NAME:

10.
11.
12.
13.

PATIENT QUESTIONNAIRE DATE:

SEX M F AGE:
Your present weight: Height:
Describe your present weight (check one) Obese Very Overweight Slightly Overweight
How long have you been overweight?

a. Lessthanone year b. 1-5years c. Five or more years
When did your weight problem begin?
a. Asachild b. Asateenager c. Adulthood/After Marriage d. After Childbirth e: Other

Which other family members are obese?

a. Mother b. Father c. Siblings d. Children e. Spouse

Which of the following have you tried?

a Jaw wiring f.  Hypnosis k. Supervised diet

b. Acupuncture g. Behavior modification I.  Your own diet

c. Psychological counseling h.  Appetite suppressants/diet pills m. Starvation/Liquid Diet
d. Intestinal bypass i.  HCG shots n: Other:

e. Stomach stapling/Gastric Bypass j. Weight Watchers/TOPS

Do you feel you can lose weight easily through your own efforts? Yes No

Appetite suppressant medications are optional in our programs. Do you prefer to use suppressants? Yes No
How physically active are you?

a. Veryactive b. Active c. Average d. Inactive e. Sedate

Do you smoke or use tobacco now? Yes No

Do you drink more than two (2) alcoholic beverages a day?  Yes No

Have you ever been treated for abuse, addiction, habituation, or problems related to alcohol, drugs?  Yes No

List the name and dosage of medication you are now taking regularly or that you are sensitive or allergic to:
NOW TAKING (List name and dosage) ALLERGIC TO

Antibiotics

Anti-depressants/Tranquilizers

Arthritis medicines

Aspirin / Pain Medicine

Birth Control Pills

Blood Pressure Medicine

Diet Pills

Diuretics / Water pills

Hormones

Insulin / Oral Diabetes Medication

Laxatives
Sinus / Cold Tablets
Thyroid / Synthroid

Anesthetics (Novocain, lidocaine, etc.)

Other:

Other:
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PATIENT QUESTIONNAIRE

14. Have you been hospitalized for a major illness in the past year? Yes

If YES, please explain:

No

15. Which of the following operations have you had (circle all that apply)?

a. Gallbladder removed f.  Uterus removed k. Kidney removed

b.  Ulcer or stomach operation g.  Section of bowel bypassed for weight loss 1. C-section

c. Tonsillectomy / Adenoidectomy h. Appendix removed m. Breast biopsy

d. Thyroid surgery i.  Stomach Stapling/Gastric Bypass n. “Open Heart” Surgery
e. Cosmetic j-  Other:

16. Check if you or members of your family have had the following illness or problems:

YOU YOURFAMILY RELATIONSHIP

Alcoholism

Cancer

Diabetes

Heart Disease

Hypertension

Nervous Breakdown

Sleep Apnea

Stroke

Thyroid Disease

Other illnesses (please list)

17. Which of the following symptoms or problems do you have (circle all that apply)?

a. Sluggish or fatigue f.. Brittle hair or nails

b. Bruise easily g. Always hungry/food cravings

c. Fluid retention h. Nervousness

d. Dry skin i. Depression / Feeling low or blue

e. Constipation j- Irregular or painful menstrual periods

18. Which of the following meals do you eat on a regular basis?

a. Breakfast b. Lunch c. Dinner

19. Do you snack between meals? Y N
20. When is your “hungriest” time of the day?
b. Afternoon

a. Morning c. Evening

k. Feel cold/hot while others are normal
1. Heartburn

m. Chest pains

n. Rapid or irregular heart beat

0. Insomnia / Trouble sleeping

21. What time do you usually eat your last meal of the day?

PLEASE ADD ANY ADDITIONAL INFORMATION YOU FEEL MAY BE RELEVANT TO YOUR PROBLEM:
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