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Confidential Health History Questionnaire 
Please complete the following form by either Check marking the box  FORMCHECKBOX 
 or by adding  text in appropriate box     . Please email this form back at deepa@dupagedietitians.com. Do NOT print it and bring it with you.
Date:      

 Time of Appointment:      
Client’s Name (Last, First, M.I.):     
Date of Birth:      

 M  FORMCHECKBOX 
 F  FORMCHECKBOX 

Name of person completing this form:       
Relationship to client/patient:      
Past and current medical history: 
Constipation  FORMCHECKBOX 

 Diarrhea  FORMCHECKBOX 
 Crohn’s Disease  FORMCHECKBOX 
 Acid reflux  FORMCHECKBOX 
 IBS  FORMCHECKBOX 

Depression    FORMCHECKBOX 

 Anxiety    FORMCHECKBOX 
 Migraine    FORMCHECKBOX 
 Headaches  FORMCHECKBOX 
 Pain  FORMCHECKBOX 



Inability to exercise  FORMCHECKBOX 
 High cholesterol  FORMCHECKBOX 
   Blood pressure  FORMCHECKBOX 
 
High blood sugars    FORMCHECKBOX 
 Sleep Apnea  FORMCHECKBOX 
  Polycystic Ovary Syndrome  FORMCHECKBOX 
  

Excessive hunger  FORMCHECKBOX 
  Excessive thirst  FORMCHECKBOX 
  Frequent urination  FORMCHECKBOX 
  

Sweating Lack of sensation or tingling  FORMCHECKBOX 
  Dizziness  FORMCHECKBOX 
  Blurred vision  FORMCHECKBOX 

 
Foot care issues  FORMCHECKBOX 

 Sexual health problems  FORMCHECKBOX 

Visit to a podiatrist: _      Visit to an eye doctor_        
Visit to a dentist      
Other history:      
Note added  by dietitian at the office:     
Height:       Weight:      Usual weight:      Desired weight:      
Diets tried:     
Waist circumference (will obtain in office): ___________ Usual sleep:     
Women:

Are you pregnant or breastfeeding? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Number of pregnancies       
Number of live births      
Age at onset of first period:       Are you in peri-menopause or menopause? Yes  No 
Do you have menstrual tension, pain, irritability, cravings or other symptoms at or around time of period? If yes,

Please explain:      
Are your periods regular? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 If no, please explain:      
Family Health History:

            Age                        Health problems

Mother                                 
Father       

          
Sibling                                  
List prescribed and over-the-counter medications, herbs, supplements, vitamins and inhalers:

Medication Dosage         Frequency       Taken

                    
                 
      
     

     
                               
                                                    
If more write in here:      
Multivitamin:      
Social History: 
Employed: Full-time  FORMCHECKBOX 
 Part-time  FORMCHECKBOX 
 Full-time student  FORMCHECKBOX 
 Full-time parent  FORMCHECKBOX 

Live with: Spouse/Sig. other  FORMCHECKBOX 
 Parents  FORMCHECKBOX 
 On own  FORMCHECKBOX 

Shift Work  FORMCHECKBOX 
 Describe nature of work and shift worked:     
Please rate your stress level on a scale of 1-5:     
What techniques, if any, do you currently use to manage stress?      
     
Exercise:

 FORMCHECKBOX 
 No exercise

 FORMCHECKBOX 
 Very light activity (seated at desk, standing activities)

 FORMCHECKBOX 
 Light activity (walking on level surface, house cleaning)

 FORMCHECKBOX 
 Moderate activity (brisk walking, dancing, weeding)

 FORMCHECKBOX 
Vigorous activity (soccer, running)

Exercise Frequency:

 FORMCHECKBOX 
 Inactive on regular basis

 FORMCHECKBOX 
 Moderate activity < 30 minutes 1-3 days

 FORMCHECKBOX 
 Moderate activity < 30 minutes 4-7 days

 FORMCHECKBOX 
 Moderate activity at least 30 minutes 1-3 days

 FORMCHECKBOX 
 Moderate activity at least 30 minutes 4-7 days

 FORMCHECKBOX 
 Vigorous activity for at least 30 minutes at least 3 days per week

Do you drink alcohol? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 If yes, what kind? How many per week?      
Tobacco:

Do you use tobacco? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 If yes, what kind? How many per day?

Currently trying to quit? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Methods using to assist in quitting:      
Pediatrics:

Current feeding stage: Nursing/bottle feeding Self-feeding Combination of both

Any feeding concerns?       
How much juice per day does your child drink?      
Nutrition Screening:

Lactose intolerance? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Do you use Lactaid milk or lactase enzymes? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Food allergies? Yes  FORMCHECKBOX 
No  FORMCHECKBOX 
If yes, to what?      
Chewing or swallowing problems? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Any unintentional weight loss? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 If yes, how much?       

Do you make yourself sick because you feel uncomfortably full? Yes  FORMCHECKBOX 

 No  FORMCHECKBOX 

Do you worry you have lost control over how much you eat? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Have you recently lost more than15 pounds in a three-month period? Yes  FORMCHECKBOX 
 No FORMCHECKBOX 

Do you believe yourself to be fat when others say you are too thin? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


Would you say that food dominates your life? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

On most days, how many meals do you eat?      per day

How many of those meals are usually prepared by you or someone in your household?       per day

How often do you eat breakfast? everyday  FORMCHECKBOX 
 most days FORMCHECKBOX 
 A some days  FORMCHECKBOX 
  rarely or never  FORMCHECKBOX 

How often do you skip a meal? Everyday  FORMCHECKBOX 
  most days FORMCHECKBOX 
  some days  FORMCHECKBOX 
  rarely or never  FORMCHECKBOX 

How often do you eat late at night?  FORMCHECKBOX 
 everyday   FORMCHECKBOX 
 most days  FORMCHECKBOX 
 some days  FORMCHECKBOX 
 rarely or never

How many meals per week do you usually eat out?       per week

Who does the grocery shopping?     
Please email this form back at deepa@dupagedietitians.com. Do NOT print it and bring it with you.
3080 Ogden Ave #104 Lisle, IL 60532      p: 630.839.9296      f: 630.364.1873      www.dupagedietitians.com

