
 
  
 
 

NUTRITION​ ​INITIAL​ ​INTAKE​ ​FORM 
 
 

Name:​ ​_______________________   
 
Age:​ ​________________________ 
 
Date​ ​of​ ​Birth:​ ​_________________ 
 
 
 
Height:​ ​______________ 
 
Weight:​ ​______________ 
 
 
 
Chief​ ​Complaint/Nutrition​ ​Related​ ​Concern:​ ​__________________________________________________ 

_____________________________________________________________________________________ 

 
 
 
Medical​ ​History:​ ​_______________________________________________________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 
 
 
Current​ ​Medications/Supplements​ ​Taken:​ ​___________________________________________________ 

____________________________________________________________________________________ 

 
 
 
 
Food​ ​Allergies/Intolerances:​ ​______________________________________________________________ 

_____________________________________________________________________________________ 

 
 



 
 
Preferred​ ​Foods:  
 

FRUITS VEGETABLES PROTEINS CARBOHYDRATES DAIRY 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 
 
Nutrition​ ​Goals:​ ​________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

 

 

 

 

 
 
 

Amanda​ ​Chu​ ​MS,​ ​RD,​ ​LDN 
Spaulding​ ​Rehabilitation​ ​Center​ ​Lexington 

Pediatric​ ​Nutrition 
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