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Today’s Date

_________



Office Use:


Plan start date
_________



    Dosage
_______________








    Times:
_______________









    Other:
​_______________

Top of Form
Name 


______________________



Email


______________________

Contact Number
______________________

Address

______________________




______________________

Referred By

______________________

Age
_____

DOB
____    
Gender    M/F (circle)


Height  _____
Weight  ____

BMI
​​​____
     Abdominal Girth   _____ inches
1. How much weight would you like to lose?
______

2. List weight loss programs you have tried:

3. Can you dedicate a period of 26-40 days for your program with minimal or no interruption?
______________

4. Do you have any foods you avoid or won’t eat on the BestChoiceChanges Menu?

5. What time do you get up in the morning and what time do you go to bed at night?

6. What time do you typically eat your meals?

7. Describe the type of exercise you do routinely:

· I exercise _____days per week ______ minutes or more

· I am actively moving at my place of work or at home for up to 8 hrs.

· Sedentary mostly

· Other:

8. Do you drink coffee, tea, cola or other caffeine drinks? _______ How much? _______

9. What foods do you prefer to snack on and when do you generally snack?

10. Do you feel cravings for carbs, sweets or salty things?

11. Do you smoke?

12. Do you drink?

13. When was your last Physical or physician office visit?
____________

14. Did you have any lab work drawn at that time?

15. Were there any lab results or health concerns that were brought to your attention?

16. Check if you have any of the following:

	Diabetes
□
	High Blood Pressure
□
	Headaches
□

	Arthritis
□
	Gall Stones
□
	Constipation
□

	Heart Disorders
□
	Gastric Ulcers
□
	Gout
□

	Thyroid Disorder
□
	Uterine Fibroids
□
	Elevated Cholesterol
□

	Gastric Reflux
□
	Bruising/Bleeding tendencies
□
	Irritable Bowel Syndrome
□


17. Describe your general health:

18. Do you have regular bowel elimination: 
□ Daily      □ Several times daily       □ Every few days

19. Do you tend to feel bloated after meals?

20. Do you have allergies? If so, please specify:

21. Are you currently taking any medication (prescribed or over-the-counter), vitamins, diuretics, laxatives or supplements?

List:

22. If taking medication for high blood pressure,

· Do you obtain routine blood pressure readings at home?

· What is your most recent B.P.?

23. Do you ever suffer from periods of Hypoglycemia, a sudden drop in blood sugar if you don’t eat, have too much caffeine or following times when you eat sweats or drink alcohol?  Common early symptoms include shakiness, dizziness, pale skin, sudden irritability, before they become severe (mental confusion, headache, fainting, seizure). 

24. Have you ever had any major surgeries? 

List (types and dates):

FOR WOMEN:

25. Are you still menstruating?                When are you due to begin your next cycle?

26. Are you pregnant, trying to get pregnant, or breast-feeding?
This information is only used to obtain a good starting point to coach you through the process and phases of your program. It is not for medical purposes or to offer medical advice and will not be shared with others. 
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