Nutrition Assessment for Weight Management

Name______________________________
Date______________

Address__________________________________________________________

Phone__________________________
email__________________________

What are your long term goals? ____________________________________  
_______________________________________________________________
What are your short term goals?
____________________________________

_______________________________________________________________
What do you expect to achieve from our work together?_____________________________________________________

Please report the following as accurately as possible
Ht._____
Wt. _____


Waist circumference at narrowest part_____
Hip circumference_____

Waist circumference at belly button________________
Medical History

________________________________________________________

________________________________________________________

Medications___________________________________________________Laboratory information: Date_____________________

Cholesterol_____HDL_____LDL______Triglycerides_______Blood sugar_____
Weight history

Age when weight became a problem for you___________

How long have you maintained your current weight?_____

What is the most you have weighed as an adult (exclude pregnancy)?_____

What is the lowest weight you have sustained for 1 year as an adult?____

How frequently does your weight fluctuate more than 5 pounds?_______

__________________________________________________________________________________________________________________________________________________________________________________________________

Previous methods of wt loss


	Method
	Outcome

	
	

	
	

	
	


Family history

Weight of family members___________________________________________________________________________________________________________________________

Please let me know if you feel any of the following describes you:

Anorexia_________


Bulemia__________


Compulsive exercise______________


Night eating syndrome______________



Lack of appetite in the morning



Consumption of 50% or more of daily food intake after 6PM



Difficulty falling and/or staying asleep


How do you eat?
	
	Often
	Occasionally
	Rarely

	Eat in a relaxed manner
	
	
	

	Eat in response to hunger and satiety
	
	
	

	Eat when stressed
	
	
	

	Meals prepared outside the home (#/week)
	
	
	

	Eat while driving, watching TV
	
	
	


Diet history

What do you eat and drink in a typical day?

	Time
	Food/Beverage
	Amount

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Dietary Supplements

List any dietary supplements you take.  Include dose, frequency, and reason.

	Supplement
	Dose
	Frequency
	Reason

	
	
	
	

	
	
	
	

	
	
	
	


Physical activity 

Current exercise______________________________________

Past exercise______________________________________________________

Is there anything else that you feel I should know to help you best?

Thank you!  I will get back to you within 1 week with my assessment and plan.
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