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Consent to the processing of personal data

First name:  .....................................
Last name:  ......................................
Email Address: ......................................

Dietitian Jacek Feldman Nutrition, as the Personal Data Administrator, informs you that:
· Providing data is voluntary, but necessary to provide the service
· You have the right to access your data and to rectify, delete, limit processing, the right to transfer data, the right to withdraw consent at any time without affecting the lawfulness of processing;
· The data provided will be processed for the purpose of providing the service in accordance with the General Data Protection Regulation.;
· Contact to the Personal Data Administrator:rodo@feldmannutrition.pl
· Personal data will be stored for the period necessary to provide the services
· You have the right to lodge a complaint with the Personal Data Protection Office if you believe that the processing of your personal data violates the provisions of the General Data Protection Regulation of 27 April 2016.
I consent to the processing of my personal data by Dietetyk Jacek Feldman Nutrition, ul. Dzika 4a / 108, 00-194 Warsaw, NIP 5252425799 to the extent necessary to provide services.

Date and signature …………………….……




Nutrition journal

Food diary - please complete and send it to kontakt@feldmannutrition.pl.

You can attach a screenshot from FITATU, Myfitnesspal, etc.
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	Sample day

	Time
	Meal
	Dish/product
	Quantity (weight or description, e.g. 1 tablespoon)
	Place of consumption

	7:00
	Breakfast
	Oatmeal:
Oat flakes
Blueberries
Brazil nuts
Natural Skyr
	50 g
100 g
20 g
150 g
	Dom

	9:30
	Snack
	Apple
	
1 piece / 200g

	Work/school

	12:00
	Second Breakfast
	Sandwich:
Rye bread
Chicken breast ham
Lettuce
Tomato
	1 slice
1 slice
1 larger leaf
1 piece
	Work/school

	14:30
	Snack
	Banana
	1 piece
	Work/school

	16:00
	Lunch
	Chicken breast fillet
White rice
Sauerkraut
Olive oil
	150g
100g
150g
10 g
	Dom

	19:00
	Dinner
	Fruit salad:
Banana
Kiwi
Apple
Tangerine
	1 piece
1 piece
1 piece
3 pieces
	Dom
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	Time
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Please complete and send it to kontakt@feldmannutrition.pl.

Age ......................................
Height  ..................................
Body weight .............................

Working hours / Away from home ......................................

Monday: ........................................  
Tuesday: .................................................  
Wednesday: ...................................................
Thursday: .............................................
Friday: ..................................................
Saturday: ................................................
Sunday: ..............................................

How do you get to work? (car, tram, bicycle, on foot) ................................................. Do you track the number of steps?..........................

Lifestyle -How would you rate your activity during the day on a scale of 1 to 10 (1 very low activity, 10 very high activity):......................................
  
Type of work (physical, intellectuall)? ......................................

Have you recently undergone surgery or do you suffer from a chronic disease? .................................................

Do you suffer from:
· Atherosclerosis? ...............................
· [bookmark: _GoBack]High blood cholesterol? ...............................
· High blood pressure? ...................
· Heart disease? ....................
· Kidney disease? ....................
· Diabetes? ....................
· Hyperthyroidism/hypothyroidism? ...............................
· Digestive system diseases? ...................
· Reflux? ....................
· Cancer? ....................
· Osteoporosis? ....................
· Anemia or iron deficiency? ...................
· Problems on the hormonal background? ...................
· Skin problems? ....................

Do you have any significant diseases that occurred in your family? If yes – list them all:..................................................

Do you have any allergies?............ If you have test results, please attach them.

When did you last have blood tests? ..................................

Do you take pharmaceutical medications on a regular basis? Please provide the names and doses of the medications you are taking, and the period for which you have been taking them: ............................................

Do you take dietary supplements on a regular basis? Please provide the names, brands, and doses of the supplements you take, as well as the period for which you have been taking them: ............................................

Have you undergone a lot of antibiotic therapy in your life?........
How many in the last year?......................

How many times a day do you have bowel movements? ...................................... 

Are your bowel movements regular?......................................

Do you experience any digestive problems such as diarrhea / constipation / bloating / gas / abdominal pain? ......................................... What and how often do they happen? ......................................

How do you rate your sleep quality on a scale of 1 to 10 (1 very bad, 10 very good):.......................................

How long do you sleep during the day?.......... At what hours most often?..........

How do you rate your resistance to stress on a scale of 1 to 10 (1 very bad, 10 very good):..........................

Do you have problems with abnormal body weight?............ If so, please write when they appeared: ............................

Did you have problems with being overweight in childhood? .............................................

Is there any family history of overweight or obesity? .................................

Have you ever been on any diets? (name or describe the diets) .............................

What products do you like to eat? ………………………………….….……

What meals do you like to eat? ………………………………….….……

What products do you avoid in your diet? ……………………………….

What meals do you avoid in your diet? ……………………………….

When do you feel the greatest desire to eat? ………………………………

Do you feel full after eating a meal? .............................................

Do you pay attention to the caloric content of food? .................................................

What did you eat most often as a child? ..................................................

Preferred flavors? Salty / sweet / spicy / herbal / sour? Other? .....................

How many meals a day do you usually eat? .............................................

Please list the products and meals that make you feel unwell ...................................................

Are the meals varied or repetitive? ..................................................................

[bookmark: _g8n0kpsrywtr]Do you eat fish?............... How many times a week? ...................................

Do you eat seafood?.............. How many times a week?....................

Do you eat whole grain products every day? .................................Which ones most often?....................

Do you eat vegetables every day? ...................................................

Do you eat fruit every day? ...................................................

Do you consume dairy products? If so, in what form and how often? .........................................................

Do you eat high-fat products? .................................................. Which ones most often? ..................................

What fats do you use for frying food? ..................................................

Do you eat red meat? If so, how much and in what form? .............................................

Do you eat processed meat (ham, sausages etc.)?  If so, how much and in what form? .............................................

The most commonly consumed carbohydrates are (e.g. groats, rice, pasta, potatoes, dumplings, pierogi, white bread, whole grain bread, sweets, cookies, sugar, honey, fruit, vegetables): ……………………………………

What culinary techniques do you use to prepare dishes (e.g. frying, stewing, boiling, steaming, grilling, baking, other): ………………………………………………………………………..

Do you reheat meals? If so, please describe how?.................................................

Do you eat a two-course dinner? ...................................................

What kind of atmosphere do you experience while eating? Stress ....... Rush ........ Relaxation .......... Please write your comments .................................................

Do you eat sweets, fast food or other highly processed snacks? ................................................... How often? ...................................................

Do you ever snack at night? ................... Between meals? ...................................

Do you have time to prepare meals (for work/school)? ...................................................................

Do you eat out? If so, please describe what you eat most often.

How many liters of fluids do you drink per day? ................. Of what? .................................

How many liters of water? .............. What kind of water?............ (spring/mineral/tap/filtered)

How much coffee do you drink in a day? ................................. What kind of coffee do you drink? (instant/espresso/filter etc.) ........................... With milk? ................................. How much? ................................. Sweetened? ................................. With what .................................? How much ................................. ?

How much tea do you drink during the day? What kind of tea do you drink?
Sweetened? With what? ................ How many spoons? .................. With lemon? .............................

Do you drink carbonated drinks? .................What kind?.........................................

Do you ever skip meals or forget about a meal? .............................................

How long do you try to keep the intervals between meals? ...................................................................

How many hours before going to bed do you eat your last meal? ..................................................

Do you salt your food? ................... How many grams of salt do you add daily? .........................................

Do you use spices? ....................... Which ones? .........................................

Do you smoke? ..................................................................

Do you drink alcohol? ................. How often? ................. What kind? .............. How much? ..............

Goals to achieve (e.g. reduce body weight / reduce body fat / gain muscle mass / improve athletic performance / maintain body weight / improve energy / improve health) ………………………………....

Are you satisfied with your current body weight? ...................................................

What body weight would you like to achieve? ..................................................................

Do you experience any weight fluctuations? ...................................................................
Please provide the lowest and highest body weight you have ever recorded: ...................................................

Please provide a complete training schedule, including the number of training sessions per week, type, time and duration of the training unit.
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