GLOW AESTHETICS WEIGHT-LOSS INTAKE FORM




1

Today’s Date: _________________

	Name:                                                                                                          DOB: 

	Street Address:

	City:                                                                                                 State:                         Zip:

	Phone #:                                                                  Email: 

	Gender (Birth):    M   /   F                                Height:                                       Weight:

	Race/Ethnicity:                                                                  Marital Status: 

	How did you hear about us? 

	Primary Care Physician:                                                                Phone: 

	Emergency Contact:                                        Phone:                                                Relationship:

	Occupation:                                                                 Typical Work Hours/Times:



Weight History

What is your goal weight? ____________________

What has been your maximum weight? (excluding pregnancy) _______________

As an adult, what has been your lowest weight? _________________

When did you become overweight? 
· 
· Childhood
· Teens
· Adulthood
· Pregnancy
· Menopause




Triggers for your weight gain (Check all that apply):
	· Stress
	· Nightshift Work
	· Marriage
	· Divorce
	· Insomnia

	· Illness
	· Medication Abuse
	· Travel
	· Injury
	· Quitting: Smoking  Alcohol  Drugs




Previous weight-loss methods tried (Check all that apply):
	· Weight Watchers
	· Nutrisystem
	· Jenny Craig
	· Atkins
	· South Beach

	· Medifast
	· Paleo Diet
	· GOLO
	· Mediterranean Diet
	· Keto Diet

	· Liquid Diet
	· Surgery
	· Intermittent Fasting
	· Diet Pills. Which one(s)? 
	· Other: Specify Below

	· Semaglutide
	· Tirzepatide
	· Zepbound
	· Wegovy
	



What worked? ________________________________________________________________________________

What didn’t work and why? ____________________________________________________________________

______________________________________________________________________________________________

Nutritional History

What foods do you crave? (Circle all that apply)

Sugar		Chocolate		Starches	Salty		High Fat	Large Portions

Favorite Foods: ___________________________________________________________________________

What is your typical breakfast? What time?



What is your typical lunch? What time?

 

What is your typical dinner? What time?



Do you ever awaken at night to eat? 	Yes 	No

Do you eat fruits and/or vegetables daily? __________. Approximately how many servings? ______________

Number of times you eat per day: ____________

What beverages do you drink? (Check all that apply). Include amount per day.
· Soda ____ (per day)
· Juice ____ (per day)
· Sweet Tea ____ (per day)
· Coffee ____ (per day)

Number of times per week you eat fast food: Breakfast _______ Lunch _______ Dinner ________

Number of times ordering in/ dining out per week: _______________

Lifestyle History

Do you travel for work?  Y / N	Who does the grocery shopping/ food prep at home? _________________

Do you face barriers to cooking at home? If so, what? ________________________________________________

Exercise:
Do you exercise regularly? Y / N	If not, what prevents you from exercising? __________________________

Typical types you enjoy: ___________________________________________________________________________

Times per week: ________________	For how long: __________________

Sleep:
How many hours do you sleep at night? _______	How many times do you get up at night? ____________

Do you feel rested in the morning?  Y / N	Do you snore?  Y / N	 Have you been tested for sleep apnea?  Y / N








Social History:
	Smoking
	· Never
	· Current (_____packs/day)
	· Past
(quit ____years ago)
	

	Alcohol
	· Never
	· Occasional
	· Regularly (____drinks/day)
	

	Drugs
	· Never
	· Current
	· Past
	Type: 

	Marijuana
	· Never
	· Current
	
________Times/Day
	



Medical Assessment:

Past medical history (Check all that apply): 
	· Heart Attack
	· Angina
	· Gallstones
	· Sleep Apnea

	· High Blood Pressure
	· Stroke
	· Indigestion/Acid Reflux
	· Thyroid Disorder

	· High Cholesterol
	· Diabetes
	· Celiac Disease
	· Anxiety

	· High Triglycerides
	· Gout
	· Pancreatitis
	· Depression

	· Infertility
	· Polycystic Ovarian Syndrome
	· Cancer (List Type)
	· Seizures

	· Anorexia
	· Bulimia
	· Kidney Disease
	· Liver Disease

	· Stomach Ulcer
	· Heart Disease
	· Substance Abuse
	· Goiter

	· Glaucoma
	· Bleeding Disorder
	· Other
	



Past Surgical History:
· 
· Gastric Bypass
· Gastric Banding
· Gastric Sleeve
· Gallbladder
· Heart Bypass
· Hysterectomy
· Other: __________________________________________________________________











Current Medications
	MEDICATION NAME
	DOSAGE/ HOW OFTEN?

	
	

	
	

	
	

	
	

	
	

	
	

	
	



Do you take any additional vitamins or supplements? If so, please list. ___________________________________

____________________________________________________________________________________________________


Allergies:
Medications (please list): ______________________________________________________________

Foods (please list): ____________________________________________________________________



Circle if you currently have, or have recently had, any of the following:

Constipation		Diarrhea	Nausea/Vomiting	Bloating	 Abdominal Pain	Heartburn

Have you or anyone in your family ever been diagnosed with Medullary Thyroid Cancer or Multiple Endocrine Neoplasia Syndrome Type 2?		Yes	No



Women Only
Are you pregnant or planning to become pregnant? 	Yes	No
Are you breastfeeding? 	Yes	No



Family History:
	Obesity
	· Mother
	· Father
	· Sister
	· Brother
	· Son
	· Daughter

	Diabetes
	· Mother
	· Father
	· Sister
	· Brother
	· Son
	· Daughter

	High Triglycerides
	· Mother
	· Father
	· Sister
	· Brother
	· Son
	· Daughter

	High Cholesterol 
	· Mother
	· Father
	· Sister
	· Brother
	· Son
	· Daughter

	High Blood Pressure
	· Mother
	· Father
	· Sister
	· Brother
	· Son
	· Daughter

	Heart Disease
	· Mother
	· Father
	· Sister
	· Brother
	· Son
	· Daughter

	Anxiety
	· Mother
	· Father
	· Sister
	· Brother
	· Son
	· Daughter

	Depression
	· Mother
	· Father
	· Sister
	· Brother
	· Son
	· Daughter

	Alcoholism
	· Mother
	· Father
	· Sister
	· Brother
	· Son
	· Daughter

	Stroke
	· Mother
	· Father
	· Sister
	· Brother
	· Son
	· Daughter

	Thyroid Disorder
	· Mother
	· Father
	· Sister
	· Brother
	· Son
	· Daughter

	Cancer (specify type)
	· Mother
	· Father
	· Sister
	· Brother
	· Son
	· Daughter




With this signature, I understand and agree to the terms of the above policy. I certify that all preceding information is true and accurate. I am aware that it is my responsibility to inform the provider of my current medical and/or health conditions and to update this history if it changes. I agree to hold harmless Glow Aesthetics and its agents for any adverse reactions due to omitted information and/or misinformation on this questionnaire and/or from actions which deviate from the discussed treatment plan. A current medical history is essential for the provider to execute an appropriate treatment plan.

Client Signature: _____________________________________________	Date: ____________________

Relationship: (Circle One)	PATIENT	SPOUSE	PARENT	LEGAL GUARDIAN
