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1. Ptease state your age [ 0 ana genoer ffl

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

a. Breakfast lrylcDo44
b. Lunch
c. Dinner
d. Snacks/Desserts

3. How many t imes per day do you

Patient ,oo 0O]
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a. Drink soda? 3 T 
what types? CQK0

b. Drink sports drinks? d-
c. Drink juice? O What typest N I Q

what typesz LOK0

a. Exercise?
long?

b. Eat out?

6.

7.

a. cereal? i CUPS , i
b. Potato chips/otheEack chips? I la6\Ml

c. Meat? b. PUna
d. Fruit/Vegeta btes;--:LdPk$fL
e. Soda or sports drinks?
f. iuice? i 

-Do you drink milk? q4)
Do you have any dietarfrestrict

Nl4*
8. List any medical conditions that you trave: fr.Jdr/lO
9. ls there a history of any health condition in your family? , \4 lf yes, please list the

\)
condi t ion(s):a, ! ,
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- (
ff yes, what type of milk (circle one): skim L% 2% Vitamin D ? (frLOI'61

ions? N0 lf yes, please describe them
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d. Eat snacks/dessert? E
e. Drink coffee-based n.*rrs"r-L What types ? N / A

4. How many t imes per week do you

of exercises do you do and for how

at which re urants?

What would you typically d
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