Nutrition Questionnaire
Name: __________________________________________________________

       Date: _________



Last

  
  First 


Preferred First

Address: ____________________________________________________

City: _______________________________________ State: ________ Zip Code: _____________

Email Address: ______________________



Phone:  (        ) _________________

Age: ______    


 

Gender:
  ⁭ M 
⁭ F

Referred by:  ⁭ Self
   ⁭ Health Care Provider

   ⁭ Other _______________________________
Have you seen a nutritionist before?  ⁭ Yes  
⁭ No

If so, who and when? ______________________________________________________
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Height:  __________

Current Weight:  __________
   
Desired Weight:  ___________

Lowest Adult Weight:  ___________     When _____
      Highest Adult Weight:  ___________     When _______
What do you do for a living?___________________________________________________________________

Is your work: 
Sedentary (seated all day) 
Light Activity (walking) 
    Heavy Activity (heavy lifting) 


Do you participate in physical activity outside of a gym?_____________________________________________
Does your weight feel out of control?
⁭  Yes

⁭  No
How is your body weight? 

a. I am overweight

b. I am of normal weight, but am gaining weight

c. I am of normal weight

d. I am underweight

e. I am not sure

If you are overweight, how much weight would you like to lose? __________ pounds
Are you currently being treated for a medical condition?
⁭  Yes

⁭  No

List: _________________________________________________________________________________________

Are you taking any medications?



⁭  Yes

⁭  No
List: _________________________________________________________________________________________

Are you taking any vitamin or nutritional supplements?
⁭  Yes

⁭  No

List: _________________________________________________________________________________________

Do you have any family history of diabetes, high blood pressure, high cholesterol?


⁭







  Yes

⁭  No

Which/Who: ___________________________________________________________________________________

Do you drink alcoholic beverages?



⁭  Yes

⁭  No

Describe use: _________________________________________________________________________________
Are you currently on a special diet?

(i.e., vegetarian, low-carb, gluten-free, etc)


⁭  Yes

⁭  No

Describe: ____________________________________________________________________________________

What do you eat most often?
⁭ Home
cooked meals     ⁭ Restaurant  Meals      ⁭ Convenience Foods 
Other: ______________________________________________________________________________________
How often do you eat out in a week?______________________________________________________________

Is this something you are willing to change?


 Yes

No

How would you describe your current diet? 

a. Poor

b. Fair

c. Good

d. Very good

e. Excellent
Explain: 
_____________________________________________________________________________________________
_____________________________________________________________________________________________

 What would you most like to change about your current diet?

_____________________________________________________________________________________________
_____________________________________________________________________________________________
____________________________________________________________________________________________​
What diets or eating plans have you tried in the past, if any?
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
Circle the Appropriate Answers
1.  What are the main reasons that you would like to change your diet? 
Improved self-confidence

Improved health

Weight loss

Increased energy

Others (family, friends, others) want me to do so

Improved athletic performance

Strong family history of heart disease or diabetes

To encourage my children or other family members to adopt a healthier diet (to set a good example)

Other:_________________________________________________________
2.  What obstacles do you face when trying to improve your diet? 

Emotional or mental stress

A sedentary job/lifestyle

Lots of food at work

Difficulty finding time to prepare or eat nutritious food

An active social life

Frequent travel

Others not supporting, or actively hindering, your attempts to improve diet/health

Many work and family commitments

Health problems
Other: ​​​​​​​​​​​​_________________________________________________________
3.  What would help you to become more successful in your efforts? 

Keeping a food journal

Sample menus

Group classes or meetings

Frequent meetings with a registered dietitian

Ideas for budget-friendly and healthy meal/snack ideas

Ideas for better food choices when dining outside of the home

Stress management tools 

An exercise plan
Behavioral Therapy/Counseling
Other:_________________________________________________________
4. How many meals do you eat per day?___________________

5. How many snacks do you eat per day?__________________
List any exercise/activity that you do on a regular basis:

Type of exercise/activity

Days per week

Time spent doing that activity (each time)

Describe changes, if any, that you have made to your eating and/or exercise habits.  When did you implement these changes?
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

What do you hope to achieve as a result of nutrition counseling?

_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Which ways do you learn best? 

a. Verbal instruction

b. Visual aides

c. Written handouts

d. Video

e. Other:_____________________________________________

Rate how important this change is to you (0 not at all, 10 extremely)     0     1     2      3     4      5     6     7     8     9   10
Rate how confident you are to make this change at this time
    0     1     2      3      4     5      6       7      8      9     10
If you rated either of the scales 5 or below, what would need to change to make it a 7 or higher?
__________________________________________


______________

Client Signature







Date

Why are you seeking a nutritionist?  (Check all that apply)





⁭ General healthy eating advice		⁭ vegetarian eating	


⁭ Irritable Bowel Syndrome		⁭ Weight Loss/Weight Gain


⁭ High blood pressure			⁭ Disordered eating patterns (emotional, stress, boredom)


⁭ Weight Gain				⁭ High cholesterol


⁭ Diabetes				Other (please explain):___________________________
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