DIETARY QUESTIONNAIRE FOR WOMEN
Pennsylvania Department of Health -- WIC Program

Endorser’'s Name: D.O.B. F.ID. # Date:

Please fill in the blanks and check all answers that apply.

1. Do you have any medical problems? LINo [ Yes Dental problems or cavities? CINo [ Yes
Please list or describe:
Do you take any medicine? [ No L] Yes
Please list:

Do you have any problems with your current pregnancy? _INo [lYes [ Notapplicable
Please list or describe: 7

Have you ever had problems with a previous pregnancy or delivery? _INo L] Yes

Please list or describe:

In the past few weeks, have you been feeling down or depressed, or lost interest in doing things you enjoy? L JNo [ Yes

2. Do you have frequent problems with any of the following?
I Nausea I Vomitting ! Diarhea | Heartourn | Chewingfood .| Poor appetite | Gas L) Cramps
_I Constipation I None of these

3. Are you on a special diet such as Vegetarian, Low Carbohydrate, or Macrobiotic?
LINo LJYes Ifyes, describe:
Do you feel you need to cut down on any of the following? I No [l Yes Ifyes, which ones?
_JSugar [calories [satt L_JFat L[JcCarbohydrate [ Other

4. Do you take any of these? _INo _IYes Ifyes, which ones?
_I Prenatal Vitamin ) Multivitamin ) FolicAcid ! VitaminD  _JIron ~ [Jlodine | Herbal teas/supplements
_l Other

5. Do you crave or eat any of the following? __JNo [_|Yes If yes, which ones?

I Laundry starch L Soil I Chalk _IPaintchips I Cigarette ashes  _Ice (in large quantities)
_J Burnt matches | Clay LI Carpet fibers | Comstarch Ll Other
6. Do you eat any of these foods?
LJ Raw cookie dough or cake batter LJ Hot dogs, deli or lunch meats LI Bean sprouts
I Raw or undercooked eggs, meat, or fish | Soft cheeses like feta or brie

I Milk, juice, or cider from a mill or farm (if unpasteurized)

7. Check which items you have at home that work: B
_JRunningwater |_/Stove  _IRefrigerator | Freezer | Microwave

Do you have a thermometer in the refrigerator or freezer? _INo L Yes
If yes, what is the refrigerator temperature? Freezer temperature?

8. Describe how you defrost froods: _J Under running water _linthe refrigerator _lOnthe counter L In the microwave

Does everyone wash their hands before and after food preparation? LJ No _J Yes
Are different cutting boards used for fruits/vegetables and raw meats? _/No L Yes
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Check how often you eat the foods listed below:

Meats, chicken, fish: _IDaily _JSomedays [JNever
Grains (pasta, rice, bread, cereal, tortilla): LIDaily _JSomedays _JNever
Fruits: _IDaily _JSomedays [JNever
Eggs: LIDaily [JSomedays L[JNever
Vegetables: _IDaily [Somedays L) Never
Peanut butter: _IDaily _JSomedays LJNever
Cheese: _IDaily [somedays [JNever
Beans (pinto, kidney, etc.): _IDaily _JSomedays [JNever
How many meals do you eat each day? LI L2 [L3ormore

How many times a day do you eat snacks? L1 [J2 [J3ormore [ None

Check the foods that you eat for snacks:

_JCookies [ICrackers [JcChips [IPretzels  _JCereal [lCerealbars [l Cheeses
CYogurt L Fruit _JPudding L) Vegetables _JCandy [ Other

Are you allergic to any foods? [ INo Ll Yes , |
Which foods? | Fish/Seafood ) Peanuts/Nuts ~ [_JEggs [ Wheat
_Jsoy L Milk/dairy products L) Other

How much milk do you drink each day? __lLessthan1cup _J1to2cups I3 ormorecups [ Do not drink milk
Check what kinds of milk you drink:

Cowsmik: Jwhole  [12%  [J1% [Jskim  [JLactosefree ) Chocolate/Strawberry

_JGoatsmik [JSoymik [JAmondmilkk [JRicemilk L Other

Check what beverages you drink:

__J Soda or pop _JKool-Aid ] 100% fruit juice __I Drinks in boxes, pouches, etc.
I Juice drinks (Hawaiian Punch, Hi-C, Sunny D, etc.) ~ _JTea L[] Gatorade
_JEnergy drinks | Coffee _Jwater  LJNone of these LI Other

How often do you eat at fast food places such as Burger King or McDonalds?
O Every day _J A few times a week _Jonceaweek L) Once amonth or less often

Other than work, how many hours per day do you watch TV or use the computer or the cell phone?

Llorless 2 [J3  [J4ormore

How often do you get 30 minutes or more of physical activity (walking, running, playing with kids, etc.)?
_JEveryday _l3-5daysperweek L) Onceperweek L) Seldom

Do you have a family history of weight problems? LI No [ Yes

Do you use any of the following? _/No [ Yes

Cigarettes How many per day?
Alcohol (Beer, Wine, Liquor) How much per day?
Street Drugs: What kinds and how often?

Do you have a history of drug or alcohol abuse?

Does anyone smoke in your home? [ No L Yes
Do you ever have to choose between buying food and paying bills? JAlot [ sometimes [ Rarely I Never

What questions do you have about nutrition or your diet?
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