                                        GENERAL INFORMATION AND MEDICAL HISTORY
Name____________________________________________________________________ Date________________
Address ______________________________________________________________________________________
City_____________________________________________ State______________ Zip code___________________
Telephone (Home) ______________________ (Work) ___________________ (Cell)__________________________
Driver’s License# ____________________________ Date of Birth________________________________________
Referred by____________________________________________________________________________________
Email Address_____________________________Occupation____________________________________________
What is the main reason for your decision to lose weight? ______________________________________________
_____________________________________________________________________________________
Please describe your general heath goals and improvements you wish to make:_____________________
_____________________________________________________________________________________
				   NUTRITION HISTORY
Do you frequently skip meals? Yes ________ No __________ 
If yes, which ones? Breakfast _________ Lunch __________ Dinner ____________ 
Who plans meals? _________ Cooks? ___________ Food shops? ______________
How many times per week do you eat in a restaurant? 0-2________ 3-5_______ 6 or more_________
How many times per week do you eat fast foods? 0-2_________ 3-5 _________ 6 or more __________
How often are the following meals eaten out? Breakfast ______ Lunch ______ Dinner_______
How often do you snack between meals? ___________________________________________________
What are the foods you crave the most? ____________________________________________________
What are your worst food habits? _________________________________________________________
                                                  




  EMOTIONAL/BEHAVIORAL ISSUES
Are your physical activities restricted for any medical reasons? _____________________________________________________________________________________
Is exercising consistently a struggle for you? _____________________________________________________________________________________
If yes, list reasons: _____________________________________________________________________________________
Have you ever diagnosed with an eating disorder? ___________________ If yes, when?   ___________  
Where? ______________________________________________________________________________ Treatment____________________________________________________________________________
Do you frequently eat when you are not physically hungry? _______________
What feelings or situations trigger you to eat even though you are not hungry?
____ Anger                                            ____Celebrations                                                     ____Loneliness
____Anxiety/ nervousness                 ____ Depression                                                      ____Stress
____Boredom                                       ____ Family gatherings                                           ____ Social situations
Do you struggle with binge eating? Frequently _____ Occasionally _____ Rarely _____
Do you give too much time and thought to food? Yes__________ No __________
Is your weight affecting the way you live your life? Yes _________ No __________
Do you have feelings of guilt and remorse after overeating? Yes __________ No __________
Are there any personal problems/ situations you have experienced or anticipate experiencing (i.e. relationships, job changes) that may affect your weight loss efforts? Yes ______No ______ if yes, explain _____________________________________________________________________________________
Have you ever been treated for a psychiatric diagnosis? Yes _______ No ______ If yes, what was the diagnosis? ____________________________________________________________________________
What was the treatment? _______________________________________________________________
Were you overweight as a child? Yes_____No _____ As a teenager? Yes ____________No____________
What was your lowest adult weight (give reasons, if known)? ___________________________________
_____________________________________________________________________________________
Are any of the following family members overweight? Spouse______ Mother______ Father__________
Brother_____ Sister_______
What is your goal weight (i.e. realistic, healthy weight)? _______________________________________
Which of the following weight loss programs have you tried?
__Diet Center __Weight Watchers __Nutri-system __Jenny Craig __Own program __R.D. Counseling __Liquid Diet__ Overeaters Anonymous __ Physician Program __ Other   If other, please describe_____________________________________________________________________________
How many times have you lost and regained weight, what are the main reasons you regained weight? Explain:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How motivated are you to lose weight? __Extremely __Moderately __Somewhat __A little
How committed are you to making lifestyle changes? __Extremely __Moderately __Somewhat __A little
                                                                     Symptoms
Are you experiencing any of the following? Check all that apply:
__ Glaucoma                                         __Nausea                                        __Seizures/ convulsions       
__Abdominal pain                                __Vomiting                                     __Numbness or tingling
__Heart Disease                                    __Diarrhea                                     __Fainting
__Chest pain                                          __Constipation                              __Heat & cold intolerance                                                            
__Irregular heart beat                          __Jaundice                                     __Excessive thirst
__Swelling of ankles/feet                    __Polycystic ovary disease          __Sudden weight gain/loss                              
__Circulation deficiency                      __ Pain/swelling in joints             __Frequent Urination
__Fainting                                              __Back/neck pain                          __Increased appetite
__Shortness of Breath                         __Rashes                                         __Anemia
__Wheezing                                           __Dizziness                                     __Weak with minimal exercise
__Indigestion                                         __Severe Headaches                    __Tender swollen lymph nodes 





       GYN HISTORY
Women only…
Are you or can you possibly be pregnant right now? __________________________________________
Age at onset of menstrual cycle_________________ Date of last period _________________________
Are your periods regular? _____________________ Date of last pregnancy_______________________
Are you taking birth control pills? _______________  Hormone replacement therapy? _____________
Fluid retention: _____________ Slight_______________ Moderate  __________ _________   Severe         
If you are not menstruating, give age of menopause______________________________________
If you are presently experiencing menopause, are you having any symptoms? ______No ______Yes

                                                            FAMILY HISTORY
Please include if there is a history of diabetes, high blood pressure, cancer, or coronary heart disease among relatives in your family.
                                                        Use this column if living                    Use this column if deceased
Relative                Age                State of Health/medical problems           Cause of Death                          Age 
Father________________________________________________________________________________
Mother_______________________________________________________________________________
Brothers______________________________________________________________________________
Sisters_______________________________________________________________________________
Spouse_______________________________________________________________________________
Comments____________________________________________________________________________       
                                                                      







   Social History                                                           
What are some of your hobbies?      _________________________________________________________________________________________________________________________________________________________________________
Marital Status: _____________________________________________________________________________________
Do you drink alcohol? Yes __ No__ If yes, what type? _________________________________________
Weekly intake of alcohol ___________________________________Do you smoke? Yes_____ No ____
[bookmark: _GoBack]Do you drink coffee/tea/soda? Yes___ No___    If yes, how many cups daily? _____________________                                                            
 Medical History
Who is your Physician? _____________________________________________________________________________________
Who are your Specialists? _______________________________________________________________
Do you have any of the following illnesses?
__GLAUCOMA                                  __P.C.O.S( polycystic ovary syndrome)         __Addiction to any  
__SLEEP APNEA                                __Kidney Failure                                                    other drug
__HEART DISEASE                            __Kidney Stones                                                  __Eating disorder
__Heart Rhythm Problems            __Gout                                                                   __Anorexia/ Bulimia
__ASTHMA                                        __ARTHRITIS                                                         __Bipolar Disorder
__COPD/Emphysema                     __Lupus                                                                  __Depression
__Smoking addiction                      __Fibromyalgia                                                     __Anxiety
__GERD                                              __Scoliosis                                                             __DIABETES
__Crohn’s Disease                           __PSORIASIS                                                          __Hyperthyroidism
__Colitis                                             __STROKES                                                             __Hypothyroidism
__Stomach                                        __Headaches                                                          __Hyperlipidemia
__Ulcers                                             __Migraines                                                           __Hypercholesterolemia
__Obesity                                          __Neuropathy                                                        __ANEMIA
__Gall Stones                                    __ADDICTION TO ALCOHOL                                __Cancer
Do you have any Allergies to any medications? Please List all:__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
			

Food Allergies                                                       Food Dislikes
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Please list any vitamin, mineral, nutritional supplements, herbs or “natural remedies” you are presently 
Taking: ________________________________________________________________________________________
_____________________________________________________________________________________________
Are you following any special diet? ___________ If yes, please specify: ____________________________________
_____________________________________________________________________________________________         		                           
                                                                       SURGICAL HISTORY
List all operations and dates:
Year                           Operation
________           ________________________________________________________________________________
_______           _________________________________________________________________________
_______           _________________________________________________________________________
_______           _________________________________________________________________________





List the foods your typical meals and/or snacks would consist of (including serving size):

                                                                                     Breakfast
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

				                       Lunch

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


				                       Dinner

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature: ___________________________________________ (Patient)                  
Signature: ___________________________________________ (Physician)
                   			
				

















				

				

			



