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	Pre-Consultation Questionnaire
Please complete this form prior to your appointment and return it via email or bring it with you to your consultation at Ballina Primary Care Centre.
	Mary Bourke Dietitian
Ballina Primary Care Centre
Ballina, Co. Mayo
087 412 8948
info@marybourkedietitian.ie




	
Basic Client Information
Full Name  .................................
Date of Birth  ..............................
Phone Number  .............................
Email Address  .............................
GP / Referring Physician  ..................
Chief Complaint & Goals
What is the primary reason for your visit today?
..........................................................
How long have you been experiencing these symptoms or concerns?
..........................................................
Have you previously seen a dietitian or healthcare professional for this issue?
☐    Yes
☐    No
Medical & Surgical History
Please list any current medical diagnoses (e.g., IBS, Coeliac disease, Type 2 diabetes, high blood pressure):
..........................................................
..........................................................
..........................................................
Please list any current medications, over-the-counter remedies, vitamins, or herbal supplements:
..........................................................
..........................................................
Have you had any recent medical investigations (e.g., blood tests, endoscopies, scans)?
..........................................................
..........................................................
	
Dietary & Lifestyle Habits
Please describe what a typical day of eating and drinking looks like for you:
Breakfast  .....................................
Lunch  .........................................
Dinner  ........................................
Snacks  ........................................

Average daily water intake:  ......................
Do you smoke?
☐    Yes
☐    No
Alcohol consumption:  .........................
Typical exercise routine:  ......................
Food Allergies, Intolerances & Preferences
Do you have any known food allergies or intolerances?
..........................................................
..........................................................
..........................................................
Do you follow any specific dietary pattern (e.g., vegetarian, vegan, gluten-free)?
..........................................................
..........................................................
..........................................................
Additional Notes
..........................................................
..........................................................
..........................................................
..........................................................
..........................................................
..........................................................
..........................................................
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