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    Initial Consultation      

Date:      
Last Name:       FORMTEXT 

     
           First Name: 
Age:                            Birthday:      
Phone:               Email:         
Address:           City/Zipcode:                            State:       
Height:          Weight:            BMI:            BMI %tile:        
Goal Weight:             Body Gem Test:                 CP#:      
Body Fat %:          Waist/hip:          PCP:      
PCP Phone#:                                      Fax:      
Address:                              City/Zipcode:              State:       
Insurance Name:                                      Plan:      
Past medical history:       
Medications:      
Supplements:      
Food Allergies:      
Intolerances:      
Do you drink alcohol?         Do you smoke?       How long?      
Recent Labs:  Date:       
Total Cholesterol:       HDL:       LDL:       Triglycerides:      
Chol/HDL Ratio:        Fasting Blood Glucose:       HbA1C:      
Insulin:          Blood Pressure:               TSH:      
Family History:       

Weight History: 
Your Lowest Adult Weight?          Highest Weight?      
Food History:
Favorite foods:      
Food dislikes:      

 FORMTEXT 
     
How many servings do you consume a day of the following? 

Vegetables:                  Fruits:              Whole Grains:      
How many servings do you consume per week of the following?

Red meat:         Fish:              Fried Foods:      
How many ounces of water do you drink per day?      
Do you eat breakfast?      
How many meals do you consume a day?      
How is your appetite affected by stress?      
Who prepares most of the meals?      
How many times do you eat out per week?      
Favorite restaurants:      
What diets have you followed?      
Are you currently following a special diet?      
What are your dietary goals?      
Please fill in a typical day of eating and describe your dietary habits:

Breakfast:      
Snack:      
Lunch:      
Snack:      
Dinner:      
Snack:      
Habits:      
 Physical Activity History:

Do you currently participate in any structured physical activity?      
What activities have you done in the past?      
What do you not hate to do for PA?      
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Thank you so much for taking the time to fill out this form. You will receive a confirmation email regarding our visit. I look forward to meeting with you and working together on your health and wellness goals. 

Yours in good health,
Nicole Cormier, RD, LDN

www.DeliciousLivingNutrition.com


