
 

 
Bridges to Weight Management 

Initial Meeting with Health Promotion Dietitian 
Nutrition Survey 

 
Please fill out prior to appointment with the Registered Dietitian.  Questions? Call 621-4304 
 
Date: ____________________     Where in the network do you work? ____________________  
 
Name: ________________________________________    Employee ID number: ___________ 
 
Address: ______________________________________________________________________ 
 
Phone numbers: home ______________  cell _________________ work ___________________              
 
MD’s Name: _____________________ Bridges Health Coach’s name: ____________________ 
 
Are you considering bariatric surgery?  Yes _________    No__________  
          
1. What do you hope to accomplish in your visit with the dietitian? ________________________ 
______________________________________________________________________________ 
 
2. What are your wellness goals? ___________________________________________________ 
 
3. Have you ever tried to lose weight before?    Yes / No    
 a. If yes, what age were you?  _______________________________________________ 

b. What diet(s) have you tried? ______________________________________________ 
4. What was your lowest adult weight? ____________ What age? ________________________ 
 
5. What was your highest adult weight? ____________ What age? _______________________ 
 
6. Do you currently follow a special diet? ______ No    If yes, mark below. 
____diabetes _____low-fat/low cholesterol  _____low calorie 
____low salt _____vegetarian _____ low carbohydrate _____other__________________ 
 
7. Does anyone in your family have a history of any of the following? 
_____diabetes _____heart disease ______high blood pressure 
_____cancer _____ulcers  ______obesity ______ other ________________________ 
 
8. Do you have any of the above conditions? _________________________________________ 
 
9. What medications do you take on a regular basis? ___________________________________ 
______________________________________________________________________________ 
 
10. What vitamins, mineral, or herb supplements do you take on a regular basis? 
______________________________________________________________________________ 
______________________________________________________________________________ 



 

11. How many times per week do you exercise? (check one) 
  ____none  _____1-2  ____3-5 ____5 or more 
 
12. What type of exercise, if any, do you do? _________________________________________ 
 
13. How long do your exercise sessions last? _________________________________________ 
 
14. Have you recently (in the last 6 months) experienced any weight changes? ____No 
_______Yes describe change:      Lost / Gained_______lbs. 
 
15. Are you happy with your current weight? ____Yes ____No 
  
16. Who prepares the food that you eat? _____________________________________________ 
 How many people live at your house? _________________________________________ 
 
17. How many hours of sleep do you average per each day? ____________ 
 
18. How many meals per week do you usually eat restaurant food? 
____none ____1-2 ____3-4 ____5-6 ____6-7 ____8-9 ____10 or more 
 
19. What are your work hours? ____________________________________________________  
 
20. List all the food and drinks you have for a typical day.  Start with the morning and think 
through a whole day. 
 
Time of Meal or 

Snack 
Food Items Approx. How 

Much (cups, 
teaspoons, 

ounces) 
 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

   

 
For office use only: 
Dietitian’s Name: ______________________________________________________________________________ 
Date seen: ____________________________________________________________________________________ 


