
Name:   _______________________         Date of Birth:   _______________                                  Age________

What is the best way to contact you:  Tele__________________   Email__________________________

Medical Diagnosis and History: 
_______________________________________________________________________________________
_______________________________________________________________________________________

Mental Status and how do you handle stress:
_______________________________________________________________________________________
_______________________________________________________________________________________

Have you ever been diagnosed with an eating disorder: 
_______________________________________________________________________________________
_______________________________________________________________________________________

Food Allergies/Intolerances: 
_______________________________________________________________________________________
_______________________________________________________________________________________

Height: 
_____

Current Wt: 
_______

Normal Bowel Movements  (yes or 
no)  If no, 
explain_________________________

UBW:    
_____

BMI: 
__________

Weight changes or 
History:_________________________________________________________________________________

Biochemical Data
LABS:  (note a copy of your recent labs can be submitted at time of visit)
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________

MEDICATIONS AND VITAMINS/HERBAL REMEDIES: 
_______________________________________________________________________________________
_______________________________________________________________________________________

What is your sleeping pattern?



_______________________________________________________________________________________
_______________________________________________________________________________________

What are your Nutrition and Fitness Goals:

1. ___________________________________________________________________________

2. ___________________________________________________________________________

What are examples of typical meals and beverages you consume?

Breakfast________________________________________________________________________

________________________________________________________________________________

Lunch___________________________________________________________________________

________________________________________________________________________________

Dinner___________________________________________________________________________

________________________________________________________________________________

Snacks__________________________________________________________________________

Any other information you would like to share with us?
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________

DIETITIAN SUMMARY: (Filled out by Registered Dietitian/Nutritionist)
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________



_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________

Physician Name: _________________________ Telephone/Fax _________________________________

Patient Name: ___________________ Location of appointment____________________Date: 
____________

24 hour Cancellation Fee of $25 will be bill to your insurance. Please notify us @ 845-476-5955 if you 
are unable to make your appointment. Thank you.


