Nutrition and Health History
Name:  _______________________________   Date:  _______________________  DOB:  _________________
Address:  __________________________________________________________________________________
Phone:  _____________________  Cell/Work:  ______________________  Email:  ______________________
Occupation:  ________________________  Employer:  ______________________  Age:  _________________
Marital Status:  _______________  Children?  _______________  Referred by:  _________________________
Physician’s Name:  ____________________________  Physician’s Phone:  _____________________________
Who lives in the house?  _____________________________________________________________________
Do you have, or have you had any of the following (check all that apply):
___ Heart Disorder		___ Fainting Spells		___ Diabetes		___ Hepatitis/Jaundiced
___ Low Blood Pressure	___ High Blood Pressure	___ Cancer		___ Stroke
___ Asthma/COPD		___ Crohn’s/Colitis		___ High Cholesterol	___ Psychiatric Care
___ Irritable Bowel		___ High Triglycerides		___ Kidney/Renal	___ Thyroid Issues
___ Surgery- please specify:  _________________________________________________________________
___ Other:  _______________________________________________________________________________
Has a Physician/Dietitian/Speech Language Pathologist recommended you follow a special diet?   Yes    No
If yes, what diet did they recommend? ________________________________________________________
Do you have any food sensitivities or food allergies?    Yes       No   If yes, what?  ________________________
___________________________________  Are you lactose intolerant?   Yes   No    Which dairy products do 
you tolerate?  _____________________________________________________________________________
Are you taking any vitamin/mineral/herbal supplements?   Yes     No
If yes, what?  ______________________________________________________________________________
Do you drink coffee?  ____	# cups per day?  ______   Do you drink tea?  _____  # cups per day?  __________
Do you drink milk?  ____  # cups per day?  ______  Do you drink water?  _______  # cups per day?  _________
Do you drink milkshakes/Ensure/Boost?   Yes     No    # bottles/day  ___________________________________
Do you drink alcohol?  _____  # drinks per week? _____  Do you smoke?  _______  # packs per week?  ______
How often do you eat out?   ____________________ Favourite restaurants? __________________________
Which foods do you avoid for religious/ethical/cultural reasons?  Are you vegetarian?  __________________
__________________________________________________________________________________________
Do you have any bowel issues?   Constipation  _________________ Diarrhea ___________________________
Do you have any chewing or swallowing issues?  Yes     No     Specify:  _________________________________
Is your appetite? :     Great		Fair		Poor
Have you lost or gained weight recently?     Yes      No     How much?  _________________________________
Do you get heartburn?  Yes     No		Do you get nausea/vomiting?  Yes     No    How often?  _________
What physical activity do you do?  _____________________________________________________________
How often? _______________________________________________________________________________
Par Q & You:  (Physical Activity Readiness Questionnaire)
Yes	No	1.  Has your doctor ever said you have heart trouble and that you should only do physical
		activity recommended by a doctor?
Yes	No	2.  Do you feel pain in your chest when you do physical exercise?
Yes	No	3.  In the past month, have you had chest pain when you were NOT doing physical activity?
Yes	No	4.  Do you lose your balance because of dizziness or do you ever lose consciousness?
Yes	No	5.  Do you have a bone or joint problem that could be made worse by a change in your physical
		activity?
Yes	No	6.  Is your doctor currently prescribing drugs (i.e. Water pills) for your blood pressure or heart
		condition?
Yes	No	7.  Do you know of any other reason why you should not do physical activity?  _____________
_________________________________________________________________________________________
Source:  The Canadian Society for Exercise, Physiology, Health Canada, 1994
What are your main questions or concerns that you wish to address with the Dietitian?
1. ______________________________________________________________________
2. ______________________________________________________________________
3. [bookmark: _GoBack]______________________________________________________________________
