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                            Daily Diet and Medication Form
     Virtual-OPD
Date: _____________________ 

Name: ___________________________                      
 Email: __________________________

Mobile: ____________________Profession: _____________   Gender: _______ 
Age___________ DOB-___________
Address: ___________________________________________________________________________________ 

Weight: _____ Height:______B.P:________History from________months/yrs Sugar: ________From______months/yrs
Do you smoke: _____________Do you Drink:   ____________ Allergies (Food): _______________________
Vegetarian:________________ Non- Vegetarian: ____________________
Medical condition(s)/Disease(s): ​​​​​​​____________________________________________________________

_________________________________________________________________________________________
_________________________________________________________________________________________

Name of the Medications taken along with dosage: 

_________________________________________________________________________________________

_________________________________________________________________________________________
_________________________________________________________________________________________

​​​​​​​​​​​Duration: For how long have you been taking this/these medicine(s) _______________ 
_______________________________________________________________________________________________________________________________________________________________________________________________
Present Symptoms (Any Discomfort/Unusual Feeling) 

Mention if you feel some discomfort that you generally do not feel on any normal day? 

_________________________________________________________________________________________

_________________________________________________________________________________________
NOTE: Please attach all the relevant reports (latest) related with your medical condition(s) and also mention the name of the medications clearly along with the dosage taken.
Your questions for the Doctor
Q.1:______________________________________________________________________________________

_________________________________________________________________________________________

​​​​​​​​​​​_________________________________________________________________________________________

Q.2:______________________________________________________________________________________

_________________________________________________________________________________________

________________________________________________________________________________________

Q.3:______________________________________________________________________________________

_________________________________________________________________________________________

Q.4:______________________________________________________________________________________

__________________________________________________________________________________________

Your Daily Diet: 

Early morning, the first thing you eat/drink _________________________________________________________ 

Breakfast ___________________________________________________________________________________ 

10am - 12noon: Mid-morning Snacks __________________________________________________________________________________________________ 

Lunch: ___________________________________________________________________________________ 

4pm - 7pm: Evening Snacks __________________________________________________________________________________________________ 

8pm - 10pm: Dinner __________________________________________________________________________________________________ 

Late night snack: ____________________________________________________________________________ 

Physical Activity: 

Morning: ________________________________________________________________________________

Afternoon: ______________________________________________________________________________

Evening and Night: _________________________________________________________________________ 

Sleep Pattern:
*Sleeping time at night ______       *Wake up time ________       *Regular/disturbed sleep during night 

*Day time nap: (Time and duration) Morning and evening 

Family History: ____________________________________________________________________________ 
____________________________________________________________________________ 

If there has been any kind of disease in the family history like diabetes, heart diseases, asthma, high/low BP, or other diseases. 
*PLEASE USE THE SPACE BELOW FOR ANY OTHER IMPORTANT INFORMATION THAT IS NOT MENTIONED IN THE FORM WHICH YOU WOULD LIKE TO BRING TO OUR NOTICE:
__________________________________________________________________________________
____________________________________________________________________________________
__________________________________________________________________________________
____________________________________________________________________________________
Signature







