Initial Nutrition Intake Form

Name: ____________________________     DOB: __________________
Height: _________   Weight: __________   Recent weight changes:  +/- __
Medications: __________________________________________________

Supplements: __________________________________________________

Chief complaint/s: 1) _______________  2) __________________________
Typical Day Food Diary (If none was eaten, just leave column blank)

	Breakfast
	

	Snack
	

	Lunch
	

	Snack
	

	Dinner
	

	Snack
	


Food allergies: _________________________________________________

Exercise (Time/ type): ___________________________________________

Additional comments: ___________________________________________

_____________________________________________________________ 
