






C 

7SarahML Creating a Better You 

FOOD INFORMATION (continued) 

\Vill family and/or friends be supportive of your desire to make food and/or lifestyle changes? 

Do you cook? What percentage of your food is home-cooked? 

What do you eat/drink at work? 

Where do you get the rest of your food from, if not from home? 

What would your ideal eating situation look like on a weekly basis? How often at home/restaurants? 

Where would you like to be a month from now with your eating situation? 3 months from now? 

What is working for you in your day to day life, concerning food? 
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\Vhat isn't (also known as "\Vhcrc arc you most challenged")? 

Do you crave sugar, chocolate, soda, energy drinks, coffee, tea, cigarettes, alcohol, drugs or have any other addictions? 

How much are you spending on food weekly? (Grocery, farmer's markets, gas stations) 

How much are you spending eating out weekly? (Restaurants, Coffee Shops, Fast Food) 

ADDITIONAL COMMENTS 

Anything else you would like to share? 
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