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Medical Weight Loss Program Intake Form

Patient Name DOB

Medical History:
Date of your last physical exam Provider Name:

At any time have you had the following? Circle one answer per question.

1.  Asthma/COPD/Emphysema [ Never [dPast [IPresent
2. Hypertension (high blood pressure) I Never [dPast [dPresent
3. Heart Attack O Never OpPast [OPresent
4. Diabetes [CONever [ Past [JPresent
5. Arthritis/Joint Pain OO Never [ pPast [JPresent
6. Polycystic Ovary Syndrome (PCOS) CONever [JPast [dPresent
7. Thyroid problem [CONever [JPast [OPresent
8. Epilepsy or seizure disorder CINever [Past [IPresent
9. High Cholesterol [CONever [ Past OPresent
10. Heartburn [INever [OPast [Present
1. Appetite problems (overeating or undereating) CONever [OpPast [dPresent
12. Sleep problems (falling asleep, staying asleep) [INever OPast [OPresent
13. Mental Health Conditions ONever OpPast Opresent
Explain:

Gynecologic History:

Age at onset of periods: Frequency: Length of Period: LMP:

Have you ever experienced prolonged or abnormal bleeding or painful periods? [] Yes [INo

If yes, describe:

Are you pregnant, breastfeeding, or plan to become pregnant? [dves [INo

Number of pregnancies:____ Natural Delivery or C-section? (specify)

Any current or history of hormone replacement therapy or birth control? CvYes CINo
Type:

Medication (prescribed and over-the-counter): Feel free to write on the back if more room is needed.

Medication Dosage Prescribing Provider
Medication Dosage Prescribing Provider
Medication Dosage Prescribing Provider
Medication Dosage Prescribing Provider

Medication Dosage Prescribing Provider




Any surgeries or past hospitalization?

Family History:

Please indicate whether any of your blood relatives have experienced any of the following?

Heart disease e _none | e _ves | Who? Treated?
Diabetes ° ne | e _ves | Who? Treated?
Obesity e _none | e _ves | Who? Treated?
High Cholesterol | e ne | e s | Who? Treated?
High blood e none | e yes | Who? Treated?
pressure

Cancer ° ne | e s | Who? Treated?
Epilepsy or e none | e yes | Who? Treated?
Seizures

Thyroid Issues e _none | e _ves | Who? Treated?

Weight History: Please estimate as closely as possible for all that apply.

Life Events

Age

Weight

Lowest weight in the past 5 years

Highest weight in the past 5 years

Weight one year ago

Other:

What is your goal weight or de
Do you use a home scale?
Have you had bariatric surgery?
If no, are you interested in learnin
If yes, which procedure & when?

What is motivating you to seek this type of intervention for weight control and/or loss?

ired weight?

No

Yes

No

LapBand

How often do you weigh yourself?

Yes

more about bariatric/weight loss surgery?

Gastric Bypass

No

Gastric Sleeve

Date:

Yes




Food Intake:

What specific food plan/diet are you currently following, if any?

How many meals do you consume per_ day?

Do you skip meals? No Yes Number of snacks per day:

Do you eat breakfast? No Yes

How late is your dinner?

Do you snack between meals? No Yes

If so, what and how often?

Do you have any eating related problems or concerns? No Yes

If Yes, please explain:

Are you willing to cook, or do you prefer purchasing meals?

Do you have any diet restrictions (vegetarian, gluten free, etc)?

What is your daily protein intake from drinks and/or food?

Circle below how much WATER do you drink in a 24-hour period:
[0 240z (3 cups or less) 320z (4+ cups) 640z (8+ cups) Other:

What do you drink other than water?

How much?

LIST YOUR FOOD INTAKE FROM YESTERDAY:

Time Place Food/Beverage Amount

Breakfast

Lunch

Dinner

Snack

Snack

Physical Activity:

Do you exercise regularly? No Yes If yes, do you have an exercise regimen? Please list in the table below.

Do you have any physical restrictions that keep you from exercising? No Yes

If yes, explain:

Type of Physical Activity Intensity Daily? | Comments
(walking, yoga, cardio, weights, swim, etc.) | (light, medium, or high) | (yes/no)




Symptom Checklist: Are you experiencing any of the following symptoms?

Fatigue

Unexplained weight loss
or gain

Chest Pain

Heart
murmur/palpitations

Cold or pale extremities

Abdominal discomfort
after eating

Nausea

Abdominal bloating
Belching/gas
Constipation

Diarrhea

Daily bowel movements
Change in appetite
Excessive sweating

Excessive thirst or
hunger

Blood sugar
irregularities

Sugar cravings
Abnormal hair growth

Feeling excessively hot
or cold

Muscle weakness or
soreness

Muscle tension
Headaches/migraines
Lightheadedness
Mood swings
Nervousness
Addictive dependency

Lack of mental focus

No, never

Yes, currently

Not currently, but
within the last year

Not currently and longer
than 1year ago




Please select the factors you feel have contributed to your current weight (check all that apply):

[J Slow metabolism

[J Family history of obesity

[J Comfort food dependency
Eating out of boredom

Lack of exercise

Lack of motivation/energy
Binge eating

Late night snacking

History of trauma

History of grief and loss
Medication related weight gain
Significant restrictive eating behaviors, like anorexia
Sedentary work environment
Income

Inability to prepare healthy meals/food

0000000000000

Time/Schedule
[ Other:
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