
	General Information - Completed by Client

	Name:
	DOB:

	Gender:
	Age:
	Height:                     

                          Ft                    inches
	Weight (lb):

	Married:
	Children (#):
	Occupation:

	Physician’s Diagnosis/Concern:

	Family History of Disease:
	Personal History of Disease (heart attack, stroke, cancer, kidney problems, surgeries, etc):

	Food Allergies:
	Medications:

	Nausea or Vomiting? (Y/N.  If Y, explain):  
	Oral (chewing, swallowing) Problems? (Y/N.  If Y, explain):  


	Diarrhea? (Y/N.  If Y, explain):  
	Constipation? (Y/N.  If Y, explain):  

	Do you consume Alcohol? (Y/N.  If Y, type, amount, frequency):  

	Do you Smoke? (Y/N.  If Y, how many packs/day):   

	Do you exercise ?(Y/N.  If Y, type, frequency, duration):  
	Amputee? (Y/N.  If Y, explain):


	Lab Values - Provide Lab Printout or Completed by Client

	Glucose:
	Na:
	Albumin:
	Cholesterol:

	BUN:
	Cl:
	Hct:
	HDL:

	Cr:
	Ca:
	Hgb:
	LDL:

	Bicarb:
	K:
	
	TG:


	Food Preferences – Completed by Client

	Favorite Foods:
	Food Dislikes:

	What is you typical Breakfast?
	What is your typical Lunch?
	What is your typical Dinner?
	 Do you snack?  How often each day?  What types of snacks?

	Favorite Restaurants:
	How often do you eat out weekly?
	How often do you eat out daily?

	
	Do you cook, or enjoy cooking?
	What cooking styles do you enjoy (baking, grilling, etc)?



	For RD to Complete

	BMI:
	IBW:
	%IBW:
	Adj IBW:

	Total Calories
	Cal CHO
	Cal Protein
	Cal Fat

	Assessment:
	Plan:
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