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Who shops for food?----------------------------------

What percentage of the foods you eat are: Whole ____ % Organic ____ % Convenience ____ % 

Which meals do you eat regularly? Please check all that apply: 

Breakfast __ _ Lunch __ _ Dinner/Supper __ _ Snacks (include time) ________ _ 

The nutrition/eating habits that are most challenging for me are: ______________ _ 

The nutrition/eating habits that I am most pleased with are: ________________ _ 

Beverage Intake 

Please indicate the beverages you drink, and how often you drink them. Fill the "Daily Amount". "Weekly Amount", 

and/or "Monthly Amount" 

Beverage Type Daily Amount Weekly Amount Monthly Amount 

Water: 
Tap Bottled Flavored 

Coffee: 
Req Decaf Latte 

Tea: what type(s) 

Juice: 
Natural Fruit Drinks 

Soda: 
Reqular Diet Zero 

Milk: 
Whole 2% 1% Skim 

Milk Alternative 
Type-
Alcohol: 

Wine Beer Liquor 
Cider Seltzers 

Other-
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