WEIGHT-LOSS QUESTIONNAIRE

Patient Identification

O Patient Name:

O

O DOB: / /

Date of Visit: / /

1. Medical & Weight History

a
a
a

a

lbs | Height: | Goal Weight: ___ lbs

Current Weight: __
Lowest Adult Weight: lbs | Highest Adult Weight: __ lbs

Have you previously tried prescription weight-loss programs? [ | No[ ] Yes (Please list
medications/programs, e.g., Semaglutide, Tirzepatide, Phentermine):

Previous weight loss methods tried (check all that apply):

[ ] Keto / Low Carb [ ] Intermittent Fasting

[ ] Calorie Counting [ ] Commercial Programs (WW, Nutrisystem, etc.)
[ ] Exercise-Only [ ] Bariatric Surgery (Type & Year: _________ )

[ ] Nothing

2. Lifestyle & Daily Habits

O

O

Dietary Patterns (Check primary triggers):

[ ] Stress Eating [ ] Late-Night Snacking

[ ] Fast Food / Convenience Meals [ ] Sugary Beverages / Soda

[ ] Portion Control Issues [ ] Emotional / Boredom Eating

Physical Activity Level:

[ ] Sedentary (Little to no structured exercise) [ ] Light (1-2 days/week)

[ ] Moderate (3—-4 days/week) [ ] Active (5+ days/week)



U Sleep & Energy:
Average hours of sleep per night: __ hours

Do you wake up feeling rested? [ ] Yes [ | No

o Ever been diagnosed w/ Sleep Apnea or do you snore heavily? [ | Yes [ | No

3. Medical Screening & Contraindications

U Do you have a personal or family history of any of the following?
Thyroid Cancer / Medullary Thyroid Carcinoma (MTC): [] Yes [ ] No

g Multiple Endocrine Neoplasia Syndrome Type 2 (MEN 2): [ ] Yes [ ] No

o Pancreatitis: [] Yes [ ] No

o Gallbladder Disease / Gallstones: [] Yes [ ] No

o TypelorType2 Diabetes: [] Yes[] No

o Kidney Disease: [] Yes [ ] No

o Heart Disease / High Blood Pressure: [] Yes [ | No

o Active Gastrointestinal Issues (Severe GERD, Gastroparesis): [] Yes [ ] No

U Are you currently pregnant, nursing, or planning to hecome pregnant in the next 6 months?

[1Yes[]No

4. Goals & Expectations

U  What is your primary motivation for weight loss?
[ ] Health improvement / Disease management [ ] Increased energy & mobility
[ ] Aesthetic / Personal goals [ ] Event preparation

U What type of support are you seeking today?
[ 1 GLP-1/ Prescription Weight Loss Medication
[ ] Nutritional Counselling & Meal Planning
[ ] Lifestyle & Exercise Coaching

[ ] Comprehensive Medical Weight Loss Program
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