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(Please Print)

Name: Date:
Address:

City: State: Zip:
Home Phone #: Work Phone #:

E-mail Address:

Date of Birth: Sex: [JFemale [7}Male
Occupation: Employer:
Physician: Diagnosis:

Who referred you to this program?

MEDICAL HISTORY

Date of last physical exam: Physician:

igh blood pressure
Hyperlipidemia
Cardiovascular disease
Type 2 diabetes
Metabolic Syndrome
Sleep apnea
Asthma
Arthritis
Amenorrhea
Depression
Thyroid condition
Gastrointestinal disorders
Gall bladder disease
Renal disease
Liver disease
Cancer
Other




[image: image2.png]List any that apply:
Surgeries (include dates):
Food altergies:
Medications:
Limitations for physical activity:
Family history of medical conditions:
Cigarette use (number in a typical day):

WEIGHT HISTORY

At what age did you start gaining weight?

Were you an overweight child? Yes No
Were you an overweight teenager? Yes No
Were you ever on medications that caused you to gain weight? Yes No

If yes, please lis

: T VA Gt E) Werd you Brithis MeBication?:

Were there any life events that can attribute to gaining weight such as change in jobs?
escrib

Were there n dilcoditios tat cau

L]

sed you

gain weight?

FAMILY WEIGHT HISTORY

Mother Father
Normal Weight | O
Overweight [ O
Obese O d
Siblings:
How many brothers do you have?
Do these brothers have the same parents as you? Yes No

How many of your brothers are overweight or obese?

How many sisters do you have?
Do these sisters have the same parents as you? Yes No
How many of your sisters are overweight or obese?
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Question Yes or No Describe
Do you eat 3 meals a day? If no, what meal(s) do you tend
to skip?
Do you eat most of your calories at Which meal(s)?
meals?
Do you eat most of your calories What time of day do you tend to
“grazing” between meals? graze?
Do you eat most of your calories at What triggers you to eat more at
dinner and after dinner? night?
Do you eat most of your calories at If yes, what triggers you to eat
night? more at night?
Do you plan and eat snacks during the What are your planned snhacks?
day?
Do you drink soda, juice or other high List your typical daily beverage
calorie fluids during the day? consumption
Do you drink alcohol? How many alcohol drinks
Per day
Per week

Check all that apply:

| My family eats most meals together.

[l Family meals are served at regular times on mast days.

O Another member of my family is on a special diet or trying to lose weight.
Describe:

Check the type of food you and your family eat and how many times in a typical week:
Optlons Number of times/week

[]  Heat and serve meals

[1  Home cooked meals

[1 Fastfoods

O Take out (grocery/restaurant}

How many times a week or in a month do you eat at:

Fast food restaurants (McDonalds, etc.) times per week times per month
Sit down family style restaurants? times per week times per month
Order out, (pizza, Chinese, subs, etc)? times per week times per month

Does your job require frequent travel? Yes No  If yes, how often

Does your job require frequent eating out? Yes No If yes, how often




[image: image4.png]WEIGHT MANAGEMENT
How long have you been concerned about your weight?
0  Less than six months
[}  sixmonths — 1 year
[ 1-3years
]  3ormore years
What do you think weighing less woutd do for you?

In the next few months:

In the next year or two:

What is your goal weight? lbs.

What is your motivation at this time for losing weight?

What was your lowest adult weight? Age at this weight?
What was your highest adult weight? Age at this weight?

Are you currently on a diet or taking prescribed or over-the-counter medications to lose
weight or maintain your current weight?
No
O Yes, | am on a diet. Describe:

O Yes, { am on medications. List:

In the past year, have you tried to lose weight or contral your weight by vomiting, taking
diet pills or laxatives, or not eating? | Yes O No

Do you feel that your eating is out of control? []  Yes N No
If yes, please explain:




[image: image5.png]Complete information for all that apply:

Optifast

HMR

Weight Watchers

Jenny Craig

Diet Center

Diet Workshops

TOPS

Atkins Diet

Scarsdale Diet

My Own Diets

Have you ever participated in a medically supervised weight loss program?
OYes [ No

If yes, please list:

Physician's name:

Dietician’s name:

Medications:

Years on diet: Amt of weight lost: Maintained:

What diets do you feel work best for you and why?

LIFESTYLE AND READINESS FOR CHANGE

Do you currently participate in regular physical activity? O Yes [ No

for 30 min.




[image: image6.png]Place an X on the line below to show, on a scale of 0 to 10, how you rate your
knowledge level regarding general nutrition.

0 0
| don’t know anything | know the basics | am an expert

How would you rate the application of your nutrition knowledge to your everyday
lifestyle?

| never eat healthy | eat healthy 3 times per week | eat healthy daily

Place an X on the line to show your current level of stress, on a scale of 1 to 5.

Very relaxed Managing OK Very stressed

Put an X on the line below to show, on a scale from 0 to 10, how important it is for you
to make lifestyle changes (lifestyle changes are changes to improve your health, such
as adjusting your diet, increasing your physical activity, and changing health-related
behaviors).

Not very important Somewhat important Very important

Put an X an the line to show how ready you are right now, on a scale of 0 to 10, to make
lifestyle changes.

......... 05 . 10
Not very ready Somewhat ready Very ready

Put an X on the line to show how confident you are, on a scale of 0 to 10, that you can
make lifestyle changes.

0 5 i
Not very confident Somewhat confident Very confidant

List what lifestyle changes would you be willing to make:

How much time would you be willing to spend each week on making lifestyle changes:
(examples: tracking foods eaten, activity performed, attending classes, etc.)




[image: image7.png]What barriers/obstacles will challenge you in reaching your goal?

Lack of nutrition knowledge

Lack of time

Lack of organization

Don't like to exercise

Don't like to cook

Don't know how to cook

Emotional eating (stress, boredom, anxiety, etc)

0O0OOOoa

Describe your family ~ number of people who live with you and their relationship to you.

» Husband, wife, or partner - is this person overweight or obese? []Yes [1No
+ Children — How many?

Ages
« Are any of your children overweight or obese? [1Yes [INo

Others who live with you — describe:

+ Who does the grocery shopping in your household?

Who does the cooking in your household?

« Do you have a good support system to help you accomplish your goals?

OVYes [ONo

If no, why not

After completing this health and nutrition history, what is your most important goal that
you want your nutrition counseling to help you reach?
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