
Day Breakfast Mid Morning Lunch Afternoon Dinner Supper Symptoms

Please record all food and drinks consumed, including brand names.
Please also indicate gastrointestinal symptoms (if any).
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Please tick any of the following you currently eat or drink more than once per week             

(or if you have changed your diet since diagnosis, tick what you had Prior to diagnosis):

 Apples  ‘Extra’ Chewing Gum  Baked Beans  Sheep or Goat Milk  Potato Chips

 Pears  ‘Diet’ Confectionary  Chickpeas  Hard Cheese  Wheat Bread

 Honey  Onion  Lentils  Ricotta or Cottage Cheese  Wheat Pasta

 Dried Fruit  Leeks  Legumes  Yoghurt – Regular  Wheat Biscuits

 Fruit Juice  Garlic  Tofu  Yoghurt – Soy  Wheat Muesli

 Canned Fruit  Spring Onion  Cow’s Milk  Ice-cream  Gluten Free Bread

 Coconut Milk/Cream  Green Beans  Lactose Free Milk  Potato Crisps  Wheat Free Rye Bread

 Peaches  Cabbage  Soy Milk  Confectionery  Wheat Free Muesli

 Apricots  Nuts   Rice Milk  Chocolate  Alcohol (specify)

Please list any foods you have already identified that cause you symptoms:

Please write any questions you have for the dietitian to discuss during your appointment:


