PRENATAL NUTRITIONAL ASSESSMENT

Full Name:  ______________________________   

Sponsor’s Last Four of Social Security Number:  ______________________________

Age:  __________      
Height:  ________”      
Pre-pregnancy Weight: ________#

Current Weight:  __________#  

Week of pregnancy:  ___________ weeks

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

 2.  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?  _________________________________________________  

     ________________________________________________________________________________

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

     Which restaurants do you eat out at?  _________________________________________________
     ________________________________________________________________________________

 4.  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 __________

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

         0        1        2        3       4        5        6       more __________

 6.  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 __________

 7.  How many egg yolks do you eat per week?      0      1      2      3      4      5     6      7   more_______

 8.  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

OVER

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

          0        1        2        3        4        5        6        more _________

      How many times a week do you eat dark leafy green vegetables?

          0        1        2        3        4        5        6        more _________

 10.  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 __________

11.  What other types of beverages do you drink?  __________________________________________

     _______________________________________________________________________________

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

       If yes, please explain:  _____________________________________________________________

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

       If yes, please explain:  _____________________________________________________________

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

       your food intake?  
YES

NO

       If yes, please explain:  _____________________________________________________________

15.  Have you seen a dietitian before?     YES      NO

       If yes, what for? _________________________________________________________________
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