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RAD GYM Pry LTD ATF RAD GYM TTust

ABN: 28 301 566 007
Mobile: 0488 709 839

Email: radqvm2023@omail.com

48 Young Road, COWRA, NSW 2794

WELCOME LETTER

Dear Valued Client.

Thank you for your expression of interest in working with me, an Accredited Nutritionist.

We are fortunate at RAD GYM to have the capacity to manage both your exercise and
nutritional needs to ensure you are getting the maximum benefit from your diet, training and
exercise, improving long term health and meeting personal goals you may have along the way.

My aim is to work closely with you to determine the appropriate nutritional advice/plan for you
to implement into your daily routine that not only directs you towards reaching your goals, but
does so by working into and around your lifestyle,

Please see attached the following documents to be filled out before your initial consultation;

* Nutritional Advisor Risk-Stratification Screening Tool (RSST)
> Please record current body weight & height in Part B, Question 1.
> Depending on your health status, you may fall outside the Scope of Practice of a

Nutritionist and require referral to a Dietitian for further nutritional advice. Please
read carefully and let me know if your responses indicate risk factors present.

.!. Client Ouestionnaire
> Please provide as much accurate information/detail as possible,

.& Current Exercise Regime
> Please provide as much accurate information/detail as possible.

.1. Food Diary
> up to 5 days of current food/drink intake. Please be as accurate as possible.

* Referral to your GP (this is optional)
> The referral would be for your GP to order blood tests to determine

important vitamin & mineral levels. This will assist me in developing a more
personalised nutrition plan with the aim of bringing abnormal vitamin & mineral
levels into balance.

Once completed, please return via;

- Email to radgym2023@gmari.com.

- Arrange for hard copies to be returned to me personally (to maintain client-professional
confidentiality).

- Please be sure to include copies of blood test results &/or any other correspondence received
from your GP for reference.



RAD GYM PTY LTD ATF RAD GYM TTUSt

ABN:28 301 566 007
Mobile: 0488 709 839
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48 Young Road, COWRA, NSW 2794

Fees & Payment Terms

The cost of a 12 week nutrition program is $480. You will receive a $120 voucher with Cowra
Health & Wellness Hub, to be issued during our initial consultation.

Piease note that full payment will be required by the end of Week 4 of the program OR a
weekly payment plan ($4O/week) must be agreed to during our initial consultation.

lf you have any questions or require assistance completing the forms, please give me a call or
send me a text on 04BB 709 839-

Many thanks.

Ryan Downing.
RAD GYM PTY LTD ATF RAD GYM TTUST

Cert lV in Fitness (Personal Trainer)
Cert lV in Nutrition (Sports Nutrition Advisor)
Accredited Nutrition Advisor
NCA Membership No. 446
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NUTRITIONAL ADVISOR/N RN

RISK.STRATIFICATION

CLIENT NAME:

DATE:

CONTACT DETAILS:

CLIENT SIGNATURE:

NUTRITION
COUNCIL
AUSTRALIA

SCREENTNG TOOL (RSST)

This risk-stratificafion screening tool does not substitute advice from an appropriately qualified
Medical or Atlied Health Professional. This isk-statification screening taol does not promise or
warrant against injury or death and no guarantee oFprotection shou/d resu/t from the use of this
risk-stratification tool. No ltability ot responsibility in any shape or form .an be accepted by Nutrition
Councll Australia (NCA) for any injury, loss, harm or damage that may emerge or become apparent
from any person acting on the instruction of (or any statement or information) this risk-stratification
screening tool.

DOB;

GENDER:

Due to the increosed risk ond chollenges thot medicol conditions con hove on client core, it is criticol

thot clients who foll outside the scope of proctice for o Nutritionol A.dvisor/NRN ore identified.
Section one of the industru endorsed RSST focuses on identifuing the client's current heolth stotus
ond the need for referrol.

There qre two components within Section I of the RSST thot collect vitol informotion obout the
client, these include:

PART A) ldentifg current medicol conditions.

PART B) ldentifg 'ot risk'foctors.

CLIENT DETAILS:

SECI|ON I: IDENTIFYTHE CLIENT'S CURRENT HEAUIH STATUS



OBJECTIVE: To identifg if on individuol presents with ong known diseoses, or signs or sgmptoms of diseose, who

mog be clossified os o higher risk of on odverse event under the guidonce of o Nutritionol Advisor/NRN.

The potentiol client should onswer ges or no to the following questions: Yes No

Are gou pregnont or breostfeeding?

Are Uou under the oge of 16 geors old (O-15 Ueors old)?

Thefollowingquestionsreferspecificollgto'chronicheolthconditions'(onillnesspersistingforolongtimeor
constontlg recurring).

Hove gou been medicollU diognoseC with ong eoting disorder (i.e., onorexio nervoso,

3 onorexio bulirnio, binge eoting disorder)? /fyes. p,ease Ind/.ate below

Hove gou been diognosed with diobetes nrellitus (i.e., pre-diobetes, tgpe I, tgpe ll &

4 gestotionol diobetes)? ifyes, liease indi.ate below:

Hove Uou been d;ognosed with coelioc diseose?

Hove uou been diognosed with concer?

Hove gou been diognosed with renol diseose?

Hove gou ever hod boriotric surgerg (i.e gostric sleeve, gostric bgposs, lop-bond)?
lf yes, please ihdicate beJaw:

Hove gou been diognosed with onU ofthe following gostrointestinol troct issues?

Diverticulitis, bowel obstructions ond bowel resections, irritoble bowel sgndrome
(lBS), inflommotorg bowel diseose (lBD) including ulcerotive colitis ond/or Crohn's

diseose. lf yet please;ndicate belowi

Hove gou been diognosed with thgroid diseose (i.e., hgpothgroidism or

hgperthgroidism)? ryer please indicate be,ow:

Are gou currentlu toking onq prescribed medicotion for blood pressure,

cordiovosculor diseqse or high cholesterol, such os ACE inhibitors, beto blockers,

worforin or stotins? fyet p,ease list lhe medication(s) below and ptovide a reason fo. takingthe

medication(s):

lf the individuql onswers YES' to ong ofthe obove Il questions, o referrol must be

mode to on Accredited Practising Dietition {APD) for nutritionol odvice ond suppot.
A Nuttitional Advisot/NRN musl not work with ot take the ihdividual on as a client.

lf the individuol qnswers 'NO' to oll of the 1l questions obove, the Nutritionol Advisor/NRN

cqn mqve onto Section 1: B ofthe Risk-Strotificqtion Screening Tool.

'ro
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PART A) IDENTIFY CURRENT MEDICAL CONDITIONS



OBJECTIVE: To identifg if on individuol presents with ong risk foctors in which o Nutritionol Advisor/NRN would
need to refer the individuol to o GP for q mo(e detqiled ossessment ond goin medico{ cleoronce prior to working
with the individuol.

The potentiol client should onswer Ues or no to the following questions:

'I ls gour BMI below 18.5kg/m': (<18.5) or crbove 4okg/ m1(>4O)a
BMI = kg/m, = Weight ; (height x height)
lfyes, please indicate vaur Bf"ll betow

Current Weight (kg)l
Current Height ((m):

Hove gou been diqgnosed with onU conditions impocting fertilitg (i.e., polgcUstic
ovorion sUndrome, endometriosis)? tf yes, please indicate belaw:

Hove gou been formollg diognosed with ong food ollergies ond,/or intoleronces?
lfyes, please specify food allerg/, diaenasti. taol and an approximate diagoosis date:

Hove gou been formollg diognosed with o mentol heolth condltion in which gou ore
required to toke medicotion?

lfthe individuol onswers'YES'to ong ofthe obove 4 questians, o referrol must be mode to
o Gene.ol Proctitioner (GP) for o more detoiled ossessment qnd o medicql cleorqnce.
"lt is only after a alearance and the'atl clear'has been made by the 6Pthat a Nuttitianat Advisar/NRN
can work with the individud.

lfthe individuot onswers'NO'to qll 4 questions obove, the NutritionolAdvisor/NRN con
move onto Sectioh 2 of the Risk-Strotificotion Screening Tool.

Yes No

PART B) IDENTIFY'AT RISK'FACTORS



OBJECTIVE: This section identifies possible food intoleronces or ollergies thot on individuol mog hove. This is on
importont foctor in the screening process to identifg if on individuql mog suffer from food intoleronces qnd/or
ollergies os this mog require o more detoiled level of ossessment bU o Generol Proctitioner (GP).

The potentiol client should onswer Ues or no to the following questions: Yes No

Do gou experience blooting regulorlg?

Do gou believe gou suffer from excessive flotulence?

Do gou experience irregulor bowel motions (i.e., diorrhoeo, constipotion, sore to
poss, obnormol colours, foecol urgencA)?
lfyet please provide details be,ow on the number of eliminations per day stool colour, stoal
abnofinalities and stooi formatian where passible:

Do Uou believe gou suffer from low energg levels?
lfyes, please prcvide more infatmadon belaw:

Do gou suspect gou mog hove ong food ollergies ondfor intoleronces?

lf yes, please ldentify why yoLt lhink yau mayhave an atlergy/i.tale?n.e and io what specific Foo.l

F
lfthe individuol onswers 'YES' to two (2) or more of the obove 5 questions, it is
'recommended', however, not mondotorg thot q referrol be mqde to o Generol Ploctitioner (6P)

for q more detoiled qssessment ond q medicql cleorqnce.
'/t is to the discretion of both the individual and the Nutritiona/ Advrsor/NRN whether or not nutritiona]

support and Euidafice wi// continue under the supervision of the Nut,t onal Adviaor ot if the client will be

refefied to a GP lf the client is happy to eceive suppatt undet the gLlidance of the Nutritiona, Advisor/NRN,

then the Nutritional,Advisor/NRN can continue to work with the c,ient

lfthe individuql onswers'NO'to olt of the qbove 5 questiong the NutiitionqlAdvisor/NRN con

begin to provide individuol nutritionql support ond guidonce to the client.

I

SECI'ON 2: IDENTI FY POSSIBLE FOOD I NTOLERANCES/ALLERG! E5
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OBJECTIVE: This section identifies possible chronic heolth conditions thot present within immediote fomilV
members. Hovlng o fomilg heolth historu of o chronic condition does not meqn that the client will develop thot
condition, however, it is importont to identifg ong potentiol risks.

The potentiol client should onswer Ues or no to the following questionsl Yes

Hos on immediote fomilg member (porents or siblings) ever been diognosed with
qng ofthe chronic heolth conditions outlined in Section l: A?
/fyes, p/ease Iist the medical condition(s) belaw:

lf Uou hove qnswered 'ges'to the obove question, hqve gou hod o heolth check
within the lost 12 months ond been cleored for thot condition?

It is recommended thot the client undergoes o heolth check with their generol proctitioner (GP) if theU hove onswered
'YES'to both questions obove (i.e-, theg hove indlcoted there is o fomilg historu of chronic diseose ond hove not hod o
heolth check within the lost.l2 months).

The N utritionql Advisor/N RN con begin to provide individuol nutritionol support ond guidonce to the client even if o

fomilU historu of chronic conditions hos been indicoted, however, clients should be encouroged to hove regulor heolth

checks.

ADDITIONAL NOTES (IF REQUIRED):

No

SECT,ON 5: IDENTIFY FAMILY HEALTH HISTORY



CLIENT OUESTIONNAIRE NUTRITION
COUNCIL
AUSTRALIA

CLIENT NAME:

DATE:

CONTACT DETAILS:

DOB: MALE/FEMALE:

2l

3)

4l

5)

How many glasses of water do you drink per day?

Do you drink alcohol? (yes/no)
(lf yes, how many standad d nks would you have in an aveage week?)

Do you ever skip breakfast, lunch or dinner?
(lf so, please provide details below)

Do you drink tea or coffee regularly {yes./no)
(/fyes, how mony standard cups oftea or aoFfee would you have per day?)

Do you feel as though you have a 'bad' relationship with food
(lfyes, please prcvide mare details belaw)

.. Do you smoke or have you previously smoked in the past? (yes/no)
ol (tf vis, proriae details for haw often you sffoke per day.lfyou no lorqer smoke, please provide details on when yau stopped)

G

CLIENT DETAILS:

GENERAL DIETARY HABITS:



7) Please list any foods below that you particularly like or dislike.

8) Besides allergies or intolerances, do you have any other dietary restrictions?

,, Do you regularly suffer from any cravings?
' p/e.,se drscrlss in detar/ rnc/t/ding .rav ing frcquency, food type ahd jf you ate aware of any ttiggers.

Are you currently taking any supplements and/or vitamins? Please list these below and provide dosage details.
(Ihis question is not referring to medications)

How often do you have a bowel movement?
") Pr, -,. t; -o tt.e i no:r dpp,opr iJte bo. bF ovL.

10)

More than 3 times per day

Once every 2-3 days

1 2 tifies per day

A few times per week

2-3 times per day

Once per week

12)

Have you tried any diets or approach(s) in the past in an attempt to change any dietary habits? (yes/no)
lf you answered yes for the aboye question, prease describe be/ow.

- The fiethods/types oFdiet have you tried in the pasf to chang e your djetary hablts
- Why yau stopped/discontinued the approach(s)?

On a sca/e of I - ]a 0O beine the hardest) how difficutt did you fihd the prccess of the above apprcach(s)? (p/ease circle)

10

13) List your top three priorities in life.

HEALTH GOALS AND MOTIVES:



14)
What are your current heallh-related goals?
Please .rlsc pi.,vjCe delails or h.ri bng'jlou think jt v,/itt Late 1o a.hieve these goals:

16) What is your greatest motivation to become healthy?

17) What do you think you woutd have to change in your diet or lifestyle to enable you to achieve your goals?

18)
What do you think are the biggest challenges to achieving your goals?
(Fiease ti.k the boles a,rd elolain where possibiel

T,meKnowledge

Support

Enerey

How confident are you that you can reach your health goals?1e)

2O) How could I help you increase your confidence?
' i S ,- o- _d?r. t r. /r r,o. ,o6. ,,,:ppo,nrmen-s e..l

15) ln what ways do you think your weight is negatively impacting on your health or lifestyle (if any)?

2l\ Are you looking for a full meal plan or would you prefer to adjust your current lifestyle with some additions?
' (lf.ethel p/edse a.lvise whdtareycu hcpinAtc a.hieve in today's session?)



22} Who do you tive with (i.e. family or friends)?

Who does most of the cooking at home?

Are your friends and family supportive of your lifestyle goals?

How frequently do you consume takeaway or eat out at restaurants? please provide details.

Roughly, how much do you budget fo, groceries each week?

Do you have access to arl basic cooking equipment such as an oven, stove, microwave and brender?

How much sleep are you getting?
(Please p@vide details on hours ofs/eep each night as wel/ as detai/s if its broken,/unbroken sleep)

26)

271

OTHER LIFESTYLE FACTORS:
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REVIEW OF CURRENT EXERCISE REGIME

CLIENT NAME:

CLIENT DOB:

CLIENT OCCUPATION:

Exercise at

Work

eg:

sedentary,

light

walking,

heavy lifting.

Prescribed

Exercise

Type

How

Many

Times

Per

Week

Intensity

- Light

- Moderate

- High

Duration

Activity

1. N/A NiA

Activity

2. N/A

Activity

3. NIA
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Additional Notes:

Activity

4. N/A

Activity

5. N/A

Activity

6. N/A

Activity

7. N/A



CLIENT FOOD DIARY
NUTRITION
{}SUNCiL
AUSTRALIA

DAY/MEAL FOOD CONSUMED AMOUNT TIME WHERE SOCIAL SETTING ACTIVITY MOOD



CLIENT FOOD DIARY
NUTRITION

AUSTRALIAG
DAY/MEAL FOOD CONSUMED AMOUNT TIME WHERE SOCIAL SETTING ACTIVITY MOOD



CLIENT FOOD DIARY
NUTRITION

AUSTRALIA

DAY/MEAL FOOD CONSUMED AMOUNT TIME WHERE SOCIAL SETTING ACTIVITY MOOD



CLIENT FOOD DIARY
NUTRITION
c0i,]NetL
AUSTRALIAG

DAY/MEAL FOOD CONSUMED AMOUNT TIME WHERE SOCIAL SETTING ACTIVITY MOOD



CLIENT FOOD DIARY
NUTRITION
COUNCIL
AUSTRALIA

@ @ E I I

DAY/MEAL FOOD CONSUMED AMOUNT TIME WHERE SOCIAL SETTING ACTIVITY MOOD



REFERRAL FORM
T.IUTRITIOH

AI..!TI;AIIA

REFERRAL
DATE:

NAME:

BUSINESS
NAME:

ADDRESS:

CONTACT
DETAILS

CLIENT NAME: DATE OF
BIRTH:

CLIENT
ADDRESS:

CONTACT
DETAILS:

Dear Sir/Madam.

Thank you kindly for seeing
Details for this referral are outlined below:

age _ for

ADDITIONAL DETAILS

Thank you in advance for your assistance.

Look forward to hearing from you in the future.

Healthy regards,

Ryan Downing
Accredited Nutrition Advisor
NCA Membership No. 446

BUSINESS NAME: RAD GYM PTY LTD ATF RAD
GYM TRUST

ABN: 28 30r 566 007

CONTACT DETAILS: 0488 709 839

radgym2023@gmail.com



REFERRAL FORM
HUTEITION

qr-,STriAlrr

t, give my permission for to communicate with my GP
regarding my health status and my progress relating to my nutritional program and/or
recommendations. All information provlded will be treated confidentially and will not be used for any
other purposes or shared with any additional parties.

I can also confirm that I am aware of the following:
. That this referral is being made and I understand that I can withdraw from this referral or from

the referred service at any time.
. I consent to the referred parties on this form to receive relevant information from doctors and

other Allied Health Professionals, specifically relevant to my nutritional care whilst being a
client of.

NAME:

SIGNATURE:

DATE:

lf the client is under 1B years of age, authorisation should (where possible) also be provided
by a parenU guardianicarer.

NAME:

SIGNATURE:

DATE:

BUSINESS
NAME:

RAD GYM PTY LTD ATF RAD
GYM TRUST

ABN: 28 301 566 007

CONTACT
DETAILSI

0488 709 839

radgym2023@gmail.com


