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Christopher Soppet
chris@autismrecoverycoach.com
Certified Health Coach
BA, Chemistry



Follow Up Form
Please return this completed form in .docx format
Client Information
Today’s Date:
Client DOB:
Sex:			
Client Name:	
Client’s Weight (lbs):
Client’s Height (ft’ in”)	:
Can the Client Swallow Capsules?			

Please complete the table below, substituting all information from previous visits/reports where applicable.
*Please visit https://autism.org/autism-treatment-evaluation-checklist/ and complete the ATEC questionnaire before beginning your new nutritional regiment.  Then, quantify your child’s most apparent symptoms that we would like to track over time.  At future follow up appointments, continue to quantify these same symptoms.  You may add new symptoms to track as necessary, but NEVER delete symptoms, whether they have been eliminated or not.
	Symptoms to Track
	Intake
	Follow Up #1
	Follow Up #2
	Follow Up #3
	Follow Up #4
	Follow Up #5
	Follow Up #6
	Follow Up #7
	Follow Up #8

	
	Date#1
	
	
	
	
	
	
	
	

	ATEC Score*
	
	
	
	
	
	
	
	
	

	Symptom#1
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


0 = symptom is absent	…	5 = symptom is moderate	…	10 = symptom is extreme
Use a 0-10 scale (0,1,2,3,4,…10) to track symptoms over time.  It is best to use an approximation of where the child would score over the past 2 weeks on average (ie, if having a particularly good or bad day today, it would be misleading for us to score these symptoms based on a more narrow timeframe).


Please record all bowel movements for 3-7 days, including date, time, relative size, consistency (Bristol scale 1-7), and color (pale, yellow, green, medium brown, dark brown, mottled, etc).  If you are requesting a Microbiome Assessment, and you have this data from the time period immediately prior to collecting the specimen we are analyzing, that is preferred.  If not, please create current data.
	Date
	Time
	Size
	Bristol
	Color

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	



Please input all lab results where applicable.  Leave any boxes blank where testing has not been performed.  Substitute all information from previous visits/reports where applicable.
	Labs to Track
	Intake
	Follow Up #1
	Follow Up #2
	Follow Up #3
	Follow Up #4
	Follow Up #5
	Follow Up #6
	Follow Up #7
	Follow Up #8

	
	Date#1
	
	
	
	
	
	
	
	

	SAM
	
	
	
	
	
	
	
	
	

	SAH
	
	
	
	
	
	
	
	
	

	SAM:SAH
	
	
	
	
	
	
	
	
	

	GSH
	
	
	
	
	
	
	
	
	

	GSSG
	
	
	
	
	
	
	
	
	

	GSH:GSSG
	
	
	
	
	
	
	
	
	

	Copper, serum
	
	
	
	
	
	
	
	
	

	Zinc, Plasma
	
	
	
	
	
	
	
	
	

	Ceruloplasmin
	
	
	
	
	
	
	
	
	

	Free Copper Index
	
	
	
	
	
	
	
	
	

	% Free Copper
	
	
	
	
	
	
	
	
	

	Magnesium, RBC
	
	
	
	
	
	
	
	
	

	Vitamin D, 25-OH
	
	
	
	
	
	
	
	
	

	TSH
	
	
	
	
	
	
	
	
	

	T3, free
	
	
	
	
	
	
	
	
	

	T4, free
	
	
	
	
	
	
	
	
	

	Ferritin
	
	
	
	
	
	
	
	
	





On the pages that follow, please record all food and beverages consumed for 1-3 days.  If you have this data from the time period immediately prior to collecting the specimen we are analyzing, that is preferred.  If not, please create current data.
Diet Log, Date: 				
	Meal / Time
	Food / Beverage
	Amount

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	





Diet Log, Date: 				
	Meal / Time
	Food / Beverage
	Amount

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	








Diet Log, Date: 				
	Meal / Time
	Food / Beverage
	Amount

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	








Please list all current dietary supplements in the table below.  Additional lines can be inserted if needed.
	Supplement
	Current Dosage
(milligrams/micrograms per day)*
	Brand
	Time of Day

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


*Please be sure to communicate this information clearly, so I can understand the dose given in each dosing and the total daily amount.  For example, listing the current dosage as, “½ tab (50 mg) twice daily” is incorrect because I don’t know if you mean you are giving ½ of a 50mg tablet twice daily, which is 25mg twice daily for a daily total of 50mg, or if you are giving ½ of a 100mg tablet twice daily, which is 50mg twice daily, for a daily total of 100mg.  Simply list the dosage (either 25mg or 50mg) that your child is given and the number of times you dose per day without reference to how many drops, tablets, capsules, or volume of a liquid supplement are given.  In this case, “25mg twice daily” will give me all the information I need to know.  Accurate communication is extremely important.  Double-check your math!  (Please and Thank You)

If Necessary, Specify the Purpose of this Consult:
Lab Testing to Review:
Please list all medication currently being taken:
Comment on fluid intake since our last consult:
Comment on physical activity since our last consult:
Comment on sleep (duration and quality) since our last consult:
Comment on any illnesses, injuries, or stresses since our last consult:
Other comments for me to consider:



MY MAXIMUM ANNUAL BUDGET:
Please indicate (by highlighting or bold-facing) your maximum annual budget you can dedicate to all autism-related treatment.  This includes health coaching, supplement expenditures, doctor visits, medication, copays, etc.  Knowing this information can help me provide recommendations that are actionable and affordable, and not waste your valuable time giving advice that you cannot act on.  I give EXAMPLES of what each category MIGHT entail.  Marking your choice does not obligate you to accepting any services or treatments specified.  I included the descriptions to give you a better understanding of my recommendations someone in that financial situation MIGHT expect to hear from me in order to see their child make the fastest improvements.
· My finances are EXTREMELY LIMITED.  I can only afford to spend about $2,400 each year on autism-related treatment.  I can realistically afford to implement a healthy diet, a very basic supplement regiment, and an annual follow up with Chris.  I understand this limits my options (but it is still possible to see significant progress on this budget, especially if the proper therapies are being administered).
· My finances are VERY LIMITED.  I can afford to spend between $2,400 to $5,000 each year on autism-related treatment, including a healthy diet, an annual visit to a private practice physician, routine annual lab work, compounded prescriptions, less regular follow up sessions with Chris, and a basic daily supplement regiment.
· My finances are SOMEWHAT LIMITED.  I can afford to spend between $5,000 to $10,000 each year on autism-related treatment, including implementation of a healthy diet, regular visits with a private practice physician, comprehensive lab work, compounded prescriptions, a comprehensive daily supplement regiment, and 3-month follow up sessions with Chris.
· My finances HAVE LITTLE LIMIT.  I can afford to spend between $10,000 to $20,000 each year on autism-related treatment, including implementation of a healthy diet, regular visits with a private practice physician, comprehensive lab work, compounded prescriptions, a very comprehensive daily supplement regiment, frequent follow up visits with Chris, and possibly some medical travel or medical equipment purchase (such as an HBOT home chamber).
· My finances are UNLIMITED.  I can afford to spend over $20,000 each year on autism-related treatment.  In terms of cost, nothing is off the table, including implementation of a healthy diet, regular visits with a private practice physician, comprehensive lab work, compounded prescriptions, a very comprehensive daily supplement regiment, frequent follow up visits with Chris, medical equipment purchase (such as an HBOT home chamber) and worldwide medical travel.
Please note that if you or your spouse are self-employed and reside within the US, I can suggest a third-party that may be able to deduct these medical expenses from your income for a nominal administration fee.  If this describes your situation, be sure to mention that to me.  I am not an affiliate nor do I receive any proceeds from sales of the aforementioned third-party administrator.  I want to help you afford the financial costs of autism!






Thorough completion of this form will help me serve you better.  Thank you for your compliance!
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