	Alliance Permanent Weight Loss Program ™     Patient History

	Last Name:                               First:                              Middle:                Gender:               Birth Date:                 

                                                                                                                 □ M    □ F                /       /                               

               

	Primary Care Physician (PCP):                                                                 PCP Phone Number:
                                                                                                               (      )

	Lists Specialists (if applicable) and their phone numbers:                                                                                         

1.

2.

3.

	Why do you want to lose weight (check all that apply)?

Health             Upcoming Event (i.e., class reunion)             Resolution (i.e., New year’s)  

Fitness            For a loved one (i.e., spouse, child)               Other  (please explain below)  



	Height/Weight
	       _____________________________________

       _____________________________________

	Height:
	Weight:
	Goal Weight:


	BMI:
	

	Allergy History

	Do you have any allergies to SULFA drugs?      Yes      No
Do you have any other drug allergies?      Yes      No

	Past Medical History

	Do you have, or have you had in the past, any of the following conditions:  

(please check all that apply) 

	
	Personal


	Family


	
	Personal


	Family


	
	Personal


	Family


	
	Personal


	Family



	
	
	
	
	
	
	
	
	
	
	
	

	Alcohol Abuse

Anemia

Anxiety

Apnea 

Arthritis

Asthma

Bladder Disorder

Bleeding Disorder

Cancer

Constipation

Depression


	























	























	Diabetes
Diarrhea

Dizziness

Eating Disorder

Fainting Spells

Fatigue

Gallbladder Disorder

GERD

Glaucoma

Gout

Headaches


	























	























	Heart Disease
Hepatitis

High Blood Pressure

High Cholesterol

Insomnia

Irregular Periods

Kidney Disease

Liver Disease

Lung Disease

Mental Illness

Migraines

Mood Swings

Nervous Disorder
	
















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	























	Neurological 

Night Sweats

Obesity

Osteoporosis

Palpitations

Pancreatitis

Rashes

Seizure Disorder

Stroke 

Thyroid Disease 

Tuberculosis 

STD 
	




















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

	Comments:



	


