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Patient Questionnaire Patient ID# ( 20 Qv

Please state your age __[3____ and gender _‘_Q______

Please describe on a typical day, what you eat for:
a. Breakfast 0@ O\u f‘% MC\ ’OMM(/L .
b. Lunch ?\{Z% A ChiCcKan Sapbiwich aNgd Wi@
c. Dinner MEot MAL-N- d’\@%é pakéa Dbm‘f'o
d. Snacks/Desserts WE\\(‘ 1O ’ COOLLIES " 3\)51’)6“

3. How many times per day To you T
. Drink soda? What types? 6 W KJ‘ 61/

Drink sports drinks?
Drink juice? __ (0 What types? N/ Pf
Eat snacks/dessert? __-
Drink coffee-based beverages O What types? N/A
4. How many times per week do you

a. Exercise? What types of exercises do you do and for how

longz_ Wi . 30 MinS
b. Eatout? Q-_L_p at which restaurants?
Mchonadds , Bayengles,  CooK-out

5. What would you typically descrlbe as a serving of !

a. Cereal? | bowl R) | ‘
Potato chips/other snack chips? | bow x
Meat? }& Q&C’C{/Q
Frust/VegetabIes? ’5/ Cd

Soda or sports drmks? [ 5()_“ i@
f.  Juice? /&g

6. Do you drink milk? NO If yes, what type of milk (circle one): skim 1% 2% Vitamin D
7. Do you have any dietary restrictions? O i yes, please describe them
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8. List any medical conditions that you have: MOV\(ZJ
9. Is there a history of any health condition in your family? \4€5 If yes, please list the
condition(s):
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