Weight Management Intake Form

Date: ___________________

Name:____________________  Age: ______  Date of Birth: _____________

Address: ______________________________City__________ Postal Code: ________

Home Phone: (___)________________  Work Phone: (___)______________

Emergency Contact :  __________________   Phone: __________________

Occupation: ___________________________  Email: __________________

Referral Source (please circle any/all which apply)

Yellow Pages                          Other media (TV, Newspaper article, Health Show)

Website


Health Care Practitioner _____________________

Street Sign


Friend/Family ______________________________

Please list any health conditions you have

1.______________________________________________________________________

2..______________________________________________________________________

3..______________________________________________________________________

4..______________________________________________________________________

5..______________________________________________________________________

What medications, treatments or supplements are you currently taking?

_______________________since:______________side effects/benefits:__________________

_______________________since:______________side effects/benefits:_________________

_______________________since:______________side effects/benefits:__________________

_______________________since:______________side effects/benefits:__________________

If you are a Female, please fill in blank:

Are you currently pregnant? Y or N

Number of pregnancies ______   Number of live births  ______

Age you began your menses: ______ Date of last menstrual period: _____________

Are you menopausal? _____ Natural menopause or hysterectomy? _____________

If not menopausal:

Length of menstrual cycle (ie: 28 days):  ______________ (if irregular, please note) 

Length of period (ie 5-6 days)_________    

Menstrual flow (circle one)   very light  light  medium  heavy  very heavy   

Please provide a Sample Diet Diary:

	Breakfast:
	

	Lunch:
	

	Dinner:
	

	Snacks:
	

	Drinks:
	


Have you tried any weight loss diet or supplements before? If yes please elaborate:

________________________________________________________________________________________________________________________________________________

________________________________________________________________________

Have you lost? Or gained? Any weight recently? Y or N   How many pounds? _____

What exercise do you do? _________________________________________________

_______________________________________________________________________

Please check one:

___ Are you sedentary (little or no exercise)

___ Are you lightly active (light exercise/sports 1-3 days/week)

___ Are you moderately active (moderate exercise/sports 3-5days/week)

___ Are you very active (hard exercise/sports 6-7 days/week)

___ Are you extra active (very hard exercise/sports & physical job or 2x training) 
Please check one:

___ Are you 18 to 30 years old

___ Are you 30 to 60 years old

___ Are you over 60 years old

How much of the following are you using?

	Tobacco:
	Alcohol:

	Coffee/Non herbal Tea:
	Recreational Drugs:



Which of the following conditions have you had?  Place a N in the box for Now, and a P in the box for Past.

	
	Acne
	
	Diabetes
	
	Insomnia
	
	PMS
	
	 STDs
	
	Prostate problems

	
	Alcoholism
	
	Andropause
	
	High Cholesterol
	
	Irregular Cycle
	
	Skin Disease
	
	Water retention

	
	Allergies
	
	Fibroids
	
	IBS
	
	Poor tolerance

To exercise
	
	Anemia
	
	Breast problems

	
	Anxiety
	
	Fertility/Sterility

Problems
	
	Hypoglycemia
	
	Painful Menses
	
	Sinusitis
	
	Gas/Bloating

	
	Arthritis
	
	Goiter/Thyroid
	
	Low Libido
	
	Polycystic Ovary
	
	Urinary Infections
	
	Poor Memory 

	
	Asthma
	
	Gallstones
	
	Menopause
	
	Chronic Pain
	
	Stroke
	
	Spider/Varicose veins

	
	Cancer
	
	Gout
	
	Migraines
	
	Pain with Intercourse
	
	Yeast Infections
	
	Cravings for sweets or carbs

	
	Constipation
	
	Hay Fever
	
	Miscarriage
	
	Sleep Apnea
	
	Tonsillitis
	
	Cold hands/feet

	
	Cold Sores
	
	Heart Disease
	
	Metabolic Syndrome
	
	Fatigue
	
	Hair Loss
	
	Others

	
	Depression
	
	High Blood Pressure
	
	Osteoporosis
	
	Sexual Abuse
	
	Poor Immunity
	
	


ANY OTHER MAJOR CONDITIONS? __________________________________________________________________

Are there any of the preceding conditions after which you have never been totally well again or which have been more severe than usual?  Which ones?  _____________________________________________

Please indicate below, which of the following ailments have affected your relatives?

	Alcoholism

Allergies

Arthritis
	Asthma

Cancer

Depression
	Diabetes

Epilepsy

Gonorrhoea
	Gout

Hay Fever

Heart Disease
	Mental Illness

Paralysis

Pneumonia
	Skin Disease

Syphilis

Tuberculosis


Do you have any dietary restrictions? (vegetarian/vegan, religious, food allergies/intolerances etc.) ________________________________________________________________________

