QUANTUM HEALING INSTITUTE

4801 Troup Hwy., Suite 800

Tyler, TX  75703

Phone: (903) 939-2069

Fax:     (903) 939-2088

3 DAY FOOD DIARY

THIS DIARY IS USED FOR WEIGHT MANAGEMENT AND PATIENT NUTRITION SCREEN FOR ALL PATIENTS.

PLEASE FILL OUT ALL AREAS THAT APPLY TO YOU.  IF THE STATEMENT DOES NOT APPLY PLEASE LEAVE IT BLANK.  PAGE 2 EXPLAINS HOW TO COUNT THE INGREDIENTS OF YOUR MEALS.  RECORD EVERYTHING YOU EAT OR DRINK, INCLUDING WATER, ON THE PAGES 3,4, & 5 TO FOLLOW.

NAME:_____________________________________  DOB________________ AGE__________ DATE_______________

________MALE
________FEMALE
_______PREGNANT FEMALE
_______NURSING FEMALE

1.  HEIGHT__________             WEIGHT_________            USUAL WT_________       DESIRED WT____________

2.  ARE YOU CONCERNED ABOUT YOUR WEIGHT?      YES _____       NO _____

3.  AT WHAT AGE DID YOU BECOME CONCERNED ABOUT YOUR WEIGHT?   __________

4.  WHAT IS THE LOWEST WEIGHT YOU HAVE MAINTAINED FOR THE PAST 5 YEARS?   __________

5.  HOW LONG DID YOU MAINTAIN THE WEIGHT? _________________

6.  HOW MANY SERIOUS ATTEMPTS TO LOSE WEIGHT HAVE YOU MADE IN:

            _____12 MONTHS       ____ LAST 2 YRS      ____ LAST 5 YRS    ____ LAST 10 YRS

7.  HOW MUCH WEIGHT HAVE YOU GAINED IN THE PAST YEAR? ____________

8.  LIST THE PROGRAMS/METHODS YOU HAVE USED IN THE PAST TO LOSE WEIGHT:



(COMMERCIAL, LIQUID, SELF HELP, ETC)

	NAME OF PROGRAM
	LENGTH OF TIME ON PROG
	DID YOU SUCCEED/FAIL

	
	
	

	
	
	

	
	
	

	
	
	


9.  WHAT HAS BEEN IMPORTANT IN HELPING YOU LOSE WEIGHT? __________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

10. WHAT FACTORS HAVE CAUSED YOU TO REGAIN WEIGHT? ______________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

11.  PERSONAL GOALS: ___________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

INSTRUCTIONS FOR RECORDING

DAILY FOOD INTAKE

Complete all of the information at the top of the next page.  This information is necessary to correctly identify your record in the computer, and to calculate your personal nutritional needs.  Next, list all of the foods that you eat each day for 3 days.  Below are some helpful hints for listing the foods so that your nutritional analysis will be more accurate.

AMOUNT OR PORTION SIZE

List the amount of food in cups, teaspoons, tablespoons, slices/pieces, ounces, or other standard measures.  Do not list foods as a package or a can unless you list the size of the package/can.


EXAMPLE:
Meat     

ounces eaten (3 ounces is the size of a deck of cards)




Vegetables
¼ cup, ½ cup, 1 cup, etc




Fresh

fresh fruit (by the piece), canned: ½ cup, etc.




Drinks

listed in cups or ounces

PREPARATION

Specify whether the food is fresh or cooked, canned or frozen.  If canned, was it in juice, water, or heavy syrup?  Did you use the solids and liquid, or drain it first?  Be sure to specify if the food was cooked from a fresh, frozen, or canned product?  Was the food boiled, baked, fried, steamed, broiled, grilled, or roasted?  If it was prepared from a mix, did you add water or milk?  Did you add oil, butter, margarine, salt, or spices as a seasoning?

RECIPIES


For combination foods and recipes, break down the item into all ingredients.  for example, for a pasta salad, enter the amount of the different ingredients:  1 cup cooked pasta, 2 tablespoons celery, 1 tablespoon onion, 1 tablespoon mayonnaise.  For a sandwich, use the same procedure.  Be sure to add any spices or condiments like mayonnaise, catsup mustard, salt, pepper, sauces, gravy, etc.

THE MORE INFORMATION YOU GIVE US, THE BETTER WE WILL BE ABLE TO HELP YOU.

ACTIVITY LEVEL (CHOOSE ONE BELOW) _____________

1. SEDENTARY – VERY INACTIVE, SOMETIMES UNDER SOMEONE ELSE’S CARE

2. LIGHTLY ACTIVE – MOST OFFICEE WORKERS & PROFESSIONALS, EQUALS 8 HRS. SLEEP, 16 HRS OF SITTING/STANDING OF WHICH 3 HRS IS LIGHT & 1 ACTIVITY 7 1 HR MODERATE ACTIVITY.

3. MODERATELY ACTIVE – MOST PERSONS IN INDUSTRY, BUILDING TRADES, MANY FARM WORKERS, CHILD CARE PROVIDERS, ACTIVE STUDENTS, MECHANICS, COMMERCIAL FISHERMAN.

4. VERY ACTIVE – FULL TIME ATHLETES, STEEL WORKERS, UNSKILLED LABORERS, SOME AGRICUTURAL WORKERS, ARMY RECRUITS, AND SOLDIERS IN ACTIVE SERVICE.

5. EXCEPTIONALLY ACTIVE – LUMBERJACKS, FEMALE CONSTRUCTION WORKERS, HEAVY MANUAL DIGGING.

DAY 1    DAY OF WEEK_____________________________

	TIME OF DAY
	FOOD OR INGREDIENT
	AMOUNT
	CODE

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


DAY 2   DAY OF WEEK_____________________________

	TIME OF DAY
	FOOD OR INGREDIENT
	AMOUNT
	CODE

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


DAY 3    DAY OF WEEK_____________________________

	TIME OF DAY
	FOOD OR INGREDIENT
	AMOUNT
	CODE
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