
NUTRITION HEALTH ASSESSMENT During Pregnancy
NAME (First, Last) 

_________________________________________________________ 

ADDRESS (Street, City, State, Zip code) 

_________________________________________________________ 

TELEPHONE 
HOME (      )  _______________
        E-mail:________________________

CELL (        )   _______________

WORK (       ) _______________
        Profession:_________________
DATE OF BIRTH ______________         Birthplace_____________________
HEIGHT _______ 


        

Pre-Pregnancy WEIGHT _______ 
        Current Weight: _____

How many weeks pregnant are you? _________________

Please Circle One:

1st Trimester

2nd Trimester

3rd Trimester

Referred By:_____________________ Relationship:______________

PRIMARY PHYSICIAN __________________  PHONE ________________

MEDICAL HISTORY 
Have you ever been told by a physician/or do you experience any of the following conditions?  (Please check all that apply)
1. Diabetes (Type I , II, or Gestational) ____ 

2. Overweight/obesity ____  

3. Heart disease  ____ 

4. High/Low blood pressure ____  If so, what is your blood pressure?_____

5. High cholesterol ____   Total Cholesterol_____   LDL_____    HDL_____

6. Digestive disorder or Irritable Bowel Syndrome _____

7. Eating Disorder(s) or ED behaviors____ 

8. Food Allergy (s)____ Asthma____

9. Chronic constipation or diarrhea ____ Please explain____________________

10. Stroke ____  

11. Diverticulosis ____

12. Mental Illness____  If yes, please explain___________________________

13. Kidney Disease ____  

14. Cancer ____  If yes, what type? _______________

Have you used any fertility treatments/options? Please describe.________________

__________________________________________________________________

Do you have any food allergies or intolerances? 

If yes, please explain _________________________________________________

FAMILY HISTORY 
Has anyone in your family been diagnosed with any of the diseases listed above? 

 If yes, please explain. 

______________________________________________________________________________________________________________________________________________________________________________________________________

GENERAL INFORMATION 
Do you take pre-natal vitamins/minerals and/or additional herbal or nutritional supplements? If yes, please list supplement and dosage. 

______________________________________________________________________________________________________________________________________________________________________________________________________ 

How frequently do you do you exercise? 

Never _____   1-2 x/wk _____   3-4 x/wk______   >4 x/wk _________

When you exercise, what is the average length of time you spend?

 <30 min _______   30-60 min _________   >60 min_________

Please describe the type of exercise that you typically do: 

__________________________________________________________________

_________________________________________________________________

How would you describe your workout intensity?

Light________   Moderate _________   Vigorous_________  

Eating Habits:

Are you currently following a special eating behaviors or “watching” what you are eating?  If yes, please explain. ____________________________________________________________________________________________________________________________________ 

Describe your present food intake…

 Are you experiencing nausea which prevents you from eating meals and/or have you experienced weight loss as a result of nausea, since the start of your pregnancy? Please describe: __________________________________________________________________

How many times a week do you eat away from home? Which Meals/snacks? __________________________________________________________________

How many meals do you eat per day?   (Please circle one)   1  2  3 4  5  6 

Snacks per day? Please describe your “usual snack(s)” _________________________________________________________________

What foods or combinations do you avoid & why do you avoid them?_______________

_________________________________________________________________

What are your favorite foods? Sweet ___  Salty___   Spicy___  Bitter____  Sour____

Favorite restaurant(s) or take-out? _____________________________________________

What foods do you have cravings for?_____________________________________

Does your diet vary during stressful times? If so, how?________________________

_________________________________________________________________

Who prepares most meals at your home/does the grocery shopping?

__________________________________________________________________

Please list any medications you are currently taking. ____________________________________________________________________________________________________________________________________

Current Labs/Bloodwork (if known): 

Blood Sugar (fasting)____________ Hemoglobin A1c____  Iron Status_____

Other________________________

Are you a smoker or former smoker?  __________________________

Do you drink alcohol?

If yes, how many times per week? _______   How many? _______

Please list any concerns/information you would like to discuss that has not been addressed above. ______________________________________________________________________________________________________________________________________________________________________________________________________

Personal Concerns

Are there situations in your life that are currently causing problems, or ones that you’d like to change?______________________________________________________

__________________________________________________________________

Would you like to change anything about your present behavior(s)? If so, what? ____________________________________________________________________________________________________________________________________

Are you aware of stress reduction techniques?   ___Yes

___No

Do you use stress reduction techniques?
      ___Yes

___No

If so, what techniques or methods do you (or have you) used?

__________________________________________________________________

__________________________________________________________________

What do you do for relaxation or enjoyment?

__________________________________________________________________

__________________________________________________________________
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