





FirstLine rizrapy

Diet Diary / Exercise Log

Name:

1)

2)

3)

4)

5)

6.)

Please complete your "Diet Diary /
Exercise Log" every day.

Make note of the time you wake up.

List and describe in detail all foods
and drinks including the amount of
each. Make note as to whether the
food was fresh, frozen, canned, raw,
cooked, baked, fried, etc. Note the
time of each meal or snack. Be sure
to list everything you eat or drink,
including any condiments used (i.e.
mayonhaise, mustard, relish, etc.).

Keep track of how much water you
drink and list the amount in ounces in
the section provided. Also note the
type and amount of any other drinks
you consume.

Wite down any activity or exercise
you do in the section at the bottom,
listing the kind of exercise you did
and for how long you did it.

Note any periods of relaxation and
what kind of relaxation it was.

Note the time you go to sleep.

Day 1

Date:

Wake up:

Morning
Meal

Time:

Snack
Time:

Mid-Day
Meal

Time:

Snack
Time:

Evening
Meal

Time:

Snack
Time:

Water
(ounces)

Other Drinks

(that are not listed with meals
or shacks above)

Activity/Exercise
What kind:
How long:

Relaxation

type:
How long:

sleep time:

MET 1333 4/08




Firstline rherupy

Diet Diary / Exercise Log

Day 2 - Date:

Day 3 - Date:

Wake up:

Morning
Meal

Time:

Snack
Time:

Mid-Day
Meal

Time:

Snack
Time:

Evening
Meal

Time:

Snack
Time:

Water
(ounces)

Other Drinks

(that are not listed with meals
or shacks above)

Activity/Exercise
What kind:
How long:

Relaxation

type:
How long:

sleep time:

MET 1333 4/08




Geri Brewster RD, MPH, CDN, PC

491 Lexington Avenue, Mount Kisco, NY 10549
Phone (914) 864-1976 Fax (914) 864-1967
scheduling@geribrewster.com
www.GeriBrewster.com

AUTHORIZATION TO CHARGE CREDIT CARD

I, , authorize Geri Brewster RD, MPH, CDN, PC to
charge my credit card for any and all balances including those relating to medical-nutritional therapy,
purchase of supplements, telephone consultations and e-mails. I agree that if my credit card does not
accept the charge, I will immediately make payment to Geri Brewster RD, MPH, CDN, PC for the
amount due.

I understand I may cancel this authorization in writing at any time, but by doing so I acknowledge that
payment will be expected at the time of service.

PRINT NAME as it appears on the card

Signature and Date

Credit card account number:

Billing address: Expiration Date:

3 or 4 Digit Code

Practice policy effective November 1, 2014: We require a credit card number on file for all patients in order to
schedule appointments. To be considered an active patient receiving ongoing care, we require that the patient be
seen in our office at least once per calendar year. All other follow-up appointments may be in person or by
telephone/Skype consultation. Payment for all consultations is due at the time of the visit. Geri Brewster RD, MPH,
CDN, PC does not participate with any health insurance plans. Please contact your insurance company before
committing to our work together to see if medical nutritional therapy is covered under your insurance policy and for
which diagnoses it provides coverage.

I acknowledge receiving a copy of this agreement:

(Signature and Date)
Credit Card Authorization form, November 2014





