
Nutrition Assessment Form – Initial 

Name & Net ID: Date: 
 

Birthday: 
 

Circle one: 
  

Student Staff/ 
Faculty 

Private 

 

1. What is your primary reason for seeking nutrition counseling? 

 

2. Anthropometrics: 
Height: Current Weight: 

 
Desired Weight: 

 
Weight 6 Months Ago: 

 

3. Nutrition and Physical Activity 
a. Tell me about your past nutrition and diet history. What approaches have you tried in the 

past? What did you like or dislike about them? 

 

b. What foods and beverages can you not live without? 

 

c. Are there any foods that you dislike? 

 

d. List any vitamins or supplements you take on a regular basis.  

 

e. Any food intolerances or allergies? If so, what? 

 

f. What is your current level of physical activity? If you are physically active, what types of 
exercise do you do and how often? 

 

g. Have you ever tracked your nutrition and/or exercise using an app like MyFitnessPal or 
Lose It? If so, please describe. 

 

 



h. 24-Hour Food Recall: 

Please provide a brief recall of all the foods and beverages you have consumed over the 
past 24-hours. Start with your most recent meal and work backwards. Be sure to include 
snacks, drinks, and portion sizes if possible. 

Meal Time Food, drinks, portions (be as specific as possible) 
1st meal of the 
day 

  
 
 

2nd meal of the 
day 

  
 
 

3rd meal of the 
day 

  
 
 

Additional meals   
 
 

Snacks   
 
 

   
How often do you consume 
the following? (place an X 
in the corresponding box) 

Never Sometimes 
(once a 
week or 

less) 

Often 
(a couple 
times a 
week) 

Daily 
(1 serving 
everyday) 

Multiple 
servings 

daily 

Water      
Caffeine      
Alcohol      

 

4. Physiological Feedback 
Rate the following on a scale of 1 – 
5 but placing an X in the 
corresponding box 

1 (low) 2  3 4 5 (high) 

Overall energy      
Mood      
Hunger      
Sleep      
Stress      

 

 

 

 



5. Mindset 
a. What nutrition or lifestyles behaviors are you most proud of? 

 

b. What is your biggest challenge(s) to reaching you nutrition and health goals? 

 

c. On a scale or 1 – 10, how willing are you to make the necessary changes to reach your 
goals? 

 

6. Additional information 
a. Do you restrict your food intake, make yourself sick, or use laxatives if you feel you have 

eaten too much? If yes, how often does this happen? 

 

b. Do you ever binge eat? If yes, how often does this happen? 

 

c. Is there anything else you want me to know? 

 

d. Are there any specific questions you would like answered during your appointment? 
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