BRIEF INTAKE CONSULTATION FORM

Please note: When you proceed with a membership program, you will complete a more
comprehensive history form prior to your 1% Foundation visit.

Name: (First) (Last) (MI)
Date of Birth: / / Date of Visit: / /
Phone: (Home/Cell) (Work) Gender: M/ F

Referred By:

Home address:

Insurance information:

Name: Plan name/type:
Insurance ID: Group ID:
Effective from: Relation to insured:

How does your weight affect your life and health?

What is your goal for your weight?

Preferred pharmacy:

Name: Address:

Pharmacy phone number:

Weight History

When did you become overweight?
O Childhood 0O Teens O Adulthood 0O Pregnancy O Menopause
Did you ever gain more than 20 pounds in less than 3 months? Y /N  If so, how long ago?
As best you can remember, how much did you weigh one year ago?
Five years ago? 10 years ago?

Triggers for your weight gain (check all that apply):
O Stress O Marriage O Divorce O lliness O Medication abuse 0O Travel O Injury
O Nightshift work O Insomnia O Quitting (circle all that apply): Smoking / Alcohol / Drugs



Have you ever taken medication to lose weight? (check all that apply):

O Phentermine (Adipex) O Meridia O Xenecal/Alli O Phen/Fen

O Phendimetrazine (Bontril) O Topamax O Saxenda O Diethylpropion
O Bupropion (Wellbutrin) O Belviq O Qsymia O Contrave
Other:

What worked?

What didn’t work?

Why or why not?

Nutritional History
We will review at your first Foundation visit in detail.

MEDICAL HISTORY: Past medical history (check all that apply):

O Heart attack O Angina O Gall bladder stones O Sleep apnea
O High blood pressure O Stroke O Indigestion/reflux arthritis O Thyroid

O High cholesterol O Diabetes O Celiac disease O Anxiety

O High triglycerides O Gout O Pancreatitis O Depression
O Infertility O Polycystic Ovarian Syndrome

O Cancer (type/s):

Have you ever be diagnosed with an eating disorder? Y /N  If yes, which one?

Have you had an EKG in the past 6 months? Y / N
Any other cardiac testing?:

Any history of the following?

Kidney stones: Y /N

Gestational diabetes: Y/ N N/A
Heart testing: Y/N

Seizures: Y/N

Thyroid problems: Y /N

Past surgical history (check all that apply):

O Gastric bypass O Gastric banding O Gastric sleeve O Gall bladder O Heart bypass
O Hysterectomy O Other:
Medications (list all current medications and dosages):

Allergies:
(Medications)
(Food)




Social History
What is your occupation?:
Who else lives at home with you?:

Smoking: O Never O Current smoker ( packs/day) O Past smoker (quit years ago)
Alcohol: O Never O Occasional O Regularly ( drinks per day)
Prior treatment for alcoholism? Y / N
Drugs: O Never O Current O Past O Type of drugs:
Marijuana: O Never O Current user ( times/day)
Family History
Obesity (check all that apply): O Mother O Father O Sister O Brother
O Daughter O Son
Diabetes (check all that apply): O Mother O Father O Sister O Brother
O Daughter O Son
Other (check all that apply): O High blood pressure O Heart disease O High cholesterol
O High triglycerides O Stroke O Thyroid problems O Anxiety O Depression

O Bipolar disorder O Alcoholism O Cancer (type/s):

Other:

Gynecologic History

Age periods started? Age periods ended
Periods are:  Regular / Irregular  Heavy / Normal / Light
Number of pregnancies: Number of children:

Age of first pregnancy: Age of last pregnancy:



