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Patient Questionnaire

1. Pleasestateyourrr" lf andgender
2. Please describe on a typical day^what you.eatfor:

a.

b.

c.

d.

-6U

Snacks/Desserts

PatienttD#CI@

Lunch
Dinner

3. How many times per daVJo Vou 
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a. Drinksoda? 1 whattypesl nUnKiS,
b. Drink sports drinks? f

roner W i i
b. Eat out? e. 

t at which restaurants?-Mibo7fr;iF 
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What would you typically desc!,be as a serving of

a. cereal? |  bOu:t{<111
b. Potatochips/othersnackchips? I pOOJ I

c. Meat? A Platg
d. rruit/v@,.,
e. soda orsports drinks? I Rn+t1g
f. ruice? bMJ

Do you drink milk? 
-NO 

lf yes, what type of milk {circle one): skim I% ZYo Vitamin D

Do you have any dietary restrictions? NO lf yes, please describe them

9. ls there a history of any health condition in your family? Y€S ff yes, please list the
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c. Drink juice? O What types?

How many times per do you

a. Exercise?

d. Eat snacks/dessert? .? 
^e. Drink coffee-based beverages-!' What types? NIA

What typel of exercises do you do and for how
) t'Yi lY"t>
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5.

7.

8.
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List any medical conditions that you have:
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