Step 2:24 Hour Food Diary

List everything that you ate or drank yesterday from the time you got up in the morning until you went to bed. Also include how much of each item you consumed, as well as the time. Include any vitamins, herbs, and the quantity/type of exercise achieved.
EXAMPLE:
AM meal	Time: 6:00 AM
½ cup orange juice
¾ cup Wheaties & ½ cup 1% milk
1 cup coffee with 2 teaspoons creamer and sugar
MORNING MEAL		MORNING SNACK		MIDDAY MEAL
TIME:				TIME:				TIME:



AFTERNOON SNACK 		EVENING MEAL			EVENING SNACK
TIME:				TIME:				TIME:



List any vitamin or herbal supplements including the amounts of each



List any exercise including type, duration




Step 3:Compare your diet to Choose My Plate recommendations

Grains: 6-10 servings/day	Protein: 5-7 servings/day	
1 serving =			1 serving =
1 slice bread			1 ounce lean beef, fish, poultry
1 cup dry cereal			½ cup cooked beans
½ cup pasta or rice		1 tablespoon peanut butter
					
Dairy 2-3 servings/day		Fruits: 3-5 servings/day	
1 serving =			1 serving =
1 cup milk			1 medium piece
1 ½ ounces cheese		1 cup raw
1 ½ cup frozen yogurt		½ cup juice
          or cottage cheese						

Vegetables: 4-8 servings/day
1 serving =
½ cup cooked vegetables; 1 cup raw veggies; ¾ cup juice; (1 check  √/serving)Determine Your Caries Risk

	Step 4: 
Using the food diary list: 
1. CIRCLE all sweets, crackers, soda, juice, etc…
2. In the table below, put a CHECKMARK by the appropriate category for each item you circled at the end of a meal or between meals.
3. Add up the number of checks in each frequency box and multiply by the caries risk.
FOOD/BEVERAGE
	# Times Consumed per day (√)
	Caries Risk

	Liquid: soft drinks, fruit juice, fruit-flavored drinks, sports drinks, mochas, lattes, sugar, honey, non-dairy creamer, ice cream sherbet, gelatin, flavored yogurt, pudding, custard, popsicles
	
	___ X 1 =

	Solid & Sticky: cake, cupcakes, donuts, sweet rolls, pastry, canned fruit in syrup, bananas, cookies, crackers, pretzels, potato chips, dry cereal, fat free 7 regular cereal/granola bars, chocolate candy, caramel, toffee, jelly beans, chewing gum, jelly, marshmallows, jam raisins, fruit leather
	
	___ X 2 =

	SLOWLY DISSOLVING: hard candies, breath mints, antacid tablets, cough drops, Altoids, Tums
	
	___ X 3 =

	TOTAL
	
	


Low Risk    →	 0-1     2-4     5-7     8-9       >9     →     High Risk     (circle score)
Step 4:
Begin by reviewing what areas of your diet need improvement in order to meet the recommendations of ChooseMyPlate.gov and also what foods may be contributing to your caries risk.
· Choose ONE (1) thing that you would most like to change in the next two weeks. Always keep in mind that your goal must be realistic! Writ it here:



· Now that you have identified ONE (1) thing you would like to change, talk with your health care provider and come up with strategies or ideas about how you will make the change. Make sure the strategies fit your lifestyle and your needs. Make a list of TWO or THREE (2-3) strategies here: 

1. 
2. 
3. 


· In two weeks, review your goal and write down how closely your came to meeting your goal.





· If you didn’t meet your goal, what barriers did you encounter? Was your goal realistic? Write down ideas about how you might change your goal or strategies for meeting your goal so that you can overcome the barriers you encountered.

If you were successful in meeting your goal, congratulations! Choose another goal and go through the same process.
Patient Name:	__________________________ __    Date: _______________
Student Name: __________________________       www.choosemyplate.gov 
Step 1: The foods that you eat can affect the health of your teeth and gums. This checklist will help to determine if your diet and nutrition is adequate to help you keep your mouth healthy for a lifetime. 
Read the statements below. Circle the number in the YES column for those that apply.
	
	Yes

	I have an illness or condition such as diabetes that made me change the kind of food and/or amount of food I eat.
	2

	I avoid eating 1 or more food groups, i.e. meat, dairy, vegetables, fruit or grains.
	2

	I have 2 or more drinks of beer (12 oz. serving), liquor (1.5 oz. 86 proof), or wine (5 oz. serving) almost every day.
	2

	I use tobacco products daily.
	1

	I snack or drink sweetened beverages 2 or more times per day between meals.
	2

	I had 3 or more new cavities at a recent dental check-up.
	2

	I don’t always have enough money to buy food.
	4

	I have tooth pain or mouth sores that make it hard to eat or make me avoid certain foods.
	2

	I eat alone most of the time.
	1

	I have a dry mouth that causes me to drink (something other than water) or use sugar containing gum, hard candy, cough drops, or mints to moisten my mouth 2 or more times per day. 
	2

	I take 3 or more different prescriptions or over-the-counter drugs daily.
	1

	Without wanting to, I have lost or gained 10 pounds in the last 6 months.
	2

	I am not always physically able to shop, cook, and/or feed myself.
	2

	Total:
	


[bookmark: _GoBack]Total your nutrition score: If it’s
0-2	Good! Recheck your nutrition score in 6 months
3-5	You may be at moderate nutritional risk. See what you can do to improve your eating habits and lifestyle. 
≥6	You may be at high nutritional risk. You may need referral to your physician and/or a registered dietitian for more in depth nutritional intervention.
