Butterfly Nutrition Education & Counseling

Today’s Date: ________________________


Name: _______________________________________
Date of Birth: ____________
       Sex:  (  )M    (  )F

Reason for visit? ___________________________________________________________________________

Are you currently under a physician’s care? ___ For? _____________________________________________
Physician’s Name:__________________________________   Physician’s Phone: ______________________
Date of last: Physical Exam __________________
Blood Test __________________

Are you pregnant?  Y / N Due: ______________
Menopausal?  Y / N
Date of LMP? ________________

Do you currently have, or in the past have had, any of the following (circle all that apply):

· AIDS/HIV

· Alcoholism

· Anemia

· Anorexia

· Appendicitis

· Arthritis

· Asthma

· Bleeding Disorders

· Bronchitis

· Bulimia

· Cancer

· Chemical Dependency

· COPD

· Diabetes

· Diverticulitis
· Emphysema
· Epilepsy

· Goiter

· Gout

· Heart Disease

· Hepatitis

· Hernia

· High Bl. Cholesterol

· Kidney Disease

· Liver Disease

· Migraine Headaches

· Osteoporosis
· Pacemaker

· Parkinson’s Disease

· Prostate Problems

· Stroke

· Thyroid Problems

· Tumors, Growths

· Ulcers

· Vaginal Infections
· Other: __________
How much do you weigh? ___________ lbs.

How tall are you? ______ ft _____ in

Are you concern about your weight?     Y / N
Why? ___________________________________ 
Do you have any allergies? _____________________________________________________________
Do you smoke?  Y / N

If yes, how many packs a day? __________________________________
Do you Drink alcohol?  Y / N     If yes, how often? _____________ How much? __________________
Rate your stress level from 1 to 10 (1 low – 10 high): _____
What is a typical day like for you? ____________________________________________________________________________________
Do you exercise:  Y / N 
If yes, how often? ________           How many minutes? ______________
How many hours per day do you watch TV or use the computer? ______________ hours/day

Have you had any weight changes in the past year? _____  
   how much? ________________________
Do you have any pains or aches? ____
Where? _________________________________________
Is it constant or does it come and go?________  How often do you have this pain?__________________
How many hours per day are you sitting behind a desk at school or at work? ____________ hours/day

Have you had any major illness or been hospitalized in the past 5 years?   Y / N
    Past 10 years?   Y / N    if yes, please explain:  ___________________________________________________
Are you presently taking any non-prescribed medication(s)?
Y / N
    if yes, please explain: _______________________________________________________________________

MEDICATIONS: _____________________________________________________________________

____________________________________________________________________________________

Vitamins/Herbs/Supplements: ___________________________________________________________
____________________________________________________________________________________
Family History

Has any member of your family (parents, siblings, grandparents) been diagnosed as having heart disease/cardiovascular disease?  
Yes ___
No ___

if yes, please explain: _________________________________________________________________________
Has any member of your family had diabetes or hypoglycemia? 
Yes ___
No ___

if yes, please explain: _________________________________________________________________________
Has any member of your family died before age of 65?
Yes ___
No ___

if yes, please explain: _________________________________________________________________________
Comments: ______________________________________________________________________________________________________________________________________________________________________________________
I hereby attest that the information provided is true/accurate. I understand that it is my responsibility to advice your office of any changes in the information contained on this form.

Pt /Pt’s Guardian Name: _____________________
Signature: _____________________
Date: _________

Body Composition (to be filled by the dietitian)
Height: 

 cm ; 

 ft

 in
(
   in)

Weight: 
 Kg; 

 lbs

BMI: 



Waist: 

 cm

Hip: 

 cm

WHR: 


Belly

 cm

Wrist: 

 cm
Frame: 
S / M / L
