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	New Patient Questionnaire and Assessment



	General Information:


	Name:
	
	 Today’s Date:
	

	Age:
	
	 Date of Birth:
	
	 Gender:
	

	Address:
	

	Phone:
	
	 Phone #2:
	
	 Email:
	

	Education level:
	
	Grammar School
	
	 High School
	
	 College
	
	 Graduate School

	Marital Status: 
	
	 Single
	
	 Married
	
	 Divorced
	
	 Separated
	
	 Widowed

	Occupation:
	
	
	
	 Full time
	
	 Part time

	Place of Employment:
	

	Primary Care Provider:
	

	

	Medical History:

	Height:
	
	    Current Weight:
	

	

	List any medications you are currently taking or have taken in the last year: 

(skip if you have a printed list with you or your medicine bottles with you)

	1.
	
	  2.
	

	3.
	
	  4.
	

	5.
	
	  6.
	

	7.
	
	  8.
	

	9.
	
	10.
	

	Are you currently taking any food or nutritional/herbal supplements?
	
	 Yes
	
	 No

	If yes, please specify:
	

	

	

	Have you ever been advised by your physician to follow a special diet?
	
	 Yes
	
	 No

	If yes, please specify:
	

	

	


	Are you currently following that diet?
	
	 Yes
	
	 No

	If not, why? If yes, what changes have you made?
	

	

	

	

	Please indicate whether you or a family member have/had any of the following conditions:

	

	Disease/Condition
	Self
	
	Family
	
	Relationship
	
	Treatment

	Asthma
	
	
	
	
	
	
	

	Cancer
	
	
	
	
	
	
	

	Cardiovascular Disease
	
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	
	

	Drug Dependency
	
	
	
	
	
	
	

	Eating Disorder
	
	
	
	
	
	
	

	Food Allergies
	
	
	
	
	
	
	

	Food Intolerances
	
	
	
	
	
	
	

	Kidney Disease
	
	
	
	
	
	
	

	Headaches
	
	
	
	
	
	
	

	Heart Attack
	
	
	
	
	
	
	

	High Cholesterol
	
	
	
	
	
	
	

	Hypertension
	
	
	
	
	
	
	

	Intestinal Problems
	
	
	
	
	
	
	

	Menstrual Problems
	
	
	
	
	
	
	

	Mental Health Issues
	
	
	
	
	
	
	

	Obesity
	
	
	
	
	
	
	

	Osteoporosis
	
	
	
	
	
	
	

	Other
	

	
	

	Are you currently being treated for any medical conditions?
	
	 Yes
	
	 No

	If yes, please specify:
	

	
	

	Weight/Dieting History:

	Have you tried to lose weight before?
	
	 Yes
	
	 No

	How many times?
	
	
	
	

	What did you do?
	

	Why did you go on that diet?
	

	

	Have you ever used any of the following for weight control? If yes, please explain.

	Commercial diet programs
	
	 Yes
	
	 No
	

	Liquid diets
	
	 Yes
	
	 No
	

	Fad diets
	
	 Yes
	
	 No
	

	Prescription diet pills
	
	 Yes
	
	 No
	

	Over-the-counter diet pills
	
	 Yes
	
	 No
	

	Laxatives
	
	 Yes
	
	 No
	

	Diuretics
	
	 Yes
	
	 No
	

	Self-designed program
	
	 Yes
	
	 No
	

	Other
	

	Do you experience periods during which you eat uncontrollably?
	
	 Yes
	
	 No

	If yes, how often?
	

	

	Exercise History:

	Do you exercise?
	
	 Yes
	
	 No

	Please explain:
	

	Do you currently exercise for weight control?
	
	 Yes
	
	 No

	Please explain:
	

	

	Do you have any physical conditions that limit your ability to exercise?
	
	 Yes
	
	 No

	Please specify:
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