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Name: ________________________________________  DOB:  ________________________
1. Are you in good health at the present time to the best of your knowledge? 	Yes	 No 
2. Are you under a doctor’s care at the present time? 	Yes	 No 
If yes, what for? _________________________________________________________
3. Are you taking any medications at the present time? 	Yes 	No 

What: _________________________________Dosages: _______________________________
What: _________________________________Dosages: _______________________________
What: _________________________________Dosages: _______________________________
What: _________________________________Dosages: _______________________________

4. Allergies to any medications? 	            Yes 	    No 
Please List: _____________________________________________________________
5. History of High Blood Pressure? 	Yes	    No 
6. History of Diabetes?		            Yes	    No  
7. History of Glaucoma? 	          Yes      No      Wide Angle  OR  Narrow Angle (circle one)
8. History of High Cholesterol?     Yes      No
9. History of Cardiac conditions (including heart attack, coronary artery disease, arrhythmias, valvular disorders and/or murmurs)?    Yes     No 
10. History of Stroke/ TIA? 	           Yes     No 
11. Thyroid Disease (Over Active or Under Active)? ____________________________________________
12. History of Frequent Headaches?              Yes 	    No                   Migraines?      Yes        No
	
Medications for Headaches: _______________________________________________
13. History of Cancer? 	            Yes      No	
If yes, what type, when and how were you treated? (Especially Breast Cancer, Ovarian Cancer, Testicular Cancer, or Prostate Cancer)
________________________________________________________________________________________________________________________________________________________________________
14.  Any episode of Seizures or Epilepsy?	   Yes	     No
15. Blood clots or blood clotting disorders?  Yes        No
16. Any psychiatric conditions? (Anxiety/Depression, Bipolar disorder, Schizophrenia, etc.)     Yes        No
		What type & Treatment? ___________________________________________
17. History of Alcohol or Drug abuse?           Yes       No

18. History of ADD/ ADHD?          Yes      No		
		If so, are you currently on any meds? ___________________________________________________
19. Any Eating Disorder? 
		If so, what type & date of last episode? _________________________________________________

20. Gynecologic History (females only):        	 Last menstrual period: _______________              
              Birth Control Pills:           Yes       No        Hysterectomy/Tubal Ligation?           Yes       No 
              Are you breast feeding?    Yes      No        History of PCOS or Endometriosis?   Yes       No 

21. Any Surgery:      Yes       No 
Specify: ______________________________________ Date: __________________________
Specify: ______________________________________ Date: __________________________


Nutrition Evaluation

1. Present Weight: ____________ Height (no shoes): ____________ 

2. Desired Weight: ____________

3. In what time frame would you like to be at your desired weight?  ________________

4. What is the main reason for your decision to lose weight?  ______________________

5. When did you begin gaining excess weight? (Give reasons, if known): ________________________________________________________________________________________________________________________________________________

6. What has been your maximum lifetime weight (non-pregnant) and when? ________________________________________________________________________

7. Previous diets you have followed: ________________________________________________________________________________________________________________________________________________

8.  How often do you eat out? ________________________________________________

9. Have you ever taken a diet supplement or appetite suppressant before?           Yes     No 
If so, what? __________________________________________________________

10. Do you have any specific concerns about this weight loss program?                  Yes       No

If so, list concerns: _______________________________________________________________
