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Lifestyle Assessment 
Name____________________________________________  Date:_________________
What is your typical breakfast? 









What is your typical lunch? 









What is your typical dinner? 









What is your “go to” snack? 









Do you drink soda, diet soda or energy drinks? 







If so, how many per day? 









How man hours of sleep do you average per night? 






Are you tired during the day? 









Do you have an exercise routine? 









If so, what is your exercise routine 








How many days per week do you exercise? 







Do you cook? 











Do you drink alcohol? 



If so, how much per day? 



How many meals do you eat out per week? 







Do you “crash” 1-2 hours after eating? 








Do you find yourself “starving” mid/late morning or mid/late afternoon? 



Have you been diagnosed with an auto immune disorder/disease? 




If so, which disorder/disease? 









Do you have food allergies/sensitivities? 







If so, what foods? 










When did you start gaining weight that became difficult to lose? 




How likely are you to count calories and net carbohydrates everyday?  (please circle one below)
Never            Not Likely            Maybe            Likely             Always
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