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Patient Questionnaire

L. Pfeasestateyourru" l? andgender f -
2. Please describe on a typical day, what eat for:

J Por -1?
b. Lunch
c. Dinner
d. Snacks/Desserts

3. How many times per daY do You l n
a. orintsoo'ai *i 

' 

^whattypesthl&? 
CbY{

b. Drink sports drinks?
c. Drink juice? | What tyPes?

d. Eat snacks/dessert? -t
e. Drink coffee-based beverages-a !-

4. How many times per week do you
what types? {k^rdq/}d l\IMCd44,\t0

?, Exercise? J, What types of exercises do you do and for how

long?
b. Eat out? at which restaurants?

What would you typically describe as a serving of
a.  cereal? k CUP ^ ,  , t  t t r
b. Potato chips/other snack chips? ol MyL\lJtD

8. List any medical conditions that you nave: NOfiO, ,. - "
9. ls there a history of any health condition i n"

Nufrj\ I B\r;oC

Lm w5 /all
n. - t -  I  g/r l t

Ll>u '. l1o

k\ bL ". ttu

c. Meat? l& OZ
d. rruit/.'v"effil 0P*,, -
e. soda or sports y'finks? | bbfle / U'^N

f. Juice? | gW . .n\
C. Do you drink milk? 1/} lf yes, what type of milk {circle one): skim t% (.$)/itamin D

7 . Do you have any OietaV restrictions? NO lf yes, please describe them
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Gltrcota :

Pr^#r€. t n
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