
INITIAL BARIATRIC NUTRITION QUESTIONNAIRE

Date: ____________________

Name________________________________________________________________________________________		
		  Last				    First				    MI
Address_______________________________________________________________________________________
Age___________ Birthdate___________   Gender   M   F (Circle One)   Occupation_______________________		
Phone Number (Home)_____________________(Work)_____________________(Cell)_____________________		
E-mail address _______________________________________________________			 
Do you have any visual impairments?		 Yes		  No	
	 Describe:_______________________________________________________________________________ 		
Do you have any hearing impairments?	 Yes		  No
	 Describe: _______________________________________________________________________________		
Do you have any difficulty chewing/swallowing your food?		  Yes		  No
	 Describe: _______________________________________________________________________________		
Are you experiencing any pain?	      	 Yes	     	 No	
Describe: _____________________________________________________________________________________ 		
	 If yes, rate on a scale of 1-10
		  1	 2	 3	 4	 5	 6	 7	 8	 9	 10

	 1 = No pain/comfortable
	 5 = Discomforting-Moderate Pain/Troublesome
	 10 = Worst Pain Imaginable/Excruciating

Do you have any of the following? (Circle all that apply)
	 High Blood Pressure		  Coronary Artery Disease
	 History of Stroke		  Pre-Diabetes
	 Sleep Apnea			   Type 2 Diabetes
	 High Cholesterol		  High Triglycerides

Diet/Weight History 
			         				          				     	
Current Height:___________________	Current Weight:______________(You will be weighed today)
Lowest weight in adult life:_____________Year:____________ 		
Highest weight in adult life:____________ Year:____________ 		
Please describe critical periods for weight gain, if any:_____________________________________________________
___________________________________________________________________________________________________ 	
							     
Previous Diets Include:
	 Weight Watchers		  Slim Fast		  Nutra-System
	 L.A. Weight Loss		  Dexatrim		  Fen-Phen
	 Meridia			   Xenical			  Atkins
	 Cabbage Soup			  Metabolife		  Herbal-Life
	 Medifast			   HMR			   Self-Imposed Dieting
	 Other: _____________________________________________________________
Present exercise:____________________________Amount:_______________Frequency:_____________________ 	
Exercise done in the past:_____________________Amount:_______________Frequency:_____________________ 	
Barriers to physical activity: ________________________________________________________________________	
Who does the cooking in your household? ___________________________________________________________
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Diet/Weight History

Who shops for groceries in your household? ________________________________________________________
Number of members in your household?______________________ 		
How many times a week do you eat in a restaurant?___________________________________________________
What types of restaurants to you frequent most often?	_________________________________________________
When do you usually eat in a restaurant?
	 Breakfast	 Lunch		  Dinner		 Other:___________________________________________
How often do you have an alcoholic beverage?
	 Daily		  4-6 days/week		 1-3 days/week		 1-2 days/month		  Never
What is your beverage of choice?
	 Beer		  Wine		  Hard liquor
What are your favorite foods?_____________________________________________________________________
What do you usually eat at the following meals?

Breakfast				    Noon					     Evening

Morning Snack			   Afternoon Snack			   Evening Snack

Do you have any food allergies? ___________________________________________________________________
Do you drink 64 ounces of water daily?     Y     N
Do you drink regular coffee?     Y     N		 How much per day?________________ 			 
Do you drink:	 regular soda	 diet soda	 Kind:_____________________________			 
	 If yes, how much soda do you drink in a day?___________________________			 
Do you eat breakfast every day?     Y     N
Do you have three meals in 24 hours?     Y     N
Do you have a protein source at breakfast?     Y     N
Do you think your portions are larger than they should be?     Y     N
Do you try to make healthy choices when eating in restaurants?     Y     N
Do you eat 2 different fruits each day?     Y     N
Do you eat 2 different vegetables each day?     Y     N
Do you often eat desserts, ice cream, candy, and/or baked goods?     Y     N
Do you frequently consume high fat items like fried food, full fat salad dressings, processed meats, etc.?     Y     N
Do you take a daily multi-vitamin?     Y     N
Do you eat slowly and chew food thoroughly?     Y     N
Do you sip beverages slowly?     Y     N

If there is anything else you would like the dietitian to know about your past or present eating/dieting, please 
describe below.
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
___________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________


