Nutrition Peer Counseling
UC Davis Campus Recreation

Nutrition & Health Questionnaire for Nutrition Consultation

Date
Name

Email

Please answer these questions about your current eating pattern. Bring the completed paper with you to the
nutrition consultation appointment.

How many times a day do you typically eat?

How often do you consume fruit (can include fresh, frozen, dried and canned)?

[ ] Every meal [] 1/day []2-4/week [_]1/week |:| 1-3/month [ ] rarely

How often do you drink juice? Is it 100% juice?

|:| Every meal |:|1/day |:| 2-4/week |:| 1/week D 1-3/month |:| rarely

How often do you consume dark-green vegetables (broccoli, kale, spinach, romaine, etc.):

] Every meal [_|1/day |:|2—4/week []1/week |:|1-3/month ] rarely

How often do you consume red and orange vegetables (carrots, tomatoes, sweet potatoes, etc.)?

[ ]Every meal [ ]1/day []2-4/week |:| 1/week [ ]1-3/month [ Jrarely

How often do you consume beans and peas (legumes)?

|:| Every meal D 1/day D2—4/week |:| 1/week |:|1-3/month |:| rarely

How often do you consume savory snack foods (chips, crackers, salty snacks)?

|:| Every meal |:|1/day |:|2—4/week |:| 1/week |:| 1-3/month |:| rarely

How often do you consume sweet snack foods?

DEvery meal I:ll/day [ ]2-4/week [ ]1/week [ ]1-3/month [ Jrarely

How often do you consume cakes, cookies, pies or ice cream?

|:| Every meal |:| 1/day |:|2-4/week |:| 1/week |:| 1-3/month |:| rarely

How often do you consume refined grains (e.g. sugared cereals, white bread/bagel, pasta)?

DEvery meal I:ll/day []2-4/week [_]1/week [ ]1-3/month [Jrarely



How often do you consume whole grains (popcorn, brown rice, oatmeal, whole grain bread)?

[]Every meal [ ]1/day [[]2-4/week [ _]1/week [ ]1-3/month I:lrarely

How often do you consume seafood or fish?

|:| Every meal |:|1/day |:|2—4/week Dl/week |:|1—3/month |:| rarely

How often do you consume meat, poultry, or eggs?

|:| Every meal |:|1/day |:|2—4/week |:| 1/week |:|1—3/month |:|rarely

How often do you consume nuts, seeds, or soy products?

[Ievery meal [J1/day [ ]2-4/week [ _Jt/week [ ]1-3/month [ Jrarely

How often do you consume milk (and what type)?

] Every meal [_]1/day ] 2-4/week Dl/week [ ]1-3/month [ Jrarely

How often do you consume cheese?

|:|Every meal |:|1/day |:|2—4/week Dl/week |:|1—3/month |:|rarely

How often do you consume yogurt (and what type)?

[ Jevery meal [ J1/day []2-4/week [ _]1/week [ J1-3/month [ Jrarely

How often do you consume sweetened beverages?

[ Jevery meal [J1/day [ ]2-4/week [ ]1/week [ J1-3/month [ Jrarely

How often do you drink water?

[levery meal [ J1/day [ ]2-4/week [ _]1/week [ ]1-3/month [ Jrarely
How often do you drink alcohol?

[]«1 drink/week[ -4 drinks/wk[_]5-8 drinks/wk [_]9-13 drinks/wk [ ]>13 drinks/wk[_]never

Do you feel that your current eating pattern sets you up to succeed with your goals?

Thank you for taking the time to provide this information.



	Date:  
 
	Name:  
Adams
	Email: 
	Check Box1: Off
	Text2: 
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box11: Off
	Check Box22: Off
	Text1: 


