PAGE 1: INITIAL HISTORY AND NUTRITION ASSESSMENT

	To be filled out by client
	Reserved for Dietitian

Referral Source:

	Name: 
	Date: 
	

	Address:   
	

	City: 
	State: 
	Zip: 
	Age: 
	Sex: 
	

	Home Phone: 

Email:  
	 Work Phone:
	Date of Birth:


	

	Insurance Co:
	Policy Number:
	Additional Insurance Information:

	Subscriber’s Name:
	Subscriber’s SSN:
	

	Ins. I.D. Number:
	Employer or Subscriber:


	

	Primary Physician:
	Date of Last Check-up:
	Diagnosis/Chief Complaint:

Medical History:

Family Medical History:

Quality of Life:

	Reason for Seeing Dietitian:
	

	How long had this condition/disease?
	

	List any symptoms  associated with this condition:

How has your life been effected by your medical condition?

	
	

	Personal Medical History:
 Place a check mark in front of the conditions you have or have had

Heart Disease

Diabetes

Ulcer

High Blood Pressure

Obesity

Gallbladder Disorder

Hyperlipidemia

Arthritis

Constipation

Cancer

Anemia

Diarrhea

Lung Problems

Chewing Problems

Gastrointestinal Problems

Food Allergies

Food Sensitivities

Other Allergies
Other Medical Conditions _________________________________________________


	

	Family Medical History: Check conditions that apply to your blood relatives
Heart Disease

Diabetes

Ulcer

High Blood Pressure

Obesity

Gallbladder Disorder

Hyperlipidemia

Arthritis

Constipation

Cancer

Anemia

Diarrhea

Lung Problems

Chewing Problems

Gastrointestinal Problems

Food Allergies

Food Sensitivities

Other Allergies
Other Medical Conditions__________________________________________________


	

	Patient Behavior
0=N/A

1=Never

2=Rarely

3=Sometimes

4=Often

5=Occasionally
Excessive evening consumption

Portion Size control appropriately

Meal Replacements Uses appropriately

Food Guide Pyramid Eats accordingly to

Sets realistic wt. reduction goal

Gets appropriate physical activity
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	To be filled out by client
Name: 
	Reserved for Dietitian

	Marital Status:            Single          Married            Divorced/Separated           Widowed        
	Family & Social History

	List seeing, hearing, other impairment:
	Last Grade Completed:

	Occupation:
	Number of persons in household:
	

	Names
	
	Relationship
	
	Age


	

	Anyone else in household on special foods or meal plan?
	Meal Plans:

Servings Per Day:

Dairy

Veg.

Fruit

Meat

Starch

Fat

Sweets



	If so, what type of foods or meal plan?
	

	Who cooks for you?
	How often do you eat at home per week?
	

	Name 3 or more foods you regularly prepare at home?


	

	How often do you eat out each week?


	

	Where you eat out
	What you order to eat
	

	How many meals/snacks do you eat a day?                          
	How often do you eat breakfast a week?
	

	List any foods you are allergic to:


	Problem Foods:

	Food dislikes or foods you have problem eating (gas, stomach pain, etc.)
	

	Height:          
	Present Weight: 
	Usual Weight: 
	Goal Weight:
	Height:

Weight:

Barriers:

Supplements:

	Pounds gained this year
	Pounds lost this year
	

	Are you on or have been on a special diet?
	What type?
	

	Where did you receive your information about the diet?
	

	Did you stay on your meal plan? 
	How long?
	

	Did you use the information you learned?
	

	List the problems you had trying to follow your meal plan.
	

	What beverages do you drink each day?
	

	What types of diet foods are you using?
	

	Are you using any foods from a weight loss program?


	

	List any vitamin/mineral or health supplements you are taking.


	

	
	

	List all medications you are taking, time of day, and amounts (use back if needed)

Alcohol Intake:   _____Drinks ______Per Day ______Per Week           Type:

Tobacco Intake:  _____None Smoker   ______Quit smoking recently ______Pipe or Cigar

                            _____Packs of Cigarettes a Day    _______Chewing Tobacco


	Medications:

Possible Drug/Nutrient 

Interactions:

Substances:
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	To be filled out by client

Name:
	Reserved for Dietitian

	Exercise Regularly?

Minutes/Day_____
	If so, what types?

Days/week_____
	Exercise:

	Moderate ______

or

Vigorous_____
	Total number of hours per week _____
	

	Willing to increase?
	Injuries or limitations?
	

	Other problems


	

	Self Assessment of Stress Level:
	         High                    Moderate
	             Low
	Stress Assessment

	Personality Type:
	                  impatient, time-oriented, competitive       
	

	                  Usually somewhat relaxed, sometimes anxious
	               Relaxed, easy going
	

	Any severe personal problems in the past 12 months? (such as death of family member, marital problems, divorce, job changed, accidents, law suits, serious family problems, ill health)

Relaxation Techniques Practiced?                                                   Which ones?


	

	Fasting Glucose g/dL ____________                     HgA1C ________________
Can you monitor your Blood Glucose, if applicable?
	Blood Glucose Monitoring:

Blood Pressure Monitoring:

	  If currently:      Time of Day                                       
	Times per Week
	

	 Any Problems? 
	

	Can you monitor your Blood Pressure, if applicable?


	

	What are you goals?
	Motivation:

	What help would you particularly like from the Dietitian?


	Expectations:

	This space is reserved for Medical Provider
Date:

Blood pressure

Total Cholesterol

LDL

HDL

Triglyceride

Waist Circumference

Hip Circumference

Waist-Hip Ratio

BMI:
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This information I give to the best of my knowledge:

 

Client’s Signature:                                                                                     Date:                                
           
