Debra L. Benfield, M.Ed., R.D. LDN

Medical Nutrition Therapist

New Client Information Sheet
Name:





  
Today’s Date:




Age:                





Date of Birth:





Email address:_________________________
 Cell Phone #:





Address:





Home Phone #:



​






Work Phone#




Can a confidential message be left at these numbers?  Home:  yes  Work:  yes  Cell:  yes

Employer/School:




Occupation:





Person Responsible for payment (if not client):







Relationship to patient:










Email address:_________________________
 Cell Phone #:





Address:





Home Phone #:



​






Work Phone#




Can a confidential message be left at these numbers?  Home:  yes  Work:  yes  Cell:  yes
Referred by or how did you hear of my services:






Current Health Care Providers (name and phone number)

Physician/PA:












Therapist/Psychologist:









Psychiatrist:












Other:













Medications currently taking:

Food/Dietary/ Supplements (incl. vitamin-minerals)

Exercise:  (Please describe any sports involvement, exercise/activity routines, etc. including frequency and duration)

























































Expectations of Nutrition Therapy:
Briefly explain why you are seeking nutritional guidance at this time?  What do you expect to accomplish while working with the nutritionist?

