
Bespoke Wellness Evaluation Form 

Date: ____________________ 

Client Name: ____________________ 

Contact Information: ____________________ 

Health History 

1. Do you have any existing medical conditions? (Please specify) ____________________ 

2. Are you currently taking any medications? (Please list) ____________________ 

Lifestyle Assessment 

1. How many hours do you sleep on average per night? ____________________ 

2. How would you rate your stress levels? (1-10) ____________________ 

Wellness Goals 

1. What are your primary wellness goals? ____________________ 

2. Are there any specific areas you would like to improve? ____________________ 

Signature 

Client Signature: ____________________ 

Date: ____________________ 


