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Detailed Weight History Intake 
NAME:  DATE: ______/___________/__________ 

 
ADDRESS: 

 
BIRTH DATE: 

 

______/___________/___________ 

 
CITY: 

  
HOME TEL: 

 

(        )  
 

 
STATE/ZIP 

  
WORK TEL: 

 

(         ) 
 

 
EMPLOYER: 

 
 

 
INSURANCE: 

 

 
NAME OF SPOUSE/PARTNER 

  
REFERRED BY:   

 
Current Height:__________  Current Weight:____________  

Lowest adult weight? _______________ What year?________________  

Highest weight?________________ What year?______________________ Goal Weight?_________________ 

 

How much Weight (lbs) have you gained over the following most recent time periods? 

6 months 1 year   2 year   3 year   5 year   10 year 

 

 

Why are you trying to achieve weight loss? 

 

When did you started gaining unhealthy weight? (can you relate it to a reason) 

 

What do you think the main cause of your weight gain? 

 

Have you tired weight loss programs or over the counter meds? Any were successful?  

 

Name the most effective way for you to lose weight? 

 

What is your biggest obstacle for achieving your weight goal? 

 

When was the last time you had blood work up? 

 

Are you interested in meal replacements? Yes _____   No _____                 If yes: Some_____ or All_____ 

 

Have you had bariatric surgery? Are you planning on getting one? 

 

In a typical week, how many of the following you skip and why? 

Breakfast: __________  Lunch:__________  Dinner: _________ Why? 
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In a typical week how many meals do you eat non-homemade food? ___________ 

 

Typically, which restaurants do you visit for eat out or take out? ___________________________________________ 

 

Do you frequently eat overnight? NO ______ ; YES_______ (I eat overnight) 

 

What time is your typical last consumption of food? ________, When do you go to sleep? __________ 

 

Are you a stress eater? NO _______ ; YES ________ (I am a stress eater) 

 

Do you always feel hungry? NO _______ ; YES________ ( I am always hungry) 

 

When you start eating are you able to stop eating as soon as you start feeling full? NO _____ ; YES _____ 

 

Typically, how long does it take you to finish your lunch or dinner? _______________ min 

What kind of drink do you consume when eating? Water; Alcohol; Soda; Diet Soda; Mixers; Fresh squeeze 

 

Are you interested in appetite suppressant? NO ____, YES ____(I am interested in appetite suppressant) 
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Please list Current Medications and Dosages: 

    

    

    

    

    

    

 

Do you have any of the following: 

□ Kidney Stones □ Glaucoma □ Sulfa Allergy 

□ Seizures □ Bulimia □ Cardiac Disease 

□ Medullary Thyroid 

Cancer 

□ Multiple Endocrine Neoplasia 

TYPE II 

□ Renal Failure or Kidney 

Disease 

□ Liver Disease □ Uncontrolled Hypertension □ Opioid/Narcotic Medical Use 

□  □  □  

Completed by: Patient  Office Nurse  Physician  

 

 

 

Signature of patient: 

 

 

 

 

Date reviewed by physician with patient: 

 

 

 

 

Physician Signature: 

 

 

 


