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Weight History


Name: ___________________________________________ Date: _________________
DOB:_______________________       Gender: M___F ___   Age ______

What is your approximate weight? _______ pounds      What is your height? ______ ft _____ inches 
How old were you when you first became more than 20 pounds overweight? _____ 
What was your weight in high school? _______lbs Were you overweight as a child? Yes ____ No _____ 
What was the highest weight you have been in your life? _____ pounds 
Have any of your close relatives been overweight or had obesity? Mother _____ Father _____ Siblings _____ (check all that apply)
Weight Management History 
Have you ever been treated by a doctor for your weight? If so, when? Yes _____ No _____ ______ (yr)
Were you successful? Yes _____ No _____ How much weight did you lose? _____ lbs
Have you ever participated in a weight loss program? Yes _____ No _____















Please indicate which of the following programs you have tried: 

	Program 
	Length of time 
	Weight Lost
	When 

	NutriSystem
	
	
	

	Optavia
	
	
	

	Weight Watchers
	
	
	

	Other
	
	
	

	Other
	
	
	










	






Have you ever taken medication to lose weight? Check all that apply
Phentermine (e.g., Adipex)    _____		Contrave (naltrexone/ bupropion) _____
Qsymia (phentermine/ topiramate) _____	Belviq (lorcaserin) _____
Saxenda (liraglutide for weight loss) _____	Xenical (prescription orlistat) _____
Alli (over the counter orlistat) _____		Topamax (topiramate) _____
Glucophage (metformin) _____		Ozempic (semaglutide) _____
Rybelsus (semaglutide) _____		Mounjaro (tirzepatide) _____
Wegovy (semaglutide) _____			Other ________________________________________
Other ___________________________________________________________________________


Dietary Habits Please describe your most common habits for each category. Enter 0 if you do not eat 
that meal or snack.
	Meal/Snack
	Time of Day
	Place (home, restaurant, car, etc)/Typical Foods

	Breakfast
	
	



	Morning Snack
	
	


	Lunch
	
	



	Afternoon Snack
	
	


	Dinner
	
	



	Evening Snack
	
	


	Late Night Snack
	
	


	Grazing 
	
	










Physical Activity 
Do you exercise regularly? Yes _____ No _____ 
If “yes,” what kind of exercise? ____________________________________________ 
How many times per week? _____ How many minutes per session? _____ 
How many hours per day do you watch television? _____  
What is your average screen time each week (social media, Kindle, etc)? _____
Do you work outside the home? Yes _____ No _____ 
If yes, what type of work? _____________________________________________________ 
Do you do housework? Yes _____ No _____ How often? ____________________________ 

Feelings About Eating and General Mood 
Do you feel distressed about episodes of overeating? Yes _____ No _____ 
Do you often feel like you have no control over your eating or that you are unable to stop eating? 
Yes _____ No _____ 
Are you often embarrassed by how much you eat? Yes _____ No _____ 
Do you frequently feel disgusted with yourself for overeating or do you feel guilty for overeating? 
Yes _____ No _____

              	What are your weight loss goals? _________________________________________________________
	____________________________________________________________________________________
	____________________________________________________________________________________
	____________________________________________________________________________________
	____________________________________________________________________________________


                   What do you think are barriers to reaching your goal? __________________________________________
       	____________________________________________________________________________________
	____________________________________________________________________________________
	____________________________________________________________________________________
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Are You Ready For Change?
Test Your Readiness

This fast and easy quiz can help you assess whether you're ready for change.

1. Which of the following is your first thought when contemplating changing the types of
foods that you eat?
A. | really dread making this change. | enjoy the foods that | normally eat.
B. | am slightly anxious about it. | will find it difficult, but | think that | can do it.
C. 1 am fine with the idea of changing my diet. | am even looking forward to it a little bit.

2. How necessary do you think th: is for you to make some lifestyle changes?
A. | do not think that it is all that important. | think that the media overemphasizes the
importance of these things.
B. I do think that it is important, but it is not one of my most pressing priorities.
C. lknow that it is extremely important right now. | am willing to make it a priority.

3. The idea of preparing home-cooked meals from fresh food makes me feel:
A. Overwhelmed and unhappy. | do not have the time or desire to do this.
B. OK, but | am used to eating a good many convenience and restaurant meals.
C. Good. | am looking forward to trying new recipes and techniques.

4. Exercise is:
A. Torture for me. It is boring, and/or | do not have time for it, and/or | just do not enjoy
doing it.
B. OK, but | would rather do other things.
C. Important for my health. | think | will find it fun once | figure out something that I like.
| am committed to it.

5. Why are you thinking of making these lifestyle changes?
A. To get other people off of my back. | am sick and tired of hearing about it.
Personally, | do not think it really matters whether or not | do this.
B. Mainly for my appearance and/or so that other people will approve of me.
C. | am doing it for my health, my self-esteem, my appearance, and myself.

6. How do you plan on attacking the challenge of changing your lifestyle?
A. | am just going to keep trying things and hopefully something will work.
B. | am going to change several specific things at one time. | am just going to wake up
on the designated day and start my new life.
C. | have chosen a few important steps. | am going to incorporate them into my life one
at a time, and then | will move onto the next.




