Healtthutrition Questionnaire

NAME:

DATE:

1) Do you take anym_ecfication‘? If yes, please fist; - -

2} Do you have any food allergies? If yes, please list:.

3) What are your favorite foods®?

4) What are your least favorite foods?

5) Do you eat breakfast?

6) How many times do you usually eat a day?

7) Bo you take supplements? If yes, p]eage list:

- 8yWhat is your Biood type?

~9) Do you know how many calories a day do you eat?

10) What is your goal? Why?




