Health Assessment
Four Key Components to Healthy Living
#1. NUTRITION:

1.  How knowledgeable are you in regards to identifying healthy foods vs. identifying unhealthy foods?

        Not  Good






Excellent
0 ................1...............2...............3..............4..................5

2. Where would you rank your current eating habits, according to what you know about nutrition?

Not Good






Excellent

0 ................1...............2...............3..............4..................5

3. What percentage of your current food/drink intake would be classified as being “Natural Foods”?  The type of foods that your ancestors would have eaten thousands of years ago?  Foods that come straight from the earth without unnecessary processing, additives, preservatives, etc.

      0%...............20%.............40%.............60%..........80%...............100%

4. What percentage of a typical human’s diet do you think should be PLANT-based natural foods?
      0%...............20%.............40%.............60%..........80%...............100%

#2 – EXERCISE:

1.How many times a week do you get at least 30 minutes of sustained aerobic exercise?  In this case aerobic exercise meaning that your heart rate is around double its resting rate.  For example 70 beats per minute resting (  around 140 beats per minute exercising.
0 ................1...............2...............3..............4..................5...............6...............7

2.In an effort to measure body strength, if you were asked to do as many “MILITARY” (proper, full body) push ups as you could do, how many would you do?

5 .........10..........15............20...........25............30..........35...........40.......45 or ____>45
3. How would you rank the following: 

Poor, Adequate, Good, Excellent
Your overall Flexibility :   ______________Your overall Posture :    ___________________
4. Estimate how many hours a day you would typically spend sitting now that school has started? (In class, at computer, driving, eating, TV etc) 
  _________________

#3 – EMOTIONAL STATE:

1. Do you generally feel happy with who you are and what you believe in, and does your lifestyle mirror your beliefs and values and goals?   _______________

2. List some sources of stress in your life: _______________________________________

_______________________________________________________________________

3. List some HEALTHY activities you do that take your mind off of your everyday stresses.

_______________________________________________________________________


4.  How many times a week do you volunteer to give service to someone other than yourself ?

0 ................1...............2...............3..............4..................5 ........ _____ > 5

#4 – GENETICS   and   TRAUMA
1. Have you ever had any serious type of injury that is currently or may eventually cause pain now or down the road?    ________________

2. Is there a history of medical illness in your family, if so, name some of these illnesses?  
______________________________________________________________________

#5 – SLEEP
1. On a typical school night, do you get the recommended 8.5 (9.25 hours of sleep that is recommended for an adolescent? 
_______________
2. If not, list some affects that running sleep deprived may have on your overall health:
________________________________________________________________________

________________________________________________________________________
