Name: _____________________________  Birth Date: __________ Today’s Date:  _________

How did you hear about the Health Center’s dietitian?    

(     Health Center staff: __________________________
(     COC student 

(     COC faculty/staff: ___________________________
(     Other: __________________________


What are your specific nutrition concerns and goal(s) for this nutrition consultation?

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Nutrition Assessment




Medical History:

Have you, or anyone in your immediate family, had any of the following conditions?









Explanation: relationship / age at diagnosis


high blood cholesterol

Yes
No
_______________________________________

high blood pressure

Yes
No
_______________________________________

heart attack and / or stroke
Yes
No
_______________________________________

cancer
 


Yes
No
_______________________________________

obesity / overweight

Yes
No
_______________________________________

diabetes


Yes
No 
_______________________________________

alcohol and / or drug abuse
Yes
No
_______________________________________

eating disorder


Yes
No
_______________________________________

depression / mood problems
Yes
No
_______________________________________

gastrointestinal problems
Yes
No
_______________________________________

   Please circle type(s): reflux/heart burn, gas, constipation, diarrhea, irritable bowel syndrome, other______

osteoporosis


Yes 
No 
_______________________________________

other  _________________
Yes
No
_______________________________________

If applicable, please list your results from any recent, relevant medical tests (i.e. blood tests):

_____________________________________________________________________________________

_____________________________________________________________________________________

Are you taking any medications, including birth control and over-the-counter drugs (such as aspirin, antacids, diet pills, laxatives, etc.)?  






Yes
No

If yes, please identify. 
__________________________________________________________




__________________________________________________________

Are you taking supplemental vitamins, minerals, herbs, or other dietary supplements?
Yes
No

If yes, please identify.
__________________________________________________________




__________________________________________________________

Do you have any food allergies or food intolerances?  




Yes
No

If yes, please identify.  ___________________________________________________________

The following questions apply to females only:

Age of menarche:    _______
Have you ever had irregular periods?  

Yes
No



     



If yes, please describe:  __________________________


Age of menopause:  _______  

Weight History:











Present height? _______ Present weight? _______


Have you had a recent (within past 6 mos.) change in weight?  

Yes

No


If yes, please explain:  ____________________________________________________________

______________________________________________________________________________

What has been your highest weight? _____ Age?_____         Your lowest weight?_____ Age? _____ 

How would you evaluate your present weight? 

underweight          
about right 

overweight        

Are you concerned about your weight or body shape/size?

Yes

No

If so, when did your weight/body concerns begin? _____________________________________

______________________________________________________________________________

How often do you weigh or measure yourself?  ______________________________________________

Have you ever tried to lose (or gain) weight before?


Yes
 
No

If yes, which methods have you tried?________________________________________________ ______________________________________________________________________________

What is your desired weight? _____         Last time you weighed this?  _____         For how long?  _____

Lifestyle Profile:

How stressful do you consider your life right now?




1

2

3

4

5




 not stressful at all----------------------------------------------------------------extremely stressful
What are your primary sources of stress?  ____________________________________________  

How is your food intake/tolerance affected by stress?  Please circle all that apply.


No effect        Eat more        Eat less        Eat different types of food        Irritable bowel (diarrhea,









 constipation, gas, etc.)
 

Do you currently exercise?


Yes

No


If yes, what do you do?___________________________________________________________



How many days/week?
__________________________________________________________


How long per session?
__________________________________________________________

How often do you have a drink containing alcohol?  __________________________________________ 

When you drink alcohol, how many drinks do you typically consume?  _____________________ 

During the past year, have you been unable to remember what happened the night before because you had been drinking?  

Yes  

No 

Do you use tobacco, marijuana, or other drugs?
Yes

No



If yes, what do you use, how much, how often?  _______________________________________
How many hours of sleep do you typically get each day/night?  _________________________________

Do you have any sleep concerns? (i.e. difficulty falling and/or staying asleep, sleep walking/eating, etc.)

Yes

No
If yes, please describe: ________________________________________


Typical Eating Pattern:

Are you following a special diet or eating plan at this time (i.e. vegetarian, Weight Watchers, etc.)?

Yes
No 
If yes, please describe:  ______________________________________________

Are there any foods that you avoid?  _______________________________________________________

Please list your typical daily food/beverage intake below.  NOTE: If you have two distinctive patterns (i.e. “good days” and “bad days”), please describe each pattern separately.



Time



Food/Beverage




Location


______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________

______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________

______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________

______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________

______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
How much of the following beverages do you drink each day?  (please specify cups, ounces, cans, etc.)

Water


__________

Soda (regular or diet)

__________


Coffee


__________

Energy drink


__________

Tea


__________

Sports drink or “Fitness Water”
__________

100% Fruit juice

__________

Milk (check one)


__________

Sweetened fruit drink
__________

   ( fat free  ( 1% low fat  ( 2% reduced fat  ( whole     

(punch, lemonade, etc.)



   ( soy/rice milk ____________________________                 

To be completed by dietitian

Patient’s Name: ____________________________________________________DOB: ______________

Last

First

MI

Nutrition Diagnosis 

_____________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Nutrition Intervention

Education:  _____________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Recommendations & Referrals:

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Nutrition Monitoring & Evaluation

Desired Outcome(s):
_________________________________________________________________

_________________________________________________________________

Pt Actions:
1)       __________________________________________________________________



2)       __________________________________________________________________



3)       __________________________________________________________________



4)       __________________________________________________________________



5)       __________________________________________________________________

Dietitian F/U:
________________________________________________________________________  



________________________________________________________________________



_____________________________________________
         
______________

Sheri Barke, MPH, RD





Date
(To be completed by dietitian) BMI = 
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