PEIA WEIGHT MANAGEMENT INITIAL MNT ENCOUNTER WORKSHEET 
Client Name:_________________________            Facility:__________________________ Date:________


Nutrition Assessment
Medical Hx:
	Medical Dx:
	Ht:

	Meds:
	Wt:

	Supplements:
	BMI:

	Labs:
	WC:

	BP:
	Body Fat %:
	Birth Date:


Has your physician talked with you about dx, labs or medications?

Weight Hx:
What has brought you to our program?

How do you feel losing weight will impact your life- now and in the future?
How long have you been at your current weight?

What was your lowest weight as an adult? (age)

What was your highest weight? (age)

What is your goal weight and why?

Have you tried to lose weight in the past?

How many times?

What methods?

What worked best for you and why?
Social/Personal Hx:
How is your family supportive of your weight loss efforts?
How are your friends and co-workers supportive of your weight loss efforts?

What is your daily schedule like?

Food and Nutrition Hx:
Do you eat regularly (3 meals/day, breakfast, snacks, etc.)?
What do you eat on a typical week day?
What do you eat on a typical weekend day?
Client Behaviors:
	Y
	N
	Grocery shops regularly?

	Y
	N
	Plans meals and snacks?

	Y
	N
	Eats out/gets take out___x/wk       Typical choices:



	Y
	N
	Selects appropriately when dining out;     If no, explain:



	Y
	N
	Modifies food prep and recipes for calories/fat/sugar?

	Y
	N
	Reads food labels and makes appropriate food selections?

	Y
	N
	Limits portion sizes?

	Y
	N
	Maintains nutrient adequacy?

	Y
	N
	Logging food intake and activity?

	Y
	N
	Physical Activity: Indicate type/duration/frequency of:

Moderate:                                    Vigorous:                                        Lifestyle:




Assessment of nutrition Knowledge base:

Estimated Nutritional Requirements:


Behavior Management

Where are you right now when it comes to making changes you want to make?

Where do you want to be?

On a scale of 1-10 how ready do you feel to make lifestyle changes?


Why not a different number?

On a scale of 1-10 how confident are you that you can make changes?


Why not a different number?

What changes do you think you would be willing to make?

How much time would you be willing to spend each week on making lifestyle changes? (tracking food, exercise, menu planning, grocery shopping, reading labels, etc)

What things might make it difficult for you to make lifestyle changes (what are your barriers to change)?

Nutrition Diagnosis:
	NI-1.5 Excessive energy intake
	NC-2.3 Food- medication interaction

	NI-2.2 Excessive oral food/beverage intake
	NC-3.3 Overweight/obesity

	NI-4.3 Excessive alcohol intake
	NB-1.1 Food/nutrition related knowledge deficit

	NI-5.6.3 Inappropriate intake of food fats- 
              Specify:
	NB-1.3 Not ready for diet/lifestyle change

	NI-5.8.3 Inappropriate intake of types of CHO-
              Specify:
	NB-1.6 Limited adherence to nutrition related 
             recommendations

	NI-5.8.5 Inadequate fiber intake
	NB-2.1 Physical inactivity

	Other:
	


PES Statement:
Nutrition Prescription:

Client Goals:


1.


2.


3.

Nutrition Interventions:

Nutrition Education: (brief or comprehensive)
Meal/snack modification:

Medical/food supplements:

Vitamin/mineral supplementation:

Behavioral counseling/strategies: 
Materials provided/referrals made:
Follow up plan for monitoring and evaluation:
This form has been created using resources including The Adult Weight Management Toolkit from the Academy of Nutrition and Dietetics, © 2007 and the AND EAL.
