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Patient ID# @ ;

1. Please state your age lg and gender “ l
2

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

a. Breakfast M<donald s bqqe.l and Medoohe

b. lunch J hambuvgel

Y lqrge v . large ol

c. Dinner

fried €RiC EQV\ MGDMA DAJM%@QS ol Slawms

d. Snacks/Desserts (,V\EB"]"DLS

3. How many times per day do you
Drink soda? __ 3
Drink sports drinks?
Drink juice? O

Eat snacks/dessert?

P oo oo

4. How many times per week do you
—

What types? () KQ

N/Q

What types?

Drink coffee-based beverages O

What types? N/ m

a. Exercise? _{ What types of exercises do you do and for how
long? Foo*f‘ ball /practice

b. Eatout? ﬁ at which reLtaurants’-’

MDonAld ‘S

CFC . Subway

5. What would you typically describéjas é serving of

a. Cereal? M

Potato chips/other snack chips? _ ¥ *JOW ¢

Meat? )" POU”

Soda or sportsdrinks? ___ &

Juice? 7

6. Do you drink milk?

"m0 oo o

| bowl
Fruit/Vegetables? Q E! mm

If yes, what type of milk (circle one): skim 1% 2% Vitamin D 7 mom(dﬁ

7. Do you have any dietary restrictions? & If yes, please describe them

N/(A

8. List any medical conditions that you have:

Neng,

9. Isthere a history of any health condition in your family? % If yes, please list the

condition(s):

Poyerts have, iy
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