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Today’s Date:					
Name:									Phone:					
Address:													
Email:														
Date of Birth:			Age:		 Height:			Weight:			
Physician:						Date of last physical:					







MEDICAL HISTORY (Please check all that apply)
	
	Type
	Family
	Self
	When

	Heart disease
	
	
	
	

	Cancer
	
	
	
	

	Osteoporosis
	
	
	
	

	Eating disorder
	
	
	
	

	Menopause
	
	
	
	

	High blood pressure
	
	
	
	

	High cholesterol
	
	
	
	

	Smoker
	
	
	
	

	other
	
	
	
	



MEDICATIONS AND SUPPLEMENTS:											
															
															
WEIGHT HISTORY
Have you gained weight within the past year?		Amount		
Have you lost weight within the past year?			Amount		
Usual weight 			
Goal weight			
DIET HISTORY
Previous weight-loss diets:												
Diet concerns:														
Continued on next page…………………………………………….
NUTRITION HISTORY
How many meals do you eat each day?		How many snacks do you eat each day?		
How many times per week do you eat away from home?  Breakfast	       	Lunch		Dinner		
Please check boxes for places you eat away from home? Fast food □ Restaurant □ Cafeteria □ Other □
Each day how many servings of the following do you eat?      
Vegetables		   Fruits			 Dairy			  Meat	   		
Do you consume any meal replacement bars or drinks?								
How many servings of the following do you drink each day?
Water	           Juice	        Soda              Diet Soda             Sports Drink	          Tea             Iced Tea            Coffee       	 
Milk		(type)			 Alcohol		(type)			    
PLEASE LIST ANY FOOD ALLERGIES AND INTOLERANCES:								
															
															

CURRENT EXERCISE ROUTINE:												
															
															

REASON FOR TODAY’S VISIT												
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