NUTRITION HISTORY FORM

Patient: ______________________________                                                             Completed by: _________________________
Date: ___________________________
	Diet followed at home:

Reason:


	Previous diet instructions:

When and by whom?



	Appetite prior to admission:


	Have you gained/lost weight in the last 6 months?   Y    N

How much?

Why?



	Difficulty in chewing/swallowing?


	Do you use any dietary supplements/herbal products?   Y  N
If so, what and why?



	Do you always have the money to buy the food you need?
	Who does the shopping and cooking in your household?
Is that a problem?



	How many meals a week are eaten away from home?

Which meals, where and what?


	How many meals do you typically eat a day?

Which meals do you skip most often?


	Food Preferences
	Food Dislikes



	Typical intake    ______     24-hour recall ________
	Weekend day________       Weekday_________

	
	
	
	SERVINGS

	Time
	Food Item
	Amount
	Grain (6-11)
	Fruit (2-4)
	Vegetable (3-5)
	Meat  (2-3)
	Dairy

(2-3)
	Fat/Oil/Sweets

(sparing)

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	Total for sheet
	
	
	
	
	
	


