Registered Dietitian – Nutrition Consulting
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The Therapy Room @ SAP Vancouver

NUTRITION COUNSELING

Please complete the following fillable questionnaire.  All information is confidential and will only be shared with your registered dietitian.

	Name:
	     
	Date:
	     

	Phone: (Work)
	     
	(Home)
	     
	(Cell)
	     

	Email:
	     
	Sex (M/F):
	     
	Age:
	     

	Height:
	     
	Weight:
	     
	Goal Wt:
	     


Past Medical History:

	Do Any of the Following Apply?

	 FORMCHECKBOX 

	High Cholesterol
	 FORMCHECKBOX 

	GI Problems
	 FORMCHECKBOX 

	High Blood Pressure

	 FORMCHECKBOX 

	Overweight
	 FORMCHECKBOX 

	Diabetes
	 FORMCHECKBOX 

	Heartburn

	 FORMCHECKBOX 

	Constipation
	 FORMCHECKBOX 

	Stress
	 FORMCHECKBOX 

	Heart Disease

	 FORMCHECKBOX 

	Hx of Weight Loss/Gain
	 FORMCHECKBOX 

	Cancer
	 FORMCHECKBOX 

	Food Allergies

	 FORMCHECKBOX 

	Nausea
	 FORMCHECKBOX 

	Underweight
	 FORMCHECKBOX 

	Eating Disorder (B/A)

	 FORMCHECKBOX 

	Other (please explain):


	Family history of disease? (y/n)
	     

	(please explain):
	     


Most recent lab results (if available):

	Cholesterol:
	     
	HDL:
	     
	Homocysteine:
	     

	Triglycerides:
	     
	LDL:
	     
	Blood Pressure:
	     


Nutrition Questions:

	Have you seen a Dietician/ Nutritionist Before?
	     

	If so, when and where?
	     


	Is your current weight stable? (y/n)
	     

	If Y, how long has your weight been stable ?
	     


	Reason for the visit (x):

	 FORMCHECKBOX 

	General Nutrition / Better Eating Habits
	 FORMCHECKBOX 

	Sports Nutrition
	 FORMCHECKBOX 

	Hypoglycemia

	 FORMCHECKBOX 

	Diet for Weight Loss
	 FORMCHECKBOX 

	Anemia
	 FORMCHECKBOX 

	Hypertension (High BP)

	 FORMCHECKBOX 

	Diet for Weight Gain
	 FORMCHECKBOX 

	Constipation
	 FORMCHECKBOX 

	Eating Disorder

	 FORMCHECKBOX 

	Vegetarian Diet
	 FORMCHECKBOX 

	Other (please explain):


	What is your goal for your nutrition consultation?

	     


	Are you under a doctor’s care ? (y/n)
	     

	If Y, for what ?
	     


	Is your current weight stable? (y/n)
	     

	If Y, how long has your weight been stable ?
	     


	Have you been diagnosed by a doctor for a nutrition-related problem (such as anemia, high cholesterol, hypoglycemia, gastrointestinal problem, thyroid disorder, etc.)?  y/n
	     

	If Y, please specify:
	     

	What, if anything have you done to manage your nutrition related concerns?
	     


	Current Medications:
	     

	Vitamins / Minerals / Herbal Supplements:
	     

	Reasons for taking:
	     


Exercise:

	Do you exercise? (y/n)
	     

	How long on this exercise program ?
	     

	If N, why? 
	     


	Exercise Types
	How Often (x/wk)
	For How Long (mins) ?

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


Food Choice Inventory:

	Do you have any ethnically specific food preferences (ie: Chinese, Filipino, Mexican) (y/n)
	     

	If Y, please specify:
	     


	Food Dislikes:
	     

	Food Allergies / Intolerances:
	     


Meal Planning:

	Who plans your meals?
	     

	Who cooks?
	     

	Who shops? 
	     

	Is a list used?
	     


Dining Out:

	How often do you eat out / week?
	     

	How often do eat at:

	Fast food Restaurants?
	     

	Other people’s homes?
	     

	At banquets / meetings?
	     

	At “finer” restaurants?
	     


Beverages:

	Do you drink alcohol?
	     
	What?
	     
	Weekly amount:
	     

	Do you drink Coffee / Tea?
	     
	Reg/Decaf?
	     
	Daily  amount:
	     

	What other beverages?
	     
	Daily amount:
	     


	What do you feel are your worst food habits?
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