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SPORTS NUTRITION ASSESSMENT 

Name_________________________
Date____________________

Email Address___________________
Phone #_________________

Age__________
Gender_________

Goals

Please tell me what you would like to achieve through our work together.  Be as specific as possible.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medical

Have you had any medical or orthopedic problems?____________________________________

Are you on any medications?________________________________________________

Do you have any allergies?___________________________________________________

Exercise

Please describe your workouts, including intensity and duration______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How many rest days do you include in your schedule?______________________

Do you eat or drink before a workout?_____  How soon before?______

What do you have?_____________________________________________

Do you eat or drink after a workout?_____ How soon after?________

What do you have?_____________________________________________

Weight History

Ht______
Weight_______
Length of time at current wt________

Does your weight fluctuate?____  If so, by how much_______________

What is your “ideal” weight?____
Do you consciously control your weight?____

Have you used any of the following methods to control your weight?:

	Method
	Number of Times

	Commercial weight loss program (eg Jenny Craig, Weight Watchers)
	

	Dietary supplements (name)
	

	Liquid diets (eg Slim Fast)
	

	Laxatives
	

	Diuretics
	

	Vomiting
	

	Very low calorie diet (<1000 calories/day)
	

	Low carbohydrate diet
	

	Nutrition counseling (list type of professional)
	

	Exercise
	

	Other
	


Eating Patterns

How many meals do you eat per day?________________

How many snacks do you eat per day?_______________

When do you typically consume most of your calories?___________________

What is the average number of fruits you eat per week?_______

What is the average number of dairy foods you eat per week?____

How many portions of vegetables do you typically eat per week?____

How many times per week do you eat foods prepared outside of the home?_____

Do you feel you eat slowly, fast, or just right?______________________________
Do you avoid any of the following foods? 


____red meat
____fruit
____sweets


____poultry
____fried foods
____alcohol


____fish
____bread
____alcohol


____dairy
____grains
____fats/oils


____vegetables
____fast foods

Please list everything you ate or drank yesterday (over a 24-hour period).  Include the time you ate and  your best estimate of amounts. ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Hydration

How much fluid do you typically drink in a day?_______(cups)

What and when do you drink?

	
	Beverage
	Amount

	Before exercise
	
	

	During exercise
	
	

	After exercise
	
	

	All other times
	
	


Supplements

Do you take any dietary supplements?  

	Supplement
	Dose
	Frequency
	Reason

	
	
	
	

	
	
	
	

	
	
	
	


Menstrual History (Females)

At what age did you begin menses?__________

How many menstrual cycles have you had in the past year?___________

How many days are there between cycles?_______________

Is the regularity of your cycles affected by your training regimen?_______

Have you ever missed more than 2 menstrual cycles in a row?_________

Have you ever had a stress fracture?____________

Your Goals

Please rate your satisfaction with the following factors:

	
	Very Satisfied
	Somewhat Satisfied
	Neutral
	Somewhat Dissatisfied
	Dissatisfied

	Overall physical fitness
	
	
	
	
	

	Muscular strength
	
	
	
	
	

	Cardiovascular endurance
	
	
	
	
	

	Muscle tone
	
	
	
	
	

	Percent body fat
	
	
	
	
	

	Overall athletic ability
	
	
	
	
	

	Body shape
	
	
	
	
	

	Overall physical appearance
	
	
	
	
	


Which of the following areas do you feel you would benefit from learning more about?

_____Weight Management

_____Hydration

_____Pre-event Meals

_____Recovery Meals

_____Sports Nutrition Recommendations


Carbohydrates


Protein


Fat


Vitamins


Minerals

_____Maximizing bone mineral density

_____Other_______________________________________________

Is there anything else you feel I should know so I can provide the best help?________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________













