
	☐  No
	☐  Not sure


 


	Section 4 — Your Partner's Health


 
If you don't have a partner or this section is not relevant, please leave blank.
 
	Has your partner completed a semen analysis within the past 12 months?
	☐  Yes
	☐  No


 
	Semen analysis result (tick one)

	☐  Normal
	☐  Mild factor
	☐  Moderate factor

	☐  Severe factor
	☐  Not tested
	


 
If yes — provide test date and values: volume, concentration, total motility %, progressive motility %, morphology %, DNA fragmentation index if tested
	 

	 


 
Were any parameters flagged as below reference range? What advice was given?
	 


 
	If no analysis done — is your partner willing to arrange one?
	☐  Yes
	☐  No


 
How are you timing intercourse around ovulation?
	 


 
	Frequency of intercourse timed around ovulation (tick one)

	☐  Daily
	☐  Every second day

	☐  Twice per week
	☐  Less than twice per week


 
	Typical vaginal lubrication during intercourse when aroused (tick one)

	☐  Adequate
	☐  Sometimes dry
	☐  Always need lubricant


 
	Any erectile or ejaculatory issues, or performance pressure?
	☐  Yes
	☐  No


 
If yes — please describe
	 


 
	Does your partner smoke?
	☐  Yes
	☐  No


 
	Partner's alcohol units per week (approximate)
	 
	units


 
	Does your partner take any regular medications or supplements?
	☐  Yes
	☐  No


 
If yes — please list
	 


 
 


	Section 5 — Diet, Lifestyle & Substances


 
List all current supplements, prenatal vitamins, or fertility-specific nutrients (include brand and dose where known)
	 

	 

	 


 
Have you made any dietary changes for fertility? Describe what you're doing.
	 

	 


 
	Main sources of dietary protein in a typical week (tick all that apply)

	☐  Red meat
	☐  Poultry
	☐  Fish / seafood
	☐  Eggs

	☐  Legumes / lentils
	☐  Tofu / tempeh
	☐  Protein powder
	☐  Dairy


 
	Do you consume gluten daily?
	☐  Yes
	☐  No


 
	Do you consume dairy daily?
	☐  Yes
	☐  No


 
	Do you eat little or no eggs, liver, seafood, or grass-fed meat?
	☐  Yes
	☐  No
	☐  Sometimes


 
	Average hours of sleep per night
	 
	hours


 
Quality of sleep
	0 = Terrible
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	10 = Excellent
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐
	☐


 
	Perceived daily stress level (tick one)

	☐  Low
	☐  Moderate
	☐  High
	☐  Overwhelming


 
	Regular stress-management practices (tick all that apply)

	☐  Meditation
	☐  Breathwork
	☐  Prayer
	☐  Exercise

	☐  Journaling
	☐  Therapy / counselling
	☐  Time in nature
	☐  None


 
	Days per week of physical activity for 30+ minutes
	 
	days


 
	Type of activity most often (tick one)

	☐  Walking
	☐  Strength training
	☐  HIIT
	☐  Yoga / Pilates

	☐  Stretching
	☐  Swimming
	☐  None
	


 
	Do you sweat easily when moving or exercising?
	☐  Yes
	☐  No


 
	Hours per day sitting without significant movement
	 
	hours


 
	Smoking history (if applicable)
	 
	years


 
	Alcohol units per week
	 
	units


 
	Soft drink / sugary drink servings per week
	 
	serves


 
	Caffeine servings per day
	 
	serves


 
	Do you use recreational drugs?
	☐  Yes
	☐  No


 
List any prescription medications you take daily
	 


 
 


	Section 6 — Recent Blood Test Results


 
If you have recent results, provide values and dates. Leave blank if not yet tested — we will discuss what to request.
 
	Most recent ferritin result and date
	 


 
Fasting glucose, fasting insulin, HbA1c — values and dates
	 


 
Day 3 reproductive hormones — FSH, LH, oestradiol (E2), and date drawn
	 


 
Mid-luteal progesterone — value, cycle day drawn, and date
	 


 
	Most recent AMH result and date (if not entered above)
	 


 
	Most recent vitamin D (25-OH) result and date
	 


 
Any other results you'd like to share (thyroid, iron studies, DUTCH, etc.)
	 


 
IMPORTANT: If sending additional lab results by email, please note the cycle day each sample was drawn.
 


	Section 7 — Symptom Checklist


 
For each question below, tick Yes, No, or Sometimes. Leave blank if you're not sure.
 
	Energy & Blood Sugar


 
	Mid-afternoon energy crash (2–4pm)
	☐  Yes
	☐  No
	☐  Sometimes


 
	Shakiness, irritability, or anxiety if meals are delayed ('hangry')
	☐  Yes
	☐  No
	☐  Sometimes


 
	Waking at 2–3am feeling hungry or anxious
	☐  Yes
	☐  No
	☐  Sometimes


 
	Strong cravings for sugar or carbohydrates after dinner
	☐  Yes
	☐  No
	☐  Sometimes


 
	Dark velvety skin patches on neck, armpits, or groin (acanthosis nigricans)
	☐  Yes
	☐  No
	☐  Not sure


 
	Skin tags on neck or armpits
	☐  Yes
	☐  No


 
	Difficulty losing weight despite diet and exercise
	☐  Yes
	☐  No
	☐  Sometimes


 
	Increased fat around the abdomen
	☐  Yes
	☐  No
	☐  Sometimes


 
	Persistent hunger despite eating adequate food
	☐  Yes
	☐  No
	☐  Sometimes


 
	Thyroid & Metabolism


 
	Cold hands and feet even in warm rooms or summer
	☐  Yes
	☐  No
	☐  Sometimes


 
	Hair loss or thinning
	☐  Yes
	☐  No
	☐  Sometimes


 
	Outer third of eyebrow thinning or missing
	☐  Yes
	☐  No


 
	Brittle, ridged, or weak fingernails
	☐  Yes
	☐  No
	☐  Sometimes


 
	Muscle cramps or spasms
	☐  Yes
	☐  No
	☐  Sometimes


 
	Irregular heartbeat or palpitations
	☐  Yes
	☐  No
	☐  Sometimes


 
	Osteoporosis or osteopenia diagnosed
	☐  Yes
	☐  No


 
	Persistent low energy levels
	☐  Yes
	☐  No
	☐  Sometimes


 
	Hashimoto's or Reidel's thyroiditis diagnosed
	☐  Yes
	☐  No


 
	Sweat very little or not at all
	☐  Yes
	☐  No


 
	Visible or palpable swelling in the front of the neck
	☐  Yes
	☐  No


 
	Currently taking thyroid medication
	☐  Yes
	☐  No


 
	Puffy face or swelling around eyes/cheeks on waking
	☐  Yes
	☐  No
	☐  Sometimes


 
	Depression or persistently low mood
	☐  Yes
	☐  No
	☐  Sometimes


 
	Anxiety or panic symptoms
	☐  Yes
	☐  No
	☐  Sometimes


 
	Mental sluggishness or slowed thinking
	☐  Yes
	☐  No
	☐  Sometimes


 
	Low libido or difficulty reaching orgasm
	☐  Yes
	☐  No
	☐  Sometimes


 
	Goitre or visible neck swelling
	☐  Yes
	☐  No


 
	High LDL cholesterol or triglycerides despite a good diet
	☐  Yes
	☐  No
	☐  Not sure


 
	Easy weight gain, hard to lose it
	☐  Yes
	☐  No
	☐  Sometimes


 
	Exhaustion completely unrelieved by sleep
	☐  Yes
	☐  No
	☐  Sometimes


 
	Infrequent bowel movements (3 times per week or less)
	☐  Yes
	☐  No
	☐  Sometimes


 
	Dry, thickened skin or rough patches on elbows, knees, or heels
	☐  Yes
	☐  No
	☐  Sometimes


 
	Scalloped tongue (scalloping around the edges)
	☐  Yes
	☐  No


 
	Shortness of breath or difficulty taking a full breath
	☐  Yes
	☐  No
	☐  Sometimes


 
	Sleep apnoea or snoring
	☐  Yes
	☐  No


 
	Hormonal & Cycle Symptoms


 
	Salt cravings
	☐  Yes
	☐  No
	☐  Sometimes


 
	Lightheadedness or dizziness when standing up quickly
	☐  Yes
	☐  No
	☐  Sometimes


 
	Headaches or migraines around ovulation or before your period
	☐  Yes
	☐  No
	☐  Sometimes


 
	High blood pressure diagnosed
	☐  Yes
	☐  No


 
	Low blood pressure diagnosed
	☐  Yes
	☐  No


 
	Bloating or breast tenderness before your period
	☐  Yes
	☐  No
	☐  Sometimes


 
	Acne that worsens around ovulation or your period
	☐  Yes
	☐  No
	☐  Sometimes


 
	Unwanted hair growth on face, chest, or abdomen (hirsutism)
	☐  Yes
	☐  No


 
	Extreme fatigue the week before your period
	☐  Yes
	☐  No
	☐  Sometimes


 
	Irritability or mood changes before your period
	☐  Yes
	☐  No
	☐  Sometimes


 
	Waking at night in the second half of your cycle
	☐  Yes
	☐  No
	☐  Sometimes


 
	Hot flushes or night sweats
	☐  Yes
	☐  No
	☐  Sometimes


 
	Vaginal dryness
	☐  Yes
	☐  No
	☐  Sometimes


 
	Fibrocystic breasts or breast lumps diagnosed
	☐  Yes
	☐  No


 
	Spotting after intercourse
	☐  Yes
	☐  No
	☐  Sometimes


 
	Skipping periods or going more than 60 days without one
	☐  Yes
	☐  No
	☐  Sometimes


 
	Requiring painkillers for period cramps
	☐  Yes
	☐  No
	☐  Sometimes


 
	PMS symptoms lasting longer than 5 days
	☐  Yes
	☐  No
	☐  Sometimes


 
	Premenstrual asthma or sinusitis flare (oestrogen-driven)
	☐  Yes
	☐  No
	☐  Sometimes


 
	Adrenal & Stress Response


 
	Difficulty getting going in the morning, relying on caffeine
	☐  Yes
	☐  No
	☐  Sometimes


 
	Energy dip between 3–5pm that picks up again in the evening
	☐  Yes
	☐  No
	☐  Sometimes


 
	Feel more alert and energetic after 9pm
	☐  Yes
	☐  No
	☐  Sometimes


 
	Overwhelmed by tasks that previously felt manageable
	☐  Yes
	☐  No
	☐  Sometimes


 
	Recurrent infections or slow recovery after illness
	☐  Yes
	☐  No
	☐  Sometimes


 
	Heart racing or pounding under mild stress
	☐  Yes
	☐  No
	☐  Sometimes


 
	Startle easily or feel wired but tired
	☐  Yes
	☐  No
	☐  Sometimes


 
	Liver & Detoxification


 
	Nausea when taking fish oil or B vitamins
	☐  Yes
	☐  No
	☐  Sometimes


 
	Bloating or fullness in upper right abdomen after fatty meals
	☐  Yes
	☐  No
	☐  Sometimes


 
	Pale, floaty, or difficult-to-flush stools
	☐  Yes
	☐  No
	☐  Sometimes


 
	Migraines with aura
	☐  Yes
	☐  No


 
	Gallstones (past or current)
	☐  Yes
	☐  No


 
	Gallbladder removed
	☐  Yes
	☐  No


 
	Regularly puffy or congested, or swollen lymph nodes
	☐  Yes
	☐  No
	☐  Sometimes


 
	Coated tongue or bad breath in the morning
	☐  Yes
	☐  No
	☐  Sometimes


 
	Waking regularly between 1–3am
	☐  Yes
	☐  No
	☐  Sometimes


 
	Itchy skin (especially hands and feet) without a visible rash
	☐  Yes
	☐  No
	☐  Sometimes


 
	Bruising easily
	☐  Yes
	☐  No
	☐  Sometimes


 
	Sensitivity to perfumes, cleaning agents, smoke, or strong smells
	☐  Yes
	☐  No
	☐  Sometimes


 
	Negative reaction to gluten
	☐  Yes
	☐  No
	☐  Sometimes


 
	Negative reaction to dairy
	☐  Yes
	☐  No
	☐  Sometimes


 
	Negative reaction to legumes
	☐  Yes
	☐  No
	☐  Sometimes


 
	Feeling worse when starting new supplements
	☐  Yes
	☐  No
	☐  Sometimes


 
	Sulfur-rich foods (eggs, garlic, onions) cause gas or discomfort
	☐  Yes
	☐  No
	☐  Sometimes


 
	Gut Health & Digestion


 
	Bloating after meals or throughout the day
	☐  Yes
	☐  No
	☐  Sometimes


 
	Feeling overly full after small meals
	☐  Yes
	☐  No
	☐  Sometimes


 
	Undigested food visible in stool
	☐  Yes
	☐  No
	☐  Sometimes


 
	Frequently foul-smelling gas or stools
	☐  Yes
	☐  No
	☐  Sometimes


 
	Constipation or incomplete evacuation
	☐  Yes
	☐  No
	☐  Sometimes


 
	Alternating constipation and diarrhoea
	☐  Yes
	☐  No
	☐  Sometimes


 
	Loose stools after fatty meals
	☐  Yes
	☐  No
	☐  Sometimes


 
	Feeling worse after taking probiotics
	☐  Yes
	☐  No
	☐  Sometimes


 
	Strong, frequent cravings for sugar or carbohydrates
	☐  Yes
	☐  No
	☐  Sometimes


 
	Persistent coated tongue or bad breath throughout the day
	☐  Yes
	☐  No
	☐  Sometimes


 
	Grinding teeth (bruxism)
	☐  Yes
	☐  No


 
	Regular dental cleans (every 6 months)
	☐  Yes
	☐  No


 
	Bleeding gums, gingivitis, or history of periodontitis
	☐  Yes
	☐  No
	☐  Sometimes


 
	Wisdom tooth infections (past or current)
	☐  Yes
	☐  No


 
	Root canals or ongoing dental pain
	☐  Yes
	☐  No


 
	Anal itching at night
	☐  Yes
	☐  No
	☐  Sometimes


 
	If yes — does anal itching worsen around the full moon?
	☐  Yes
	☐  No
	☐  Not sure


 
	Rashes, eczema, or acne that worsens after eating
	☐  Yes
	☐  No
	☐  Sometimes


 
	Regularly taking ibuprofen, aspirin, or NSAIDs?
	☐  Yes
	☐  No
	☐  Sometimes


 
	Meat-heavy meals feel like they sit in the stomach for hours
	☐  Yes
	☐  No
	☐  Sometimes


 
	Digestive issues that started after food poisoning or a gastro illness
	☐  Yes
	☐  No


 
	Antibiotics taken more than twice in the past 2 years
	☐  Yes
	☐  No


 
	History of H. pylori infection
	☐  Yes
	☐  No
	☐  Not sure


 
	Low stomach acid symptoms (burping, bloating after meals, undigested food)
	☐  Yes
	☐  No
	☐  Sometimes


 
	Immune Health & Inflammation


 
	Wounds taking a long time to heal
	☐  Yes
	☐  No
	☐  Sometimes


 
	Dry, itchy, or inflamed skin
	☐  Yes
	☐  No
	☐  Sometimes


 
	Hay fever, seasonal allergies, or asthma
	☐  Yes
	☐  No


 
	Chronic sinus issues, congestion, or post-nasal drip
	☐  Yes
	☐  No
	☐  Sometimes


 
	Rashes, hives, or swelling after eating certain foods
	☐  Yes
	☐  No
	☐  Sometimes


 
	Flushing easily or red face/ears after wine, fermented foods, or chocolate
	☐  Yes
	☐  No
	☐  Sometimes


 
	History of glandular fever (Epstein-Barr / mono)
	☐  Yes
	☐  No
	☐  Not sure


 
	History of chronic or recurring viral infections
	☐  Yes
	☐  No


 
	History of Lyme disease
	☐  Yes
	☐  No
	☐  Not sure


 
	Significant black mould exposure for longer than one year
	☐  Yes
	☐  No
	☐  Not sure


 
	Fingers or toes ever discoloured (blue, purple, red, white) in cold or at rest?
	☐  Yes
	☐  No
	☐  Sometimes


 
	Diagnosed autoimmune condition (any type)
	☐  Yes
	☐  No


 
If yes — which condition(s)?
	 


 
 
	Nervous System & Emotional Wellbeing


 
This section explores your inner landscape. There are no right or wrong answers.
 
	Often feel anxious, overwhelmed, or tense during the day
	☐  Yes
	☐  No
	☐  Sometimes


 
	Difficult to wind down or fall asleep due to a busy or racing mind
	☐  Yes
	☐  No
	☐  Sometimes


 
	Physical tension regularly (jaw, shoulders, gut)
	☐  Yes
	☐  No
	☐  Sometimes


 
	Often feel low, flat, or like you're just getting by
	☐  Yes
	☐  No
	☐  Sometimes


 
	Feel hopeless, powerless, or stuck in your fertility journey
	☐  Yes
	☐  No
	☐  Sometimes


 
	Feel guilty when resting, saying no, or prioritising your own needs
	☐  Yes
	☐  No
	☐  Sometimes


 
	Tend to eat emotionally or use food to comfort yourself
	☐  Yes
	☐  No
	☐  Sometimes


 
	Find it hard to rest, relax, or be still
	☐  Yes
	☐  No
	☐  Sometimes


 
	Feel disconnected from your body, emotions, or intuition
	☐  Yes
	☐  No
	☐  Sometimes


 
	Experienced trauma, betrayal, or significant loss that still affects you emotionally
	☐  Yes
	☐  No


 
	Feel unsafe or out of control around your fertility outcomes
	☐  Yes
	☐  No
	☐  Sometimes


 
	Have regular emotional or spiritual support from others
	☐  Yes
	☐  No


 
	Nutrient Status


 
	Shortness of breath or dizziness during mild activity
	☐  Yes
	☐  No
	☐  Sometimes


 
	Cracks at the corners of your mouth or pale lips/tongue
	☐  Yes
	☐  No
	☐  Sometimes


 
	Previously told you are low in Vitamin B12 or folate
	☐  Yes
	☐  No


 
	Previously told you are anaemic or low in ferritin
	☐  Yes
	☐  No


 
	Muscle cramps, twitches, or restless legs
	☐  Yes
	☐  No
	☐  Sometimes


 
	Sensitivity to noise, light, or touch
	☐  Yes
	☐  No
	☐  Sometimes


 
	White spots on fingernails
	☐  Yes
	☐  No
	☐  Sometimes


 
	Taste and smell seem less sharp than they used to be
	☐  Yes
	☐  No


 
	Sweating excessively or sensitivity to heat
	☐  Yes
	☐  No
	☐  Sometimes


 
	Brain fog or poor memory
	☐  Yes
	☐  No
	☐  Sometimes


 
	Eat little or no eggs, liver, seafood, or grass-fed meat
	☐  Yes
	☐  No


 
	Ever been told you have MTHFR or another methylation gene variant
	☐  Yes
	☐  No
	☐  Not sure


 
	Dry eyes, dry skin, or poor night vision
	☐  Yes
	☐  No
	☐  Sometimes


 
	Gum issues or frequent bleeding when brushing teeth
	☐  Yes
	☐  No
	☐  Sometimes


 
	Family history of osteoporosis
	☐  Yes
	☐  No


 
	Do you take omega-3 / fish oil supplements?
	☐  Yes
	☐  No


 
	Circulation & Physical Symptoms


 
	Numbness, tingling, or pins and needles in hands or feet
	☐  Yes
	☐  No
	☐  Sometimes


 
	Swelling in ankles or legs, especially after sitting or standing
	☐  Yes
	☐  No
	☐  Sometimes


 
	Lightheadedness or dizziness when standing up quickly
	☐  Yes
	☐  No
	☐  Sometimes


 
	History of fainting or near-fainting
	☐  Yes
	☐  No


 
	Recent Health History


 
	Have you ever had Covid-19?
	☐  Yes
	☐  No


 
	If yes — do symptoms linger (fatigue, brain fog, immune or cycle changes)?
	☐  Yes
	☐  No
	☐  Sometimes


 
	Did your menstrual cycle or energy change noticeably after a Covid infection or vaccination?
	☐  Yes
	☐  No
	☐  Sometimes


 
	Did you receive a Covid vaccination?
	☐  Yes
	☐  No


 
	If yes — how many doses did you receive?
	 
	doses


 


	Section 8 — Your Daily Habits


 
Rate each statement: 1 = Never  ·  2 = Rarely  ·  3 = Sometimes  ·  4 = Often  ·  5 = Always
 
	Statement
	1 Never
	2 Rarely
	3 Sometimes
	4 Often
	5 Always

	I wake feeling rested most mornings
	☐
1 Never
	☐
2 Rarely
	☐
3 Sometimes
	☐
4 Often
	☐
5 Always

	I generally have good energy throughout the day
	☐
1 Never
	☐
2 Rarely
	☐
3 Sometimes
	☐
4 Often
	☐
5 Always

	I have a close group of people I can confide in
	☐
1 Never
	☐
2 Rarely
	☐
3 Sometimes
	☐
4 Often
	☐
5 Always

	I am in good health to do regular physical activity
	☐
1 Never
	☐
2 Rarely
	☐
3 Sometimes
	☐
4 Often
	☐
5 Always

	I do some form of physical activity weekly (walking, yoga, Pilates, etc.)
	☐
1 Never
	☐
2 Rarely
	☐
3 Sometimes
	☐
4 Often
	☐
5 Always

	I get colds, sinus infections, or other illnesses more than 3 times per year
	☐
1 Never
	☐
2 Rarely
	☐
3 Sometimes
	☐
4 Often
	☐
5 Always

	I experience joint or muscle pain more than once a week
	☐
1 Never
	☐
2 Rarely
	☐
3 Sometimes
	☐
4 Often
	☐
5 Always

	I have a bowel movement at least once daily
	☐
1 Never
	☐
2 Rarely
	☐
3 Sometimes
	☐
4 Often
	☐
5 Always

	I eat a good breakfast every day
	☐
1 Never
	☐
2 Rarely
	☐
3 Sometimes
	☐
4 Often
	☐
5 Always

	I drink more than 1.5 litres of water daily
	☐
1 Never
	☐
2 Rarely
	☐
3 Sometimes
	☐
4 Often
	☐
5 Always

	My diet includes a wide variety of foods each week
	☐
1 Never
	☐
2 Rarely
	☐
3 Sometimes
	☐
4 Often
	☐
5 Always

	I eat mostly whole, unprocessed food
	☐
1 Never
	☐
2 Rarely
	☐
3 Sometimes
	☐
4 Often
	☐
5 Always

	I eat at least 5 servings of vegetables daily
	☐
1 Never
	☐
2 Rarely
	☐
3 Sometimes
	☐
4 Often
	☐
5 Always

	I include a source of protein in every meal
	☐
1 Never
	☐
2 Rarely
	☐
3 Sometimes
	☐
4 Often
	☐
5 Always

	I eat 1–2 serves of fruit most days
	☐
1 Never
	☐
2 Rarely
	☐
3 Sometimes
	☐
4 Often
	☐
5 Always

	I see food as something to enjoy, not fear
	☐
1 Never
	☐
2 Rarely
	☐
3 Sometimes
	☐
4 Often
	☐
5 Always

	I am in tune with my body's hunger and fullness cues
	☐
1 Never
	☐
2 Rarely
	☐
3 Sometimes
	☐
4 Often
	☐
5 Always

	I have been on a restrictive diet in the past 12 months
	☐
1 Never
	☐
2 Rarely
	☐
3 Sometimes
	☐
4 Often
	☐
5 Always

	I have large gaps between meals (5+ hours)
	☐
1 Never
	☐
2 Rarely
	☐
3 Sometimes
	☐
4 Often
	☐
5 Always

	I feel angry at myself for eating certain foods
	☐
1 Never
	☐
2 Rarely
	☐
3 Sometimes
	☐
4 Often
	☐
5 Always

	I eat takeaway food weekly
	☐
1 Never
	☐
2 Rarely
	☐
3 Sometimes
	☐
4 Often
	☐
5 Always

	I use recreational drugs regularly
	☐
1 Never
	☐
2 Rarely
	☐
3 Sometimes
	☐
4 Often
	☐
5 Always


 
	Section 9 — Anything Else?


 
Please share anything additional you feel is important — anything not covered above, or that you'd like me to know before we meet.
	 

	 

	 

	 

	 

	 

	 

	 


 

 
Medical Disclaimer
The information provided through this assessment is for educational and informational purposes only and is not a substitute for medical advice, diagnosis, or treatment. Carmen Mair does not diagnose, treat, or cure medical conditions. Always consult your doctor or specialist before making changes to your diet, supplements, medications, or lifestyle. Participation is voluntary and you remain fully responsible for your health decisions.
