Patient’s Name: _______________________________________
Date: _____________________


   March 2011
New Medical Weight Loss Patient Intake Questionnaire
In order to minimize your wait time and maximize your experience at BMI of Texas, please take a moment to complete this questionnaire. We realize this is a lengthy form but assure you it is all important information and will be kept confidential.
Please Print
  






PCP/Ref Doc:______________________
First Name: ________________________Last Name: _______________________DOB:_________________
Address: _____________________________________________City: _____________________State: ______
Phone: (cell) ___________________________ Home: _____________________  Work: __________________

Please circle the phone number you prefer to be reached at during the day



Reason For Visit:  (what brought you in, what is motivating you to lose weight)  ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Past Medical History   (Please list any and ALL past medical illnesses and when diagnosed)
__________________________________
            






     

____________________________________  









____________________________________  









____________________________________









____________________________________









____________________________________









____________________________________









____________________________________









____________________________________









____________________________________









____________________________________









Past  Surgeries   (Please list surgery and date)
__________________________________
           






     

____________________________________  









____________________________________  









____________________________________









Medications:  Please list below any and all medications/vitamins you are currently taking. 

Example:  Lipitor 10mg one tablet daily at bedtime 
· Not currently taking any medications
1.____________________________________________________


2.____________________________________________________   

3.____________________________________________________   

4.____________________________________________________   

5.____________________________________________________    

6.____________________________________________________
7.____________________________________________________
8.____________________________________________________
9.____________________________________________________
   10. ___________________________________________________



Allergies:     Do you have allergies to any of the following:

· Medications, if so, please list medication and reaction:  __________________

_______________________________________________________________

· Latex

· Iodine, when: ____________________________________________________

· IV Contrast, when: ________________________________________________

· Adhesives, type:  _________________________________________________

· No Known Allergies
Weight History
Years Obese: ___________ Weight at high school graduation and year?  ______________________
Age you started to diet: _______________  
Amount of weight gain in last year? ______________________
Most Significant Weight Loss:  Amount: _____________
Method: ____________________
Year:_________
How long was this loss sustained: ________________________________________________________

What do you think led to the regain of weight? _____________________________________________________

Diet History

Do you consider yourself to be: (circle)      Volume eater

Sweet Eater
         Snacker/Grazer







        Emotional Eater

Binge Eater

Have you ever seen a doctor specifically for weight loss assistance/treatment? (please circle)





YES



NO

If yes, who did you see, when, and what was done? (For example: Dr. Jones, 1993- diet & exercise program)

Have you ever been diagnosed with an eating disorder?

YES


NO
If yes, please explain here  _______________________________________________________________________
What type of diet are you currently following, if any? ___________________________________________________

How many times a week do you eat out at restaurants? ________times/week

Please list the top five restaurants you most frequently eat out at? ___________________________________________________________________________________________________________________________________________________________________________________________

What food do you consider to be your “weakness”? (Can’t resist) ________________________________________

Do you eat breakfast? __________

How many snacks?  ______________


Please list the various diets you have tried in the past, either on your own or supervised?
________________________________________________________________________________

________________________________________________________________________________

Diet History (Cont)
Please indicate which weight loss medications you have tried in the past:
· Accutrim


(
Fen-Phen  if so,what year? _______  how long? ________

· Amphetamines

(
Mazanor


(
Pondimin

· Anorex


(
Meridia


(
Prozac

· Byetta


(
Obalan



(
Redux

· Dexatrim


(
Phendiet


(
Sanorex

· Didrex


(
Phentrol


(
Tenuate

· Ionamine/Adipex

(
Phentermine


(
Tepanole

· Fastin


(
Plegine



(
Welchless

· Wellbutrin


(
Xenical


(
Other ___________
If you checked any of the above medications, please indicate when you took the medication, for how long,  how much weight (if any) you were able to lose, and why you stopped.
	Year
	Medication 
	Duration (how long did you take)
	Amount weight loss
	Reason for stopping

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Exercise/Physical Activity History
Do you currently exercise? 

YES


NO

If yes, please answer the following questions:

· How many times a week and for how long?  ________/week

_______min/hr
· What do you do? ___________________________________________________________ 

· Do you exercise with a partner/buddy or alone? ______________________

· What time of day do you usually exercise? ___________________________

If no, what is keeping you from exercise? ____________________________________________

Exercise/Physical Activity History (Cont)

Please list any type of physical activity that you have enjoyed in the past? ________________________________________________________________________________

Please list any physical activities you have wanted to try or learn to do? ________________________________________________________________________________
What has kept you from being able to try these activities?_______________________________
Please list any therapies you have tried in the past to assist with your weight loss attempts:
________________________________________________________________________________

________________________________________________________________________________



Disability History (Cont)

Do you require assistive device?
(   Yes

(   No

If yes, indicate which type? 
(  Cane
(  Crutches
      (  Walker
(   Braces

Do you utilize a wheelchair or motorized scooter? 

(   Yes

(   No

If yes, how long have you required this assistance? __________________________________



Family History:   (Please include only parents, grandparents, and siblings)

Family Member 






Illness/Medical Condition
_________________________________

__________________________________
_________________________________ 

__________________________________

_________________________________

__________________________________

_________________________________

__________________________________

_________________________________

__________________________________

_________________________________

__________________________________

_________________________________

__________________________________


Social History:

With whom do you live?   ________________________________________________________

Please circle one of the following as it pertains to you:


Married

Divorced

Separated

Single

Life Partner

Number of kids, if any? ____________________________________________________

Work Status:



Are you currently employed?

Yes


No

If yes, part time or full time?

Part-Time

Full-Time

If no, for what reason are you not currently working? ___________________________________________________________________________

Name of Employer:  __________________________________________________________

Position:  __________________________

How long with this employer?  _________

What do you like to do in your free time?  ________________________________________________________________________

Do you currently smoke? 

(   Yes


(   No

If yes, how many years have you been smoking?  ___________     Packs per day? _______________

For past smokers, what year did you quit?  ____________How many years did you smoke? _______

Do you drink alcohol?


(   Yes


(    No

If yes, how many times/week or month? __________________________

What type of alcohol do you typically drink and how much? _______________________________

Have you ever been treated for alcohol abuse? 
(  Yes
(   No

Do you now or have you ever used illicit/street drugs?  

(  Yes

(   No

If yes, what type did/do you use and how often? _________________________________________

CONTINUE TO NEXT PAGE
In order to help us get to know you better and provide more complete care, please list the top three reasons you would like to lose weight: 1._______________________________________________________________________________2._______________________________________________________________________________
3._______________________________________________________________________________
What are your weight loss goals in terms of weight and/or clothing size? _____________________

How did you hear about our office? ___________________________________________________

If referred by someone, whom can we thank?  ___________________________________________

Primary Care Physician: ____________________________________________________________

Review of Systems—to be completed by patient-reviewed by MD
General:  □  Weight gain last 6 mos    □  Fatigue 
 □  Sleep Problems

      □  Sad   □  Anxious/Excessive Worry  
□  Tearful    □  Irritable

HEENT: □   Headaches
□  Blurry vision
□  Double vision
□  Dizziness
     □   Hearing loss


     □  Difficulty swallowing
□   Throat pain/swelling
□  Chronic Sore throat

     □  Allergies   □  Runny nose   □   Congestion   □   Hearing loss

CV:        □  Chest pain   □  Irregular heart beat     □   Rapid Heart Beat   □  Prior heart attack

    □  Prior Stroke
□  Prior Blood clot

Resp: 
    □  Cough

□   Shortness of Breath
□   Wheezing
□  Difficulty breathing with

        exertion/activity
□   Snoring

GI:
    □  Abdominal Pain
□   Blood in stool
    □    Dark, tarry stools
    □  Heartburn


     □   Constipation
□   Diarrhea

□   Bloating 

□  Nausea
□  Vomiting
Female GU/Gyn:  
□   Absence of Menstruation
□    Irregular Menses
□    Heavy Menses


     □  Hematuria
□   Urinary Incontinence
    □    Painful Urination
  □   Urinary Frequency


     □   Urinating at night    □  Flank pain     □  Vaginal Discharge      □   Pelvic pain

Male GU:
□   Hematuria
□   Flank pain
□    Urinary Frequency
□    Urinating

      often at night
□   Erectile dysfunction
  

Musculoskeletal: 
□    Back pain
□    Joint pain
□   swelling of joints
□  muscle pain



□   muscle weakness
□    History of broken bone as an adult, if so which: _______

Neurologic:    □   Headaches
□   Visual changes
     □    Fainting     □    Imbalance/Incoordination



□  Generalized weakness
   □   Seizures    □   Dizziness
□    Numbness/Tingling
Psychiatric:     □   Anxiety/Excessive worry
     □   Depressed mood  
    □    Fearful    

 □   Difficulty  Concentrating 
  □   Problems with relationships    □    

  □   Change in Job in last two years
□   Death of close family/friend  in last two years

Endocrine:      □   Excessive thirst
□   Appetite Changes
□   Hair loss    □   Excessive

 Urination (frequency or quantity)  □   Facial hair growth in females   
 □  Enlarged  breasts for males
   □    Fertility problems 
Skin: 

□   Skin color changes

□    Rash
□    Dryness
□   Itching



□     New skin lesions/moles/growths

Hematology:   □   Anemia
□    Enlarged Lymph nodes
□    Nosebleeds      □    Prolonged bleeding



□    Spontaneous bleeding      □    Easy Bruising    
Providers Initials: _________
(To be completed by physician)

New Medical Weight Loss Physical Exam

Wt ________(lbs)
________(kg)
Ht _______(in)
BMI _______
%Body Fat ________

BP: ______________ (  R  or   L   Arm  or   Leg )    Pulse: ____________  Waist: ____________
General: _______________________________Affect: ___________________________________

Skin: ___________________________________________________________________________

Ears/Nose/Throat: ________________________________________________________________

Neck: __________________________________________________________________________

CV: ____________________________________________________________________________

Lungs:__________________________________________________________________________

Abdomen: _______________________________________________________________________

Extremities: ______________________________________________________________________

Neurologic: ______________________________________________________________________

Musculoskeletal: __________________________________________________________________

EKG (if done): 
________________________________________________________________
Provider’s Initials: _______
Assessment and Plan

1. Obesity, BMI: ___________=_____________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________
a. Labs:


None at this time ________________________________________________________________________________________________________________________________________________________
b. Medications:  

i. None at this time


ii. Phentermine  37.5mg one po QD  #30  no refills____________________

iii. Xenical   120 mg one po TID with main meals containing fat #90 no refills
c. Physical Activity Recommendations



i. None at this time--____________________________________________

ii. Start ____ min/day ____ times/week-can be combo of walking/strengthening 
iii. Increase by 5 min/day each week to goal of 1 hour/day  5 times/week—at least 30 of these minutes need to be cardio with heart rate in target zone (see handout #2)

iv. Referral to Foundation Gym if patient does not have a gym of his/her own—have trainer complete assessment

d. Nutrition

i. Diet: ______________________________________________________________

ii. Required meeting with Jennifer Bowling, Dietitian—see attached recommendations
iii. Keep Food Journal and bring to every appointment

iv. Self Educate—visit websites listed in Handout

v. Clean out Kitchen—purge of all foods that are “tempting”

vi. Start Savings Jar—put money here that you would have spent eating out
vii. Prepare as many meals at home as you can so you can control what you eat
e. Follow up appointment with myself and dietitian in _________________________.

f. Counseling/Psychology Referral  

i. None at this time

ii. Referral to  ________________________  for  _____________________________. 
Assessment/Plan – Comorbidities/Additional Diagnoses

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Provider’s Initials: _______



































































































Typical Snacks

















Typical Dinner  

















Typical Lunch

















Typical Breakfast  























