Branz Nutrition Counseling, LLC
Erica L. Branz MS, RD, LDN, CEDRD | Alexis Hughes, RD, LDN 
Erin Bushman RD, LDN, CEDRD| Michelle Wilson MS, RD, LDN
             
5 Plant Ave; Suite 2			                             4972 Benchmark Centre Drive; Suite 100	    
Webster Groves, MO 63119 						                  Swansea, IL 62226
New Patient Nutrition Assessment Form

Please complete the below assessment to the best of your ability. 

First Name: ____________________ Middle Name: ____________________ Last Name: ___________________

Address: _______________________ City: _______________________ State: _________ Zip: ___________________

Home Phone: (______)_________________  		Birth Date: ______________________ Age:_______

Cell Phone: (_______)___________________		Email Address: ______________________________

Work Phone: (________)________________		Occupation: __________________________________

Marital Status: ________________________		

Do you have Children? Yes/No                                     Are you pregnant? Yes/No    Due Date____

How did you hear about our services? __________________________________________________________________________________________________________________________________________________________________________________________________________________

Name/Address/Phone # and Email Address of Person Responsible for Payment: 
Please note Branz Nutrition Counseling, LLC does not bill for insurance. Upon request she will provide a billing sheet/super bill that the client or guardian can submit to insurance on his or her own accord. It is your responsibility to request a billing sheet at the end of the session.
__________________________________________________________________________________________________________________________________________________________________________________________________________________

Whom do you live with? Please describe relationship to these individuals and ages: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Primary Care Physician: ____________________________________________________________________________  

When was the last time he/she saw you? _________________________________________________________

Other providers you current see? __________________________________________________________________ _________________________________________________________________________________________________________
(If you would like for our dietitians to communicate with these providers, please indicate this on the authorization to release/consent form)
Have you worked with a dietitian before? Yes/No   What was their name? ___________________

What was the purpose of your sessions? __________________________________________________________

What is your primary reason for seeing a dietitian today? ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your biggest barriers to reaching your nutrition goals?
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

In the past, I have tried the following techniques (diets, behaviors, etc.) to reach my nutrition goals: 
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Support systems are crucial for success in reaching your nutrition goals. Who do you view as you support system and how would you utilize them? 

__________________________________________________________________________________________________________________________________________________________________________________________________________________

Eating Disorder Assessment:

Have you ever been diagnosed with an eating disorder (ED)?  □ No   □ Yes   Type:___________

Onset of Eating Disorder:____________________________________________________________________________

Initial Behaviors: ____________________________________________________________________________________

Progression of Eating Disorder: ____________________________________________________________________

Recent History (past 6-12 months): _______________________________________________________________

Have you ever been hospitalized or in treatment for an ED?_____________________________________






High Risk Behaviors:
Restriction: __________________________________________________________________________________________
Bingeing/Over-eating: ______________________________________________________________________________
Purging: ______________ Frequency: ___________________________ Techniques: ________________________
Triggers to Binge/Purge:____________________________________________________________________________
Fluid Restriction: ________________________________ Fluid Loading: __________________________________
How many ounces of fluid (non-caffeinated) do you consume/day?____________________________
How many ounces of fluid (caffeinated) do you consume/day?__________________________________
Laxatives/Diuretics/Ipecac: ________________________________________________________________________
Diet Pills: _____________________________________________________________________________________________
Calorie Counting: ____________________________________________________________________________________
Dental Problems: ____________________________________________________________________________________
Food Rituals: _________________________________________________________________________________________
Gum/Hard Candy Consumption: ___________________________________________________________________
Other techniques or behaviors to suppress your appetite: ______________________________________
Food Cravings: _______________________________________________________________________________________
Cold Intolerance: ____________________________________________________________________________________
HX of Compulsive/Excessive Exercise: ____________________________________________________________
Current Exercise: ____________________________________________________________________________________
_________________________________________________________________________________________________________
Does anything limit you from being physically active? ___________________________________________
Body Checking: ______________________________________________________________________________________
Body Imagine Distortion: ___________________________________________________________________________
Amenorrhea/Altered Menses: ______________ Last menstrual cycle? ________________ OC: _________
Abnormal Labs/Values: _____________________________________________________________________________

Weight History:

Do you weigh yourself?  □ No   □ Yes                    Frequency:______________________________________

What age did weight start to become a concern for you and why? ______________________________
_________________________________________________________________________________________________________

Where you ever ridiculed for your weight? _______________________________________________________

Would you like to be weighed today? Yes/No

Height _______ Current Weight ______ Desired Body Weight _______________________________________

Highest Weight ______ When? ______              Lowest Weight ______ When? ______ 

If history of weight changes either recently or in the past, please provide a detailed explanation of what these patterns or trends have looked like:
_________________________________________________________________________________________________________
Please obtain growth charts to be reviewed in our first session.

Diet History:

Have you ever been on any fad diets or calorie restrictive diets?  □ No    □ Yes

Type of diet (s): ______________________________________________________________________________________

Age you first started dieting? ________ Weight at beginning:___________ Weight at end___________

Why did you start dieting? __________________________________________________________________________

Do you ever eat in secret? If so, at what age did this begin? _____________________________________

What was your relationship with food like growing up? _________________________________________
_________________________________________________________________________________________________________

Was food ever labeled as good or bad in the home?  ____________________________________________

Describe your parent’s relationship with food: ___________________________________________________

Where you ever raised to finish your plate when younger? _____________________________________
_________________________________________________________________________________________________________

Were there ever any concerns of food insecurities when growing up? _________________________

Do you follow any special diet or have diet restrictions or limitations for any reason? _________________________________________________________________________________________________________

Please list any food allergies, sensitivities or intolerances _______________________________________ 

Do you associate any digestive symptoms with eating certain foods? __________________________

Who prepares the majority of your meals? ________________________________________________________ 

Who grocery shops for food? _______________________________________________________________________
 
Where do you shop for food? _______________________________________________________________________

If you do, how much time do you spend cooking/preparing meals each day? _________________

Who do you eat majority of your meals with? ____________________________________________________

Where do you eat majority of your meals? ________________________________________________________

How often do you eat out at restaurants? Which restaurants? __________________________________
_________________________________________________________________________________________________________

Lifetime Food Dislikes: ______________________________________________________________________________

Avoidance of Food Groups: _________________________________________________________________________

If you follow a special diet/nutritional program, check the following that apply:  

□ Low Fat		□ No Gluten		□ No Dairy		□Low Carb

□ No Wheat		□ High Protein		□ Low Sodium	□ Diabetic

□ Vegetarian 		□ Vegan		□ Other: ____________________

Please provide a 24-hour recall of your dietary intake indicting the time the food was consumed, the type of food, the amount of food, the brand of food, how the food was prepared, and any condiments, sweeteners, beverages, etc. that you may have consumed.
General Medical History: 

Please indicate any past medical or surgical history: 
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please check off any symptoms you may have experienced in the past 6 months:

 (
Please list any medication/vitamins you are currently taking and any medication/vitamins you have taken in the last 6 months:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________In the past 6 months: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
)_______ Chest pain 
_______ Shortness of breath
_______ Difficulty breathing 
_______ Nausea/vomiting 
_______ GI cramping/bloating 
_______ Belching, passing gas 
_______ Heartburn/Reflux
_______ Intestinal/stomach pain 
_______ Feeling of weakness/fatigue 
_______ Changes in hair/skin 
_______ Difficulty chewing or swallowing  
_______ Water retention/Edema
_______ Changes in hair and skin
_______ Diarrhea 
_______ Constipation 
Last Bowel Movement: __________________
How Often are BM’s:_____________________

 
Are you allergic to any mediations/vitamins?  Yes/No    if yes, please list: _____________________

On average, how many hours of sleep do you get?   Weekdays___________ Weekends___________

Do you smoke? ____ Never _____ In the past  _____ Currently       How long?_______________________

Alcohol use: ___ Never ___ In the past ___ Currently     Type/amount/frequency________________

Additional Information that may be ideal for our dietitians to know: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


6

