
Nutrition Consult Questionnaire
Date: _____________
Patient Name: _________________________________________
Please complete this form as accurately and with as much detail as possible. Once completed please email or fax to our office 48 hours prior to your first appointment. Fax: (559) 439-7847
We respect your privacy. All information pr[image: image1.jpg]


ovided is confidential and will become part of your health record.
1) Please indicate the reason for your seeking a nutrition consult at this time.
2) What are your current nutrition and or weight goals?
3) What do you feel are the barriers to achieve these goals?
4) Please list any current and/or history of chronic medical conditions. (Optional)
5) Please list all medications you are currently taking including vitamins, minerals and herbal supplements.
6) Are you allergic to any foods? Please specify.
7) Do you avoid any foods or food groups for religious, cultural or personal reasons? If so, please list the foods you avoid.
8) Do you exercise on a regular basis? If so, how many hours a week? Please list type of exercises.
9) How many meals do you eat in a day? How many snacks?
10) Do you eat breakfast in the morning?    YES     NO
11) How often do you eat outside of your home? Please circle one.
Most meals
Once a day
Three times a week
Rarely
12)  How many hours of sleep do you typically get a night?
13) Do you smoke?  YES     NO  
14) Drink alcohol?  YES     NO
15) Drink Coffee? YES     NO
16) Drink Soda or other sweetened beverages?   YES     NO
17)  Do you follow a specific diet plan? If so, please describe:
18)  Have you tried any particular diets, supplements or weight loss programs in the past? Please describe.
19) Please list any additional information you would like to share with the registered Dietician

