
 
 
Date:___________________ 
 
 
Name:___________________________________________________________________________ 
Home Phone:___________________ Cell:____________________ Work:_____________________ 
Address:_________________________________________________________________________ 
City:________________________________________ State:_________ Zip:___________________ 
May we contact you at home?_____________ At work?_____________ 
Marital Status:________________ DL#_________________ Birthday:____________ Age:________ 
How did you hear about us?__________________________________________ 
Family Physician:__________________________________________________ 
Current Medications:________________________________________________________________ 
________________________________________________________________________________ 
Drug Allergies:_____________________________________________________________________ 
Do you have:                     YES     NO 
Heart Disease                 _____  _____ 
Hypertension                   _____  _____ 
Depression                      _____  _____ 
Thyroid Disorder              _____  _____ 
Menstrual Dysfunction     _____  _____ 
Diabetes             _____  _____ 

           YES     NO 
Fibromyalgia                                _____  _____ 
Chronic Fatigue                     _____  _____ 
Gastrointestinal Problems           _____  _____ 
If yes, please specify:____________________ 
Eating Disorder                            _____  _____ 
If yes, please specify:____________________

Other:___________________________________________________________________________ 
Date of last EKG:_________________ Normal__________ Abnormal__________ 
Surgeries: 

_____Gallbladder  _____Hysterectomy  _____Tubal Ligation  _____Liposuction  _____C-Section 
Other:___________________________________________________________________________ 
 
 
How would you describe your health? ___Excellent  ___Very Good  ___Good  ___Fair  ___Poor 
How often do you weigh yourself? ____________ Present Weight:________ Ideal Weight:_________ 
Estimate current exercise level: ___None  ___Low  ___Medium  ___High 
List routine exercise AND how often:___________________________________________________ 
How many hours of TV/Computer do you average each day? __________hours 
How many meals do you eat each day on average? ___________meals 
How often do you eat out? ___________Times a week  ______Rarely 
How many sodas (12 oz. each) do you drink in a day? _______Diet  _______Regular 
How many glasses of sweetened tea or cups of coffee do you drink per day? _______ 
How many 8 oz. glasses of water per day? ______ glasses 
Do you eat when you are bored? ___ Yes  ___ No   Do you wake up at night to eat? ___ Yes  ___ No 
Do you binge eat (feel compelled to eat because of stress)? ___ Yes  ___ No 
Have you ever used laxatives, diuretics or vomiting for weight control? ___ Yes  ___ No 
Have you ever tried prescription medication for weight loss? ___ Yes  ___ No 
     If yes, when was the last time? _____________ 
     If yes, which of the following medications: 
     ____ Phentermine (Adipex, Fastin, Ionamin) 
     ____ Diethylopropion (Tenuate) 
     ____ Silbutramine (Meridia) 
     ____ Xenical 

____ Benzphetamine (Didrex) 
____ Phendimetrizine (Bontril) 
____ Phen-Fen (* see below) 
____ Other:______________________ 

* If you have taken Phen-Fen, have you been told of the cardiac risks? ____ Yes  ____ No 
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Effective date: April 1, 2003 
 

NOTICE OF PRIVACY PRACTICES 
 

As required by the privacy regulations created as a result of the Health 
Insurance Portability and Accountability Act of 1996 (HIPPA). 
 
Our office strives to protect your privacy in all phases of care we provide 
for you.  Your records can only be released to another party if you have 
given our office written permission for us to do so. This protection covers 
release of information to pharmacies, other doctors, and insurance 
companies.  We must have your written permission on file before we can 
release your information. 
 
On file in our office, we have a complete copy of the NOTICE OF PRIVACY 
PRACTICES/HIPPA FORMS and you are entitled to a copy of this notice 
upon request.  Please contact the receptionist if you would like a copy. 
 
By signing below, you show that you have been advised of our privacy 
practices. 

 
 
 

SIGNATURE ___________________________________ DATE ___________ 
 






