
Patient Name: ________________________________                              DOB:_________________________ 

 

GOALS AND READINESS ASSESSMENT  

 

I would like to visit with the dietitian, today because… 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 

If I could change three things about my health and nutritional habits, they would be…  

1. 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

2. 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

3. 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 

The biggest challenge(s) to reaching my nutrition goals is/are:  

 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

  

 

In the past, I have tried the following techniques, diets, behaviors, etc. to reach my nutrition goals…  

 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 



 

LIFESTYLE  

 

Describe your activity level in your day-to-day life (occupation, chores, errands, child care, etc.): 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Describe your current physical activity routine or regimen (put N/A if no routine in place currently): 

Type: 

Frequency: 

Length of time each session: 

 

Indicate daily stressors and rate the level of stress from 1 (extremely low) to 10 (extremely high):  

Work  _______   Family  _______   Social_______   Financial_______   Health_______   Other_______  

What helps you to unwind?_______________________________________________________  

On average, how many hours of sleep do you get?   Weekdays_______ Weekends_______ 

WEIGHT HISTORY:  

 

Would you like to be weighed today?  Yes   No  

Height _______ Current Weight ______ Desired Body Weight ______  

Highest Adult Weight ______ When? ______ Weight 1 year ago ______  

Have you had any recent changes in your weight that you are concerned about?  Yes   No  

If yes, please explain:__________________________________________________________________  

 

DIGESTIVE HISTORY AND INTAKE HISTORY 

 Yes   No  

 

_____________________________________________ 

_____________________________________________________________________________________ 

 

Which meals do you eat regularly (check all that apply):  

____ Breakfast  ____ Lunch ____ Dinner ____ Snacks  

 



 

Eating Challenges: Based on how you eat on a regular basis, please check all that apply:  

 

Fast Eater  

Erratic Eater  

Emotional Eater (stressed, bored, sad, etc.)  

Time Constraints  

Dislike “healthy” food  

Travel Frequently  

Do not plan meals  

Rely on convenience items  

Negative relationship with food  

Confused about food/nutrition  

Dislike “healthy food”  

Frequent fast food or restaurant meals  

Skip meals  

 

 

Describe a typical day of food intake for you currently (provide as much detail as possible as to specific 

choices along with amounts) 

Morning:  

Mid-Day  

Late afternoon/evening:  

Snacks (list choices and what times)  

Drinks:  

 


