DIABETES CLASS  NUTRITIONAL ASSESSMENT

Full Name:  ______________________________   

Sponsor’s Last Four of Social Security Number:  ______________________________

Sex:  Male/Female     Age:  __________      Height:  ________”      Weight: ________#    

1. Are you on medication for diabetes, cholesterol reduction or high blood pressure? 

      YES        NO (go to question #2)

a. Which are you on medication for (please circle): 

 diabetes

cholesterol reduction 
   

hypertension

      b.  What are the names & dosages of the medications taken for the above and when did you 

start taking each of the medications:  


    (1.)  ______________________________________________________________


    (2.)  ______________________________________________________________


    (3).  ______________________________________________________________


    (4.)  ______________________________________________________________


    (5.)  ______________________________________________________________

 2.  How many meals do you eat per day?  1   2   3   4   5   6  

 3.  How many times a day do you snack?  0  1  2  3  4  5  6  7  8  9  more ______

     What type of foods do you snack on?  _________________________________________________  

     ________________________________________________________________________________

 4.  How many times per week do you eat out?  0       1       2       3       4       5       6    more _________

     Which restaurants do you eat out at?  _________________________________________________
     ________________________________________________________________________________

 5.  How often do you eat fried foods? (French fries, fried chicken, donuts)

     1-2 times per month    
1-2 times per week   
3-5 times per week   
more than 6 times per week

 6.  How many times a day do you drink milk or eat yogurt?  

         0       1       2       3       4       5       6        more __________

     What is your serving size for milk or yogurt?  


   4 oz       8 oz        12 oz        16 oz        or   more __________

     What kind of milk do you drink?       whole       2%        1%        1/2%        or   skim 

     What type of yogurt do you eat?       regular        lowfat        fat-free

 7.  How many times a day do you eat cheese?   

         0        1        2        3       4        5        6       more __________

     What kind of cheese do you eat?  American  cheddar  mozzarella   others?  

     _________________________________________________________________________

 8.  How many times a day do you eat beef, fish, pork or chicken? 

         0        1        2        3        4        5        6       more __________

     How many ounces of meat do you eat per serving?  

         3 oz        4 oz        5 oz        6 oz        or more __________

 9.  How many egg yolks do you eat per week?      0      1      2      3      4      5     6      7   more_______
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10.  How many times a day do you eat fruit or drink fruit juice?

          0        1        2        3        4        5        6       more __________

      What is your serving size for juice?        4 oz        6 oz        8 oz        12 oz        16 oz

11.  How many times a day do you eat vegetables?  

          0        1        2        3        4        5        6        more _________

12.  IF ONE SERVING OF GRAIN EQUALS:

1 slice of bread

 
1/2 bagel, English muffin, hamburger or hot dog bun


3/4 cup cereal


1/2 cup pasta 


1/3 cup rice


1 roll, muffin or tortilla

     How many servings of grains do you eat per day?


     <4        6        7        8        9        10        11        more __________

13.  How many times per day do you drink regular soda or sweet tea?  


    0       1       2       3       4       5       6        more __________

     What is your serving size for regular soda or sweet tea?      12 oz       16 oz       20 oz       more__​​​__

14.  Do you drink alcohol?   YES
NO (go to question #15)

 

a.  How many days per week to do you drink alcohol?  



    1       2      3       4       5       6       7       more __________



b.  What type of alcohol do you drink?



    Beer

Hard Liquor

Wine



c.  How much alcohol do you drink at one time?  ________________________

     _________________________________________________________________________

15.  What other types of beverages do you drink?  ___________________________________

     _________________________________________________________________________

16.  Do you drink coffee? 
  YES

NO (go to question #17)



Do you use cream in your coffee?
  YES

NO



Do you use sugar in your coffee?
  YES

NO 



Other?  __________________________________________

17.  Do you add salt to your food at the table?   
  YES

NO

18.  Do you use salt when you cook your food?
  YES

NO

19.  Are you currently experiencing any loss of appetite, nausea, vomiting or diarrhea?   YES           NO

       If yes, please explain:  _____________________________________________________________

20.  Have you experienced any unexplanied weight loss in the last 6 months?
      YES             NO

       If yes, please explain:  ____________________________________________________________

PRIVACY ACT OF 1974

21.  Do you have any food intolerances/allergies?       YES             NO

       If yes, please explain:  ____________________________________________________________

22. Do you have any food preferences, dietary habits, cultural or religious practices that would affect         

       your food intake?  
YES

NO

       If yes, please explain:  ____________________________________________________________

23.  Do you do any of the following for exercise: fast walking, running, cycling, swimming, aerobics,   water aerobics, roller bladding, stair stepper, rowing, health rider or skiing (Nordic Track)? 

       YES (complete a-d below)   NO (go to question #24)



a.  Circle above the exercise(s) you do.



b.  How many times per week do you do the above exercise(s)?  



      1        2     
   3
4
5
6
7



c.  How long do you do the above exercise(s) each time you 


 
    exercise?  




<15 min.   20 min.   25 min.   30 min.   40 min.  more ___________



d.  Are you consistent with the exercise program stated above?   




YES    

NO

24.  Do you do natalius or free weights?    YES       NO (go to question #25)



a.  How many times per week?   0     1      2      3      4      5      6      7



b.  Are you consistent with the exercise program stated above?   




YES    

NO

25.  Have you seen a dietitian before?     YES      NO

       If yes, what for? _______________________________________________________

26.  Do you use tobacco products?
     YES
NO
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