
Holy City Med
Medically Managed Weight Loss Program Intake

Patient name: ______________________________________ Date of Birth: ____________________

1) What is your highest adult weight?_______________________________________________

2) What is your lowest adult weight? ________________________________________________

3) What was your situation during each of these events listed above? ___________________

______________________________________________________________________________

4) What are your triggers for weight gain? ___________________________________________

5) What is your motivation for weight loss? __________________________________________

6) What is your goal weight? ______________________________________________________

7) Have you made prior weight loss attempts or participated in other weight loss

programs? If so, specify the program or medication and how much weight you lost.

______________________________________________________________________________

______________________________________________________________________________

8) What diet changes are you currently making? _____________________________________

______________________________________________________________________________

9) What are you doing for exercise currently?________________________________________

______________________________________________________________________________

10) Do you have any barriers to exercise _____________________________________________

______________________________________________________________________________

11) How many hours do you sleep per night (average)? ________________________________

12) What time do you typically wake and go to bed? __________________________________

13) Describe what you eat for the following:

a) Breakfast: ______________________________________________________________

b) Lunch:_________________________________________________________________

c) Dinner: ________________________________________________________________



PATIENT NAME_____________________________________ DATE OF BIRTH____________

d) Snacks:_________________________________________________________________

e) Beverages: _____________________________________________________________

f) How much water intake? _________________________________________________

14) What time do you eat your meals? _______________________________________________

15) Do you ever eat with distractions? (TV, phone, games) ______________________________

16) How often do you consume fast food? ______________________________________

17) Who prepares the meals in your household? _________________________________

18) Are there any foods that you dislike? _______________________________________

19) Do you have any food allergies? ___________________________________________

20) Do you have a history of any of the following medical conditions? Please circle

Hypertension // Hyperlipidemia // Sleep apnea // Type 2 Diabetes

PCOS // Low Testosterone

21) Have you had a wellness check up in the past 12 months with another primary care

provider? YES // NO

22) How would you rate your stress level? (CIRCLE)

LOW // MODERATE // HIGH // SEVERE

23) Are you in any behavioral therapy or counseling currently? YES // NO

24) What do you do to relax? __________________________________________________

______________________________________________________________________

25) Are you pregnant or planning to become pregnant? YES // NO // Not Applicable

26) When was your last menstrual period? (if applicable) ____________________________

27) Do you have a history of any of the following medical conditions?

PANCREATITIS // THYROID CANCER // THYROID TUMORS // TYPE 1 DIABETES

KIDNEY DISEASE // CARDIAC ISSUES // FAMILY HISTORY OF THYROID TUMORS

28) Are you currently taking any stimulant medications?________________________________

29) Are you currently taking any medications? ________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
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