Nutrition Evaluation

Name: __________________________
Program Start Date: _______________

Phone: __________________________
(2nd) ____________________________

Date of Birth: _____________________
Insurance: _______________________

Diet information:

Current diet (circle one):    Regular
   Other  (specify): ___________________      
Daily intake (please provide a sample day of meals):
   Breakfast

       Lunch

          Dinner


Snacks
Dining out frequency:       x’s weekly        x’s monthly        x’s daily ___ Never

Food allergies and/or diet specifications: __________________________                                             

Medical History (check all that apply, if any):

             Diabetes Type 1
             Heart Disease               Hypertension 
             Diabetes Type 2
             Sleep Apnea                 GERD (acid reflux)
             Hypercholesterolemia             Smoker (  ) PPD  _____ Other: _____________

             Hypertriglyceridemia              Alcohol (  ) drinks per day 
             Osteoarthritis of weight bearing joints 

Family History (list condition and relation of family member): _______________________________________________________________________

________________________________________________________________________________________________________________________________________________

Medications: ________________________________________________________

___________________________________________________________________                                                                                                                                                                              

Vitamins/Minerals/Herbal: _____________________________________________

Exercise:

Current: ____________________________________________________________                                                                                                                                       History: ____________________________________________________________                                                                                                                           
Ht:              Wt:             BMI:             Length of time at present weight: _____________                  
Factors contributing to current wt: __________________________________________                                                                     
Weight History:
Weight during childhood:  __normal    __underweight   __overweight   __average 
Weight (in pounds, estimated) at age 18: __________                                
Lowest adult wt:                  Measures taken to maintain this wt: ________________                                   
Highest adult wt:               Factors contributing to this wt: _____________________                        

Weight prior to 1st pregnancy (if not applicable, skip):           Wt retained: _________           

Weight retained with subsequent pregnancies: _________  _____________________
Weight stability (circle one):  Gradual increase      Yo-yo effect     Other                           
Diet History:

            Weight Watchers

              Richard Simmons

            Atkins diet


              Zone diet
            Jenny Craig


              Carbohydrate Addicts

            LA Weight Loss


              Dietitian supervised

            South Beach


              Physician supervised 

            Sugar Busters


              Other: ___________
______ Nutrisystem                      
Weight Loss medications history:

            Phen/Fen


              Other Ephedra based

            Metabolite


              Other Caffeine based

            Phentermine


              Other: ___________                     
            Meridia
            Xenical

Behavioral counseling history:  Yes   No   During what time period: _________  
Goals of weight loss program: _________________________________________  
Weight loss expectations (including bariatric surgery): ______________________
__________________________________________________________________          
*IMPORTANT: Below to be completed by office only.*
RD expectations for nutrition/behavior change: 
________________________________________________________
________________________________________________________
________________________________________________________

Nutritional recommendations based upon:_______________________                                                                 
Estimated daily calorie needs:  800-1000   1000-1200   1200-1400    Other: _____ 

Estimated protein needs: 60-80 gm/day     Other: _____
___ Pt is a good candidate for bariatric surgery.

RD Signature: ____________________________________________________
