‘ Personal Nutrition, Inc. Health & Diet HiStOI'y

Personal Information

Name: DateofBirth: __ / _/ _ Age:_ Today'sDate: __ / /
Gender: A MOF  Occupation: Employer:

How were you referred to us? UWebsite Friend UPhysician QAdvertisement Other

What is the reason for your visit?
Have you ever worked with a registered dietitian in the past? A YO N

Email address: Phone (home): Phone (mobile):
Home Address: Apt #: City: State: ___ Zip:
Emergency Contact Name & Phone:
Please list anyone you wish to give full access to your personal health information (spouse, parent, children, and grandchildren):
(include phone numbers)
Do you have difficulty reading? QYO N

How would you like us to contact you? (check all that apply)

U Home Address 1 Home Phone 1 Mobile Phone 4 Email Other: May we leave a message? QYU N

Physician Information

Primary Physician’s Name: Specialty:

Office Address: City: State: ___ Zip:

Phone: Fax: Website:

Did your physician refer you to a dietitian? A YO N May we contact this physician with updates on your progress? A Y U N
Secondary Physician’s Name: Specialty:

Office Address: City: State: ___ Zip:

Phone: Fax: Website:

Were you referred by your physician QYO N
May we contact the above physician(s) to obtain medical information and to provide updates on your progress? Y U N

Billing Information
Are you eligible to receive Medicare benefits? Q YO N

Medicare Waiver
I understand that Medicare will only pay for nutritional services when there is a diagnosis of diabetes or pre-dialysis renal disease. |
understand that | will be responsible for any fees associated with services rendered for any other medical conditions.

Client or Representative Signature Date

Name of Primary Insurer:

Address of Insurer: Date Effective:
Primary Insured’s Name: Relationship to Client:

Policy Holder'sDOB: __ / _ / Policy Holder's SSN# (optional): - -

Group #/Code: Policy # or ID:

Copay $:

Name of Secondary Insurer:
Address of Insurer:

Primary Insured’s Name: Relationship to Client:
Policy Holder'sDOB: ___ / __ / Policy Holder’s SSN# (optional): - -
Group #/Code: Policy # or ID:
Copay S:
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Medical History Diagnoses/Medical Conditions (check all that apply):
UDepression OAcid Reflux UDigestive Disorders QOsteoporosis  UlLiver Disease  WKidney Disease

UAnemia UGallstones UGestational Diabetes  UNausea UVomiting UAlteration in taste
UConstipation UHypertension High Cholesterol UFatigue UFeeding Tube UHigh Triglycerides

UGout UHeart Disease UCeliac Disease QsSkin Problems QChronic Pain  UCongestive Heart Failure
QParkinson’s QpPcos OMultiple Sclerosis UDiarrhea UColitis UDiverticulosis/Diverticulitis
UAnorexia UBulimia UDisordered Eating UBinge Eating  UDiabetes UMetabolic Syndrome
QGillian Barre  QIBS OThyroid Disease QStomach UlcersdMental lliness Mental Retardation
UDrug Addiction dAlcoholism OAutoimmune Disease  Seizures OAsthma UNon-Healing Wounds
UChronic UTI’s  OKidney Stones Unplanned Weight Gain QGlaucoma UGoiter QUnplanned Weight Loss
UObesity UGlaucoma UMacular Degeneration QHIV QAIDS UHair Loss

UColostomy UExcessive Thirst UExcessive Hunger UGl Bleeding  UMalnutrition  UBleeding Gums

UCancer (list type):
URadiation: (list dates of treatment):
U Chemotherapy (list dates of treatment):

Women Only (check all that apply):

OTrying to become pregnant UPregnant (how many months ) UBreastfeeding
UMenstrual Irregularities UEndometriosis Fibroids/Ovarian Cysts apPMms

UBreast Cancer UMenopause (age: ) Oinfertility
WChronic Yeast Infections WOvarian Cancer

Men Only (check all that apply):
UBPH UProstate Cancer WTesticular Cancer

List all Prescription Medications:

Known Lab Values: Sodium Potassium Glucose Alc TSH Cholesterol Triglycerides
Prealbumin Albumin Hemoglobin Hematocrit BUN Creat
Other:

Health History

Do you use artificial sweeteners? QAspartame Saccharin Splenda times per Day UWeek Month
Do you use caffeine? QCoffee UTea LCarbonated Beverages times per dDay QWeek Month

Do you use tobacco? UCigarettes Cigars Smokeless Tobacco # per Day dWeek dMonth

If you quit smoking, for how long did you smoke? __ QYears Date of last tobacco product:
Do you use alcohol? dBeer QWine QLiquor drinks per dDay QWeek QMonth

Do you have difficulty chewing? O Y O N Do you have difficulty swallowing? QY O N Do you have mouth pain? YON
Do you wear dentures? YO N O Uppers O Lowers O Partials Do they fitwell?QYON

Weight History

Height: ft inches
Weight (pounds)
Do you feel your weight is: dToo High OQToo Low UHealthy UNot Sure

Weight 6 months ago: Highest weight since age 18: Lowest weight since age 18:
Current weight trend: Gaining QLosing Qintentionally QUnintentionally

Is your goal to: ULose Weight UGain Weight UMaintain Weight

Personal Goal Weight:

How soon do you expect to reachyourgoal? _ Years _ Months __ Weeks __ Days

Page 2 of 3



Diet History

Have you ever felt your eating was out of control? QYO N

Do you have trouble keeping food down? YO N

Have you ever been treated for disordered eating? QYU N

Are you working with a therapist? QYO N  Have you ever worked with a therapist? QYO N
If yes, please list the therapist’s name:
Do you skip meals? QBreakfast dLunch QDinner

What types of foods do you typically eat? Made from scratch dFast Food dConvenience ORestaurants

How often do you eat out? ____ times perday ____ times per week ____times per month

What methods have you tried in the past to reach your personal goals? QFasting dLow-Carb Diets ULow-Calorie Diets QLow-Fat
Diets LdMeal Replacements UBariatric Surgery Herbs UChiropractic dAcupuncture QWeight Loss Pills Exercise Hypnosis
UColonics dLow Glycemic Index Diets dWeight Watchers The Zone Diet L Other:
What supplements are you currently using?: QMultivitamin QVitamin C QVitamin E QVitamin D QAcidophilus UDigestive Enzymes
U Omega-3 (fish oils) dCoQ10 UProtein Powders UFlax List all other nutritional supplements/products:

Current Diet Restrictions: Salt dVegetarian QCarbohydrates dFat QProtein UGluten UNuts, Seeds, Hulls QOther:
Food Allergies/Intolerances:
Religious/Cultural Food Preferences:
How many servings do you consume daily?

Fruit 1 02 03 A4 45 or more

Vegetables 11 12 13 04 15 or more

Dairy 11 02 U3 or more

Meat (ounces) A1 02 QA3 Q4 A5 06

Poultry (ounces) 01 02 03 04 Q5 Qe

Fish (ounces)d1 2 3 04 A5 46

Nuts & Seeds 11 102 O3 or more

Beans 1 02 O3 or more

Whole Grains 1 12 13 04 05 Qe Q7 8 19 010 111 12 or more

Exercise History

Has your physician restricted you from doing any physical activity? Q Y O N If yes, what restrictions?
Do you experience any of the following during exercise: dShortness of Breath Qlirregular Heartbeat ULightheadedness
ULeg Cramps UStomach Cramps U Chest Pain Nausea UBack Pain QJoint Pain

How often do you exercise? __ minutes per day ____ days per week

Types of activities (check all that apply): QStrength Training (weights) UCardio Aerobics LPilates Yoga Nia
Running AWalking ASwimming QCycling dCompetitive Sports QTennis QGolf Hiking QSkiing QOther:

How would you classify your activity:

USedentary (little or no activity)

ULight (light activity 1-3 days per week)

UModerate (active for ~30 minutes 3-5 days per week)

UHeavy (vigorous activity > 30 minutes 6-7 days per week)

Is there anything you would like to add?
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