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Date:

Time of drink
meal / snack:

THREE DAY

FOOD & FLUID
CHART

Please read this leaflet carefully before completing as accurately
as possible.

Bring the completed chart with you to your next appointment. It
will help us to discuss your symptoms and plan your treatment.

Name of patient:

Address:

Unit / CHI Number:

Date of birth:

Name of Health
Care Professional

Date: September 2009 CONTINENCE SERVICE, INVERURIE HOSPITAL
Review: 2011 CGD 090431




Please ooB_u_m.ﬂm ﬁj_m three am< ﬁooa and zc_n_ _mem o:m:
i.e. record everything you eat m:a drink,
e.g. ?:wQOx Friday, m.mE\de\ Ow m::me iostx ﬂcmmo.mk

Record how much <ocﬁ 3:@ or ogv :o_gm in B_m or zca ONm m:a

also .ﬂ:m .rEm of Emm_m and m:mnxm

Date:

Day 1

Time of drink
meal / snack:

mxmqsﬁ_m.:

.:Bm of drink 3 mcgi wémﬁmﬁ. |

meal/snack:  Mediym white toast - 1 slice, aigw 2& jawm.
qg msa g__x ch.s_ |

Date: Day 2

Time of drink

meal / snack:




