Name_______________________Age____Date�____________


Height________inches         Weight________pounds     Date of Birth_____________


Your Doctor has recommended a visit with the Nutritionist.  Please let me know on the following lines what your goals are and what you want to learn at this meeting.


____________________________________________________________________________


�____________________________________________________________________________


To help me learn a little about your child before our meeting, please record your child’s eating habits for a typical day on this form.  Include all foods eaten and drinks consumed.  Use your best estimate for the amounts.


To assure a productive session, THIS FORM SHOULD BE COMPLETED BEFORE YOUR VISIT AND MAILED TO 54 Commerce dr suite 2 riverhead ny 11901 or fax to 631-722-7851  


Food Diary





Time You


Ate�



What You


Ate or Drank�



How Much You Ate or Drank�
�
�
�
Breakfast�
�
�
�
�
Snack�
�
�
�
�
Lunch�
�
�
�
�
Snack�
�
�
�
�
Dinner�
�
�
�
�
Snack�
�
�
�









