Name: 						Check all that apply 	        Male              Female
1. Most of our patients are referred to our office by a caring family member or friend. What made you decide to visit our office?
· Friend
· Family member
· Promotional event
· Not happy with current shape or weight of your body

2. Check ALL areas that interest you:
· Weight loss
· Cleansing & Detoxification
· Overall health
· Body wrap
· Improving energy

3. How old are you?
How much do you weigh?
How tall are you?
How much weight would you like to lose?
· 25 to 30 = 3 month program
· 10 to 20 = 5 week program
· 0 to 10 = 20 day program

4. What is your goal weight?
(See if that fits into the 5 to 25 BMI Index)

5. When was the last time you were your goal weight?

6. What is your dress/pant size?

7. What is your goal dress/pant size?

8. What are your top 3 health concerns?

9. What have you tried in the past to lose weight that has not worked?

· Exercise
· Calorie count diets
· Structured programs
· Surgery
· Other

10. How has that made you feel?

· Frustrated
· Despair
· Like nothing with work
· Beaten up
· Like you have tried everything
· Other

11. Check all the ways that being overweight has negatively impacted your life.

· Embarrassed 
· Missing out on life
· Have to take prescription drugs every day
· Effecting intimate relationships
· Ruining your life
· Can’t do physical activities
· Can’t wear the clothes you want to wear
· Afraid of early death
· Effecting self-image
· Other

12. What does it keep you from doing or enjoying?

· Sports activities
· Activities with family/friends 
· Personal relationships
· Other

13. What if it got worse? What if you gained more weight?
How would that impact your life?

14. If you were your ideal weight, what would you do more often or what would you enjoy more?

15. Out of all these considerations, what is the biggest reason you want to lose weight?

16. How much are your weight and health problems controlling your life?

· Minor
· Moderately
· Significantly

17. Do you fear your weight condition will get worse?

· Yes
· No
If No, when do you feel it will get worse?

18. Are you ready to do something about I t? Are you ready to take action?

· Yes
· No

19. Do you have any fear of developing poor health conditions or worsening existing health conditions?

· Yes
· No
If Yes, which health problems are you at risk of gaining or worsening?
· Heart Disease
· Diabetes
· Cancer
· Arthritis/Mobility
· Alzheimers
· Early Death
· Gaining more weight
· Other

20. How much would you need to change if you want to lose this weight and achieve your goals?

· Minor
· Moderately
· Significantly

21. How willing are you to do what it takes to lose this weight and achieve your goals?
Rate your motivation from 1 to 10; 1 being you have no motivation and 10 being you’ll do whatever it takes and you are ready to go!
1   2   3   4   5   6   7   8   9   10

22. If you circled less than 10, what is keeping you from circling 10?

· Desire
· Motivation
· Support form others
· Commitment
· Money
If money is an issue, would you circle 10 if we can help make it work financially?

23. If we accept your case, is there anything that would interfere with you following your program exactly how it is outlined?

· Doubt 
· Commitment
· Money
· Time
· Location of the office
· Hours of operation: M-Th 9a.m. – 8p.m.
· Other

24. Who else wants you to lose weight and achieve these goals?

25. Have you been advised by your family physician to lose weight?

· Yes
· No

26. How fast do you want to lose weight?

· 0 – 5 lbs per month
· 5 – 10 lbs per month
· 10 – 15 lbs per month

27. What are the target areas?

28. Check all that apply to you:

· Pregnant
· Might be pregnant
· Breast feeding
· Heart condition or taking heart medication/blood thinners
· Epilepsy/seizers
· Currently undergoing chemotherapy
· Known adverse reactions to Niacin or B vitamins


(Include the current History Questionairre)
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