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Health & Lifestyle Questionnaire
Patient Information Form - 1

PLEASE COMPLETE THESE QUESTIONS!:

PATIENT NAME:

HOME ADDRESS:

CITY: STATE: ZiP:

HOME PHONE: WORK:

DATE OF BIRTH: AGE: SEX: MARITAL STATUS:
PATIENT’'S SSN: PATIENT'S EMPLOYER:

E-MAIL ADDRESS:

SPOUSE’'S NAME:

SPOUSE’'S EMPLOYER:

SPOUSE’S SSN: WORK PHONE:

PRIMARY CARE PHYSICIAN: PHONE:

NEAREST RELATIVE: RELATION: PHONE:
FRIEND NOT LIVING WITH YOU: PHONE:

IN CASE OF AN EMERGENZOCY

WHOM MAY WE CONTACGT: PHONE:

INSURANCE COMPANY: Co-PAY:

FRIENDS/RELATIVES TO WHOM WE CAN RELEASE MEDICAL INFORMATION:

IF PATIENT IS MINOR PARENT/GUARDIAN MUST FILL OUT BELOW:

PARENT/GUARDIAN NAME:

PARENT ADDRESS:

CITY: STATE: ZiP:

PARENT PHONE: WORK:

DATE OF BIRTH: AGE: SEX: MARITAL STATUS:
PARENT SSN: SPOUSE’S NAME:
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Patient Medical and Weight Loss History - 1

PATIENT NAME:

ALLERGIES TO MEDICATIONS:

PRIMARY CARE PHYSIGCIAN: PHONE:

MEDICATIONS (PLEASE LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING)

NAME OF

DOsSAGE FREQUENCY INDICATION
MEDICATION

PAST SURGICAL HISTORY (PLEASE LIST ALL SURGICAL PROCEDURES AND OPERATIONS)

PROCEDURE DATE LOcCATION INDICATION

FAMILY HISTORY (PLEASE INDICATE FAMILY MEMBERS DIAGNOSED WITH THE FOLLOWING ILLNESSES)

ILLNESS MDTHER FATHER MATERNAL MATERNAL PATERNAL PATERNAL SIBLINGS CHILDREN
G-MOTHER G-FATHER G-MOTHER G-FATHER

OBESITY

DIABETES

HYPERTENSION

HEART DISEASE

CANCER

SEIZURES

ASTHMA

ARTHRITIS

KIDNEY
DISEASE

EARLY DEATH

LIVER DISEASE
(HEPATITIS,
CIRRHOSIS)

OSTEOPORDSIS

ENDOMETRIOSIS

ANEMIA

STOMACH
DISEASE

ALCOHOLISM
OR DRUG
ABUSE
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PATIENT NAME:

Patient Medical and Weight Loss History - 2

HOw MANY YEARS HAVE YOU BEEN OVERWEIGHT?

PREVIOUS WEIGHT LOSS SURGERY

NO

YES

(PLEASE INDICATE BELOW)

SURGERY TYPE

DATE

SURGEON

WEIGHT LOSS

DIET PROGRAMS AND SUPPLEMENTS (PLEASE INDICATE WHICH OF THE FOLLOWING DIETS OR
PLANS YOU HAVE ATTEMPTED)

PROGRAM

DATES

DURATION MD SUPERVISED

WEIGHT LOSS

ATKINS DIET

G RAPEFRUIT DIET

HERBALIFE

JENNY CRAIG

LIQuUID DIETS

MEDIFAST

METABOLIFE

NUTRI-SYSTEM

OPTIFAST

PRITIKIN DIET

SLIM FAST

WEIGHT WATCHERS

OTHER

WEIGHT LOss MEDICATION HISTORY (PLEASE INDICATE WHICH OF THE FOLLOWING
MEDICATIONS YOU HAVE TAKEN)

MEDICATION

DATES

DoOsAGE MD SUPERVISED

WEIGHT Loss

AMPHETAMINES

PHENTERMINE
(ADIPEX, FASTIN,
PONDIMEN)

PHEN-FEN

REDUX

XENICAL

MERIDIA

OTHER
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Patient Medical and Weight Loss History - 3

PATIENT NAME:

NON-DIETARY THERAPFPIES (PLEASE INDICATE IF YOU HAVE ATTEMPTED ANY OF THE FOLLOWING WEIGHT
LOSS TREATMENTS)

THERAPY DATES DURATION MD SUPERVISED WEIGHT Loss

REGULAR EXERCISE

HyYyPNOsSIS

BEHAVIOR
MODIFICATION

ACUPUNCTURE

OTHER

COMMENTS:
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Patient Social History - 1

PATIENT NAME:

Do vyou use ToOBAGCO? YES: NO:
NUMBER OF PACKS PER DAY?

NUMBER OF YEARS SMOKING? YES: NDO:

DO YOU USE ALCOHOL? YES: NDO:

AMOUNT AND FREQUENCY:

HAVE YOU EVER BEEN TREATED FOR DEPRESSION? YES: NO:
ARE YOU CURRENTLY IN TREATMENT? YES: __NO:

IF YES, PLEASE INDICATE THE NAME AND PHONE NUMBER OF YOUR PHYSICIAN OR THERAPIST:

HAVE YOU EVER BEEN HOSPITALIZED FOR MENTAL ILLNESS:

SYSTEM REVIEW (PLEASE CHECK AND CIRCLE ALL THAT APPLY)

CONSTITUTIONAL:

HEAD AND NECK:

YES:

CARDIOVASCULAR:

o FATIGUE 0 BLURRED VISION o0 [CHEST PAIN
0 RECENT WEIGHT LOSS o DOuBLE VisiON o PAIN IN ARM/NECK
o FEVER O LOss OF VIsSION O HEART ATTACK
O ABDOMINAL BLEEDING O LoOss oF HEARING O PALPITATIONS
o VERTIGO 0 HEART POUNDING
GASTROINTESTINAL: O SINUS CONGESTION O STROKE

O JAUNDIGE o SINUS INFECTION ) HEART MURMUR
o HEPATITIS o RUNNY NOSE o PAIN IN LEGS
o0 CIRRHOSIS O SNEEZING o0 CoLD FEET
O VOMITING o LOSS OF SMELL ) LOsSs OF PULSES
O NAUSEA O SORE THROAT O Low BLOOD PRESSURE
o HEARTBURN o DIFFICULTY SWALLOWING o HIGH BLOOD PRESSURE
o ABDOMINAL PAIN e} PAIN SWALLOWING o ABNORMAL HEARTBEAT
O DIARRHEA 0 HOARSENESS
O CONSTIPATION o) LuMP IN NECK RESPIRATORY:
© PAINFUL BOWEL O SHORTNESS OF BREATH
5 :S;;EEI:TSTDDL GENITOURINARY: O ASTHMA
60 HEMORRHOIDS 0 BLOOD IN URINE O WHEEZING
0 CHANGE IN STOOL SIZE © FREQUENT URINATION ©  Cowenine
0 IRRITABLE BOWEL © LEAKAGE OF URINE 0 Broopy SeuTuM
o CoLmis 0 PAINFUL URINATION O EMPHYSEMA

0 TROUBLE STARTING URINE O PNEUMONIA

0 KIDNEY STONES O BRONCHITIS

0 BLADDER INFECTION O DIFFICULTY SLEEPING

MUSCULOSKELETAL: FLAT
O WAKING AT NIGHT

O O O OO0 O

PAINFUL JOINTS
SWELLING OF JOINTS
MuSCLE ACHES
ARTHRITIS

PAIN IN HIPS

PAIN IN ANKLES

o O OO0 0O

Low BACK PAIN
HERNIATED DISK
SCIATICA

NUMBNESS OF LEGS/FEET

ABNORMAL LUMPS/MASSES

PAIN IN FEET
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Patient Social History - 2

PATIENT NAME:

SYSTEM REVIEW, CONTINUATION...

NEUROLOGICAL:

©) SEIZURES
CONVULSIONS FAINTING
VERTIGO
LIGHT HEADEDNESS
FALLING
MUSCLE WEAKNESS
NUMBNESS
TREMORS
LOss oF CONSCIOUSNESS

OO0 OO OO0 O0OOo

ENDOCRINE:

O HYPERTHYROID
HYPOTHYROID
GOITER
PREVIOUS RADIATION
DIABETES
ADRENAL TUMORS
PREVIOUS STEROID USE
SWOLLEN GLANDS

O O O O O O

MEN:
o DISCHARGE FOR PENIS
o LOsSs OoF ERECTION

PsycHOLOGICAL:

O 0O OO OO O0OO0OO0OO0

DEPRESSION
NERVOUSNESS
ANXIETY

SuICIDAL THOUGHTS
SUICIDE ATTEMPTS
SCHIZOPHRENIA
ANOREXIA

BuLIMIA

BINGE EATING
HOSPITALIZATION

BREAST:

SKIN CANCER

ABNORMAL MOLES

BURNS

RASH

BREAST MASS

NIPPLE DISCHARGE
MAMMOGRAM WITHIN YEAR

WOMEN:

o

@)
@)
@)

VAGINAL DISCHARGE
ABNORMAL BLEEDING
IRREGULAR PERIODS
HYSTERECTOMY

PAP EXAM WITHIN YEAR
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Patient Obesity Related Medical History - 1

PATIENT NAME:

Do vyou HAVE, OR HAVE YOU EVER HAD, ANY OF THE FOLLOWING ILLNESS OR SYMPTOMS?

HEART DISEASE YES: NO: YEAR OF DIAGNOSIS:
ANGINA YES:  NO: YEAR OF DIAGNOSIS:
Ml (HEART ATTACK) YES: ~ NO: YEAR OF DIAGNOSIS:
CORONARY BYPASS SURGERY YES: NO: YEAR OF DIAGNOSIS:
PALPITATIONS (ABNORMAL HEARTBEAT) YES: _NDO: YEAR OF DIAGNOSIS:
CONGESTIVE HEART FAILURE YES: ~ NO: YEAR OF DIAGNOSIS:

HiIGH BLOOD PRESSURE YES: NO: YEAR OF DIAGNOSIS:
ELEVATED TRIGLYCERIDES YES:  NO: YEAR OF DlAGNOSIS:
ASTHMA YES:  NO: YEAR OF DIAGNOSIS:
REFLUX YES: ~ NO: YEAR OF DIAGNOSIS:
DIET CONTROLLED YES: ~ NO: YEAR OF DIAGNOSIS:
HEARTBURN YES: = NO: YEAR OF DIAGNOSIS:
ESOPHAGITIS YES: _~ NO: YEAR OF DIAGNOSIS:
HIATAL HERNIA YES: = NO: YEAR OF DIAGNOSIS:
SLEEP APNEA YES:  NO: YEAR OF DIAGNOSIS:
Do vyou use A CPAP / BIPAP MACHINE? YES: NO:
SHORTNESS OF BREATH YES: NO:

YOU CAN WALK: BLOCKS

YOuU CAN CLIMB: FLIGHTS OF STAIRS

SNORING YES: NO:
AWAKENING AT NIGHT YES: NO:
DAYTIME DROWSINESS YES: NO:
OBSERVED APNEA EPISODES YES: NDO:
MORNING HEADACHES YES: NO:
VENDUS STASIS YES: NO:

LEG OR ANKLE EDEMA YES: NO:

LEG ULCERATION YES: NO:

PAIN OF ARTHRITIS YES: NO:

IN ANKLES YES: NO:

IN KNEES YES: NDO:

IN HiPs YES: NO:
LIMITED ABILITY TO WALK YES: NO:
LIMITED ABILITY TO EXERCISE YES: NO:

Low BACK PAIN / SCIATICA YES: NO:
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