CLIENT ASSESSMENT FORM

Date:

Program:

oM OF ‘DOB:

Name:
Address:
Email Address: ‘ Phone:
ANTHROPOMETRICS:
Height: Weight: Goal Weight: Body fat%o RMR:
Medical History: O Heart Disease [ Diabetes
O High Chol/TG O Cancer
O HTN O GI (1BS)/other
HEALTH & FITNESS GOALS:
1.
2.
3.

Previous weight loss experiences, successes, failures, programs, etc?

Year Type

Why did it not work out?

How many times per week do you eat out?

Days Restaurant

Breakfast/lunch/dinner?

What would you identify as your biggest obstacles to achieving your goals?




Medications/Supplementation:

Type:

For:

Frequency Taken:

Food Allergies:

Food:

Reaction You Had:

HEALTH & FITNESS HABITS:

Exercise/week

O Sedentary (No exercise)

O 1-2 x/week Type: Duration:
0O 3-4 x/week Type: Duration:
O 5-6x/week Type: Duration:
Diet Are you dieting? ‘ O vYes ‘ O No
Number of meals you eat per day?
Caffeine O None O Coffee O Tea O Soda
How much per day?
Alcohol Do you drink alcohol? ’ O Yes ‘ O No
If yes, how often?
How many drinks per week?
Tobacco Do you use tobacco? ’ O Yes ‘ O No

SCHEDULE:




WEIGHT RECORD/PROGRESS NOTES:

Date

Weight

Danielle Omar, MS, RD
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