Jenelle Indelicato, RD, LDN
 Mindful Nutrition and Wellness, LLC
Patient Questionnaire 


Nutrition QuestionnaireDate: 

To give you personalized care and attention, I need to know a little bit about you and your lifestyle.  
Please take a few minutes to answer the following questions. Try to answer them as completely and honestly as possible.

General Information
Name _______________________________________________________________________________
Gender _____________________ Age _____________________ Date of Birth    ___________________
Phone   _________________________ Email   _______________________________________________
Address   _____________________________________________________________________________
Occupation: ___________________________ Usual weekly work schedule: _______________________
Do you currently take any vitamins or supplements?     Yes ☐      No ☐
     If yes, please list: __________________________________________________________________________
Do you currently take any medications?     Yes ☐        No ☐
      If yes, please list: _________________________________________________________________________
Height:  _____ ft.  _______ in.      Weight:  ___________ lbs.    What is your goal weight?  _________ lbs.
Do you smoke?     Yes ☐ No ☐       If yes, how much? __________________________________________
What is your family’s health history: (Check all that apply.)
☐ Heart disease
☐ Diabetes
☐ Cancer
☐ High blood pressure
☐ High cholesterol


What is your past medical history? Have you been diagnosed with one or more of the following? (Check all the apply) 
          Overweight/Obesity

          Diabetes

          High Blood Pressure

          High Cholesterol

          Kidney Disease

          Eating Disorder

          Cancer

          GI Issues

          Mental Health Concerns


Dietary Habits
How would you rate your diet?    Excellent ☐       Good ☐       Fair ☐        Poor ☐
Has your appetite changed within the past month?      Yes ☐      No ☐
     If yes, please explain: _______________________________________________________________________
Do you have any food allergies or food intolerances?     Yes ☐       No ☐
     If yes, please list: ___________________________________________________________________________
Have you ever been on a diet?      Yes ☐       No ☐
     If yes, what diets have you tried? ______________________________________________________________
Are you currently following a special/fad diet (ex. Keto, Atkins, low fat, low sodium, etc)?    Yes ☐   No ☐
    If yes, what diet are you on? __________________________________________________________________


Have you ever purposefully restricted food intake and obtained what you or others felt was an extremely low or unhealthy weight?      Yes ☐       No ☐
     If yes, please explain: _______________________________________________________________________
Have you ever thrown up, used laxatives, fasted, or exercised for long periods of time to lose weight?
     If yes, please explain: _______________________________________________________________________
Do you prepare your own meals? If not, who prepares your meals? _____________________________________________________________________________________
Who does the grocery shopping?
_____________________________________________________________________________________
Where do you eat your meals? _____________________________________________________________________________________
With whom do you eat your meals with? _____________________________________________________________________________________
How long does it take you to consume a meal on average?
_______________________________________________
What is a normal meal pattern for you?  (Check all that apply)    
☐ Breakfast     ☐ Mid‐morning snack    ☐ Lunch    ☐ Mid‐afternoon snack     ☐ Dinner    ☐ Evening snack  
Indicate the usual time you eat:  _______ Breakfast _______ Lunch _______ Dinner _______ Snacks
Please describe your typical daily intake. Describe the foods you typically eat for your meals and for your snacks. Be as specific as possible. 
     Breakfast: _____________________________________________________________________________________
     Lunch: _____________________________________________________________________________________
     Dinner: _____________________________________________________________________________________
     Snacks: _____________________________________________________________________________________

How does your meal and snack pattern vary on the weekend vs. during the week? _____________________________________________________________________________________
How often do you eat fast food or go to a restaurant? ☐ 0‐1 times/month      ☐ 2‐3 times/month  
☐ 1‐2 times/week     ☐ 3‐4 times/week      ☐ 5+ times/week  
List the restaurants you eat at when dining out: __________________________________________________________________________________________________________________________________________________________________________
Which of the following beverages do you drink regularly? (Check all that apply.)
☐ Milk
☐ Juice
☐ Soda/pop
☐ Coffee/tea
☐ Water
☐ Sports drinks
☐ Other
How often do you drink alcohol?   ☐ 0‐1 times/month    ☐ 2‐3 times/month    ☐ 1‐2 times/week               ☐ 3‐4 times/week    ☐ 5+ times/week  
When you do drink, on average, how many servings of alcohol do you drink in one sitting (1 serving = 12 oz. beer, 5 oz. wine, or 1 oz. liquor)?  _______serving(s)

Physical Activity
Do you currently exercise?  Yes ☐ No ☐
How frequently do you exercise?  _______ days/week _______ how long?  _______ minutes/day
What do you do for physical activity? __________________________________________________________________________________________________________________________________________________________________________
Do you have any exercise limitations?   Yes ☐ No ☐ If yes, please describe: _____________________________________________________________________________________

Tell me how you feel about exercise (what you like, don’t like, etc.)
[bookmark: _GoBack]_____________________________________________________________________________________


Additional Information
What do you hope to get from Mindful Nutrition and Wellness?


Have you ever been advised by your physician to follow a special diet? (i.e. low salt/cholesterol, no sugar, etc)   □ yes     □ no 
          If yes, what changes did you make at that time?


Have you ever worked with a dietitian/nutritionist? □ yes     □ no 
          If yes, when and what was your experience?


Rate your current perceived level of stress on a scale of 1-10:

Please circle how you currently feel about your body: 
strongly dislike / dislike / slightly satisfied / satisfied / very satisfied

How would you rate your overall health? 
	Excellent

	Good

	Fair

	Poor


Please list at least one short term (in the next month- 6 months) health or wellness goal:


Please list at least one long term (in the next year to five years) health or wellness goal:
