Sharon Collison, M.S., R.D., LDN, CSSD

Nutrition Assessment




Date_________________

Name_________________________________________________________________

Date of Birth_________
Age________

Email address ____________________________________________

Phone (home)______________________

Phone (work)______________________

Phone (cell) _______________________

Address_________________________________________

City:____________________   State: _____
Zip: ________

Referred by____________________________________________________________

Occupation___________________________Employed by_______________________

Reason for Visit_________________________________________________________

______________________________________________________________________

Height_______   Weight_______   UBW________
  IBW________  desired wt______

Females only:
Age at menarche _______
Regular menstrual cycle? ______

Medications____________________________________________________________

Vitamins/Minerals_______________________________________________________

Food Allergies/Dislikes___________________________________________________

Health Problems_________________________________________________________

Activity Level___________________________________________________________

Alcohol use?_________   Tobacco use?__________
   Diet pills?___________________

Insurance Information (if applicable)

Insurance Company_______________________________________________________

Policy Number___________________________________________________________

Group Number___________________________________________________________

Relationship to insured______________Emergency contact___​​​​​​____________________

I am financially responsible for non-covered services at the time of the consultation at the rate of $112 per hour or $56 per 30 min appt; I will also be charged $28 for every 15 minutes additional time provided beyond the scheduled appt.  I understand that cancellations must be telephoned in at least 24 hours in advance of the scheduled session, otherwise I will be charged the full fee for that session.

Signed___________________________________
Date__________________________

