Name________________________  Group Health #____________

Height_5____
Usual Weight_83-85___
Goal Weight_83-85__

Occupation____Analyst________   Hours/Days of Work___9-5__________

Activity level  
( Less than 30 min___ times/week         
( 30-60 min___ times/week  

( More than 60 min_4_ times/week  
What type of exercise? __Ballet, Stretching/Flexibility/Plyometrics/Core/etc_________

Has your weight gone up or down (please circle) in the last year?     (  YES    (  NO

If yes, how much? ___20_______

Have you ever used laxatives, vomiting or diuretics to lose weight?  (  YES    (  NO
Rate your appetite:   (Poor
   (Fair
(Good
Are you following a special diet?
(  YES    (  NO

If yes, what type of diet?__My own__________________________________

Do you have food allergies or intolerances?
(  YES    (  NO
If yes, please explain:_____Don’t like spicey food__________________________________________________________
Please list any vitamin, mineral or herbal supplements that you are currently taking. _____________
__Centrum Performance Vitamin______________________________________________________________________________

Do you have chewing or swallowing problems?
(  YES    (  NO
How often do you drink alcoholic beverages?  _3 times in my LIFE_________________

Do you have any other health problems other than what your physician referred you for? ___No – recently have period irregularities due to forgetting to take pill___________________________________________________________________

Do you have any concerns regarding bowel functioning?
(  YES    (  NO

Which meals do you regularly eat each day?
  (Breakfast
    ( Lunch
( Dinner 

How many snacks do you eat during the day?  1   2    3    4    5     6    other_____

Who shops for your food? ___Me_________  

Who prepares/cooks your food?_Me___________

If you have diabetes, do you check your blood sugar?  (  YES    (  NO
How often?_________________   What are the readings?____________________

Please bring blood sugar records to ALL visits.

What would you like to learn at this visit? ________________________________________________
How do you learn best?    (Visual/observation        (Listening
(Printed materials

Please complete the 3 day food record on the back side of this questionnaire.  Thank you.

