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Patient Questionnaire

1. Please state your age ltP and gender

2. Please describe on a typical day, what you eat for:

a. greaktasr C€Y€4L

b. Lunch Ptzzh
c. Dinner
d. Snacks/Desserts

3. How many times per day do you

a. Drink soda? O What tyPes?

b. Drink sports drinks? 3
c. Drink juice? 0 What tyPes?

d. Eat snacks/dessert? I

e. Drink coffee-based beverages-i-- What types? b(ffi ttC,Qlt wl Urvf-
4. How many times per week do you

a. Exercise? O What types of exercises do you do and for how

long?
b. Eat out? 3 at which restaurants?

8. List any medical conditions that you have:

9. ls there a history of any health condition in your family? Y lf yes, please list the

condition{s):
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5. What would you typicatly describe as a serving of

a. Cereal? ,O 6OWL.5
b. Potato chips/other snack chips? t+fr,JbWU-

c. Meat? Vti Paund
d. rruit/v"e;bl"Te *lff,-

---r_-
e. Soda or sports drinks? 

' 
\ F,OfttE

f. Juice? 
'7

6. Doyouarint*iltf lL-- lf yes,whattypeof milk(circleone): skim I% z%(l|rTnt-:O
7. Doyour,ru"rnvoiJilr"rtri*ions? N lfyes,pleasedescribethem 
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