Nutrition Assessment 

Name:

Today's Date: 

Date of Birth:

Age:

Sex:

Relationship Status: 

Children?

Pets?

Work/School Schedule:

Reason for Consultation:

Referred By:

Doctor's Name:

Noteworthy Health Info:

Current Medications:

Vitamins/Supplements:

Recent Illness, injury, surgery:

Family Health History:

APPETITE

How would you describe your appetite?

Do you enjoy eating?

EATING PATTERNS AND ATTITUDES ABOUT FOOD

How many meals/snacks do you eat on a daily basis?

24 HOUR FOOD RECALL

Date for Recall:

Breakfast:

Snack:

Lunch:

Snack:

Dinner:

Snack:

Fluid intake:

Water intake:

Describe healthy eating:

Describe unhealthy eating:

What restaurants do you frequent, if any? 

Who prepares the main meals you eat?

Who does the grocery shopping?

What stores does the bulk of your groceries come from?

How many people are in your household?

Name any foods you cannot/do not eat:


Allergy:


Dislike:

Most favorite foods:

FOOD FREQUENCY

D=daily 
W=weekly 

M=monthly 

R=rarely 

N=never

Milk: 

Cheese:

Yogurt:

Eggs:

Nuts:

Chicken/Turkey:

Beef:

Seafood/Fish:

Starchy vegetables (potato, corn, carrot):

Legumes (beans, lentils, etc.):

Vegetables (leafy and others):

Fruits:

Juice:

Bread:

Pancakes/waffles:

Crackers/popcorn:

Cereal:

Pasta:

Rice:

Butter, margarine, fats:

Desserts:

High sugar foods:

Soda:

Water:

Coffee, tea:

DIET/WEIGHT/HEALTH HISTORY

Ancestry:

Blood type:

Do you sleep well?

How many hours do you sleep per night?

Do you wake up at night? If so, why?

Any pain, stiffness, swelling?

Constipation/Diarrhea/Gas?

Allergies/sensitivities (other than food)?

-----------------------------------------------------

For Females:

Birth control History:

Yeast infections of Urinary Tract Infections?

Are your periods regular?

How many days in your flow? How frequent?

Painful or symptomatic periods?

Reaching or approaching menopause?

--------------------------------------------------------

Height:

Current weight:

How long have you been at this weight?

Usual body weight:

Describe your weight during childhood/adolescence:

What foods did you eat often as a child?

Mother's usual weight:

Father's usual weight:

Siblings' weights:

Have you gained weight in the past year?

Have you lost weight in the past year?


If so, how many pounds and why?

Have you ever tried losing weight before?

Have you tried to change your diet in any other way?


If so, in what way(s)?

Do you crave sugar/coffee/cigarettes or have any other addictions?

At what point in your life did you feel best?

EXERCISE AND ACTIVITIES

What do your physical activities include?

How often do you get out of breath when you exercise?

What are your favorite hobbies and activities?

What is your average daily screen time (TV, computer, etc.) at work/school/home?

GOALS

What are your personal nutritional goals?

Will family and/or friends be supportive of your desire to make food/lifestyle changes?

What would you like to get from this consultation and how can this best be accomplished?

