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Nutrition Assessment

Esther Rose Park, MS, RD
email:parke@msu.edu

Date:
Referred by:
Please complete the following and bring to your first appointment.

Name:

Phone (H):


Address:

Phone (W):





E-mail:


Age:
 Birth date:

School:






Occupation: ________________________
Please provide the following information on professionals with whom you are in treatment.



Therapist

Physician

Psychiatrist

Name:







Address:_________________   ________________   ___________________
Phone:







1. Please list any current or previous medical conditions that may affect your nutritional status: (eg. Elevated cholesterol, hypertension, diabetes, eating disorders, irritable bowel syndrome, pertinent surgeries )

2. List any medications you are currently taking:

3.    List all herbal and/or vitamin and mineral supplements you are currently taking:

4.   Are you physically active?


If yes, describe:
5. Do you consider yourself a compulsive exerciser?  Yes ____ No_____
6.    Do you smoke cigarettes? _____ If yes, how much? _____
7.    Do you drink alcohol? _____ If yes, how much and how often?



8.  List any food allergies or intolerances:

9. Name the five foods you eat most often:

10.   How often do you eat out?
Which meals?

What type of restaurant?

11.   How many meals and snacks do you eat per day?

12.   Do you eat breakfast? _____ 
How often per week? _____
13.   If you are struggling with weight and food issues please answer the following questions:

 If not, please continue with question #22.

14.   Current weight: 

 Height:

 Age at which your weight concern began:
_
15.   Highest weight: 

 Age:


 Lowest weight:

 Age:



16. Weight change over past 12 months:

17. What factor(s) do you feel have contributed the most to this change?

18. How often do you weigh yourself?

19. What is your desired weight? ________ Last time you weighed this?________ 

For how long? 


20. What do you believe is a reasonable weight for recovery?

21. “Set point” is a weight where the body tends to stabilize and eating patterns become easier to normalize.  What do you think your “set point” is? ________ Last time you weighed this? ________For how long? ________
Questions #22 through #26 are for girls, boys skip to #27.

22. Are you on birth control pills?  Yes
 ___No ___
23. Approximate date of last menstrual period? __________
24. What is your average weight fluctuation during your cycle? __________
25. How old were you when you first started your menstrual cycle?


What was your weight then? _____
26. As you lose weight, do your cycles become irregular or cease?  Yes ___ No____
If yes, what is that weight? _____
27.  Do you have problems with:

A) Constipation? Yes ___ No ___
B) Diarrhea?  Yes ___ No ___
C) Nausea?  Yes___ No ___
D) “Bloated-ness”?  Yes___ No ___
28.  Do you tend to eat when you’re not hungry?
 If yes, what triggers this response? (boredom, depression, anger, self-reward, loneliness, anxiety, pleasure, etc.)

29.  Do you tend to turn away from food (not eat) when you experience strong emotions?

 If yes, 

what triggers this response? (anger, self-loathing, depression, anxiety, etc.)

30.  Please keep a food journal of everything you eat and drink for at least three days and bring it with you to your first appointment.

31.  List any nutrition or eating behavior goals you hope to achieve as a result of nutrition counseling:  (Please use back, if more space is needed)

