S
| 821DS
Med . By

'eﬂt American Dietetic
right.

Patient Questionnaire

2.

Association

Patient ID# OOQ)

Please state your age _| l) and gender ¥

Please describe on a typical day, what you eat for:
a. Breakfast ©G60 WAFELES SYLYP
b. Lunch _SALAD W UK DEESING . FRIQS
c. Dinner _PASTA WiTH SAUL( MEAD  SALAD
d. Snacks/Desserts _(C(C ( Z@A’Yﬁ s
How many times per day do you [ 4
Drink soda? | What types? DIET SunkiST
Drink sports drinks? 0
Drink juice? __| What types? _CIRAPE.
Eat snacks/dessert? A
Drink coffee-based beverages__| What types? (AFE, MOCHA
How many times per week do you
a. Exercise? g 3 What types of exercises do you do and for how
long?__AEROBICS 43 MUNS
b. Eatout? S at wh’ich restaurants?
Chik- FiL-A  SOPHISS
What would you typically describe as a serving of

a. Cereal? _jd& .
Potato chips/other snack chips? _| dig

Meat? iI0R
Fruit/Vegetables? _ (k.
Soda or sports drinks? _| BOTTLE
f. Juice? (0K
Do you drink milk? 365 If yes, what type of milk (circle one): 1% 2% Vitamin D

Do you have any dietary restrictions? ‘*j'e 5 If yes, please describe them

ALLERGIC TO 3EAE00D

® oo o

® a0 o

List any medical conditions that you have: —DIA %TQ «S
Is there a history of any health condition in your family? Y@S If yes, please list the
condition(s):

DIARET 66/ COLON _CANCER.
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