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Patient Questionnaire

1. Pleasestateyour.e" ltr: andgender
2. Please describe on a typical day, what you eat for:

a. Breakfast WAF 5
b. Lunch
c. Dinner
d. Snacks/Desserts

How many times per day do You
a. Drink soda? what typesl ntef 8Un k l5T

b. Drink sports drinks? O

c. Drinkjuice? I whattypest hkPe-
d. Eat snacks/dessert? a
e. Drink coffee-based beverages I whattypes? ( kFQ- l\Atrkk-

How many times per week do you

a. Exercise? 
"< 

What types of exercises do you do and for how

roner A9IZ0B lC6 , . {t M tNS -
b. Eat out? { .at which restaurants?

e ?l t  r

What would you typically describe as a serving of

a. Cereal? idb-
b. Potato chips/other snack chips?

c. Meat?
d. Fruit/Vegetables? .ldK

ldR"

e. Soda or sports drinks? t FO'fTUe
t. Juice? r d.K 

^\o. Do you drink milk? Yel lf yes, what type of milk (circle one): @!/ L% 2Yo Vitamin D

7. Do you have any dietary restrictions? Ye1 lf yes, please describe them
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T*el Crrbts\tctDi : tb5-

Patient lt)# 00b

List any medical conditions that you have:

condition{
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