[image: image1.jpg]



Teresa S. Stadler, M.D., F.A.C.S.M. - 4101 Cox Road, Suite 301 - Glen Allen, VA 23060

804.270.7750 phone - 804.497.8625 fax
www.commonwealthsportsmedicine.com

NUTRITIONAL ASSESSMENT
Patient Information                                 

Today’s Date:





Name:






Last Medical Checkup:



Address:





Birth Date and Age:



Address:





Gender:




Daytime Phone:





Height:





Evening Phone:




         
Weight Ten Years Ago:



Email Address:




    
Weight Today:




Explain your personal goal(s) and expectations in working with Liz:

Health History

Have you been told that you have any of the following? (check all that apply):


Diabetes


Heart Disease


Cancer

GI Disorders


Lung Disease


Arthritis

High Blood Pressure

Liver Disease


High Cholesterol

Harding of Arteries

Ulcers



Hypoglycemia


Lactose Intolerance

Anemia



Other (please explain)
Do you have any complaints of the following? (check all that apply):


Lack of Appetite



Diarrhea


Nausea


Difficulty Chewing / Swallowing

Indigestion


Vomiting


Constipation



Fever



Other 

Do you smoke?


Yes 

No            If yes, how long?



Do you drink alcohol?

Yes

No            If yes, how often?



Socioeconomic History

Occupation:











Where do you grocery shop?









What, if any, organic food products do you buy?







How often do you dine out?









Drug/Supplement History

Do you take medication, either prescribed or over-the-counter?

Yes

No


Name of Drug                                   
Reason                                       Frequency

Have you noticed any side effects from taken these medications?

Yes
No
If so, please explain: 






















Which vitamins and/or supplements do you take?


















How often?



For what reason?





Exercise History

Are you currently participating in a structured aerobic program?

Yes
No

Are you currently participating in a structured weight training program?

Yes
No

How often do you exercise?









IF you answered No to the above questions, when was the last time you participated in an exercise program?










Weight History

Have you ever been on a diet before?

Yes

No

If so, what type of diet?










How long?











Did you lose weight?

Yes

No

Why did you go off of the diet?





















What is your attitude towards a new nutrition program?


















3 DAY JOURNAL
PLEASE KEEP A DETAILED ACCOUNT OF YOUR FOOD AND DRINK INTAKE AS WELL AS EXERCISE FOR 3 DAYS BEFORE YOUR FIRST NUTRITION APPOINTMENT.  BE SURE TO INCLUDE APPROXIMATE PORTION SIZES, SPORTS TYPE HYDRATION AND SNACKS.  IT IS PREFERRABLE THAT THIS JOURNAL INCLUDES BOTH A WEEKDAY AND WEEKEND.  BE AS DETAIL ORIENTED AS POSSIBLE!

DATE:




Time:


Description:





















Time:


Description:




















Time:


Description:





















Time:


Description:




















Time:


Description:





















Time:


Description:




















Time:


Description:





















Time:


Description:




















Time:


Description:




















Time:


Description:




















Time:


Description:




















Time:


Description:




















DATE:




Time:


Description:





















Time:


Description:




















Time:


Description:





















Time:


Description:




















Time:


Description:





















Time:


Description:




















Time:


Description:





















Time:


Description:




















Time:


Description:




















Time:


Description:




















Time:


Description:




















Time:


Description:




















Time:


Description:




















Time:


Description:




















Time:


Description:
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