Patient Intake Form 
	Name 
 
	 

	Date of birth 
 
	 

	 
Last 4 of SSN 
	 

	Address 
 
City 
	State 
 
Zip 

	Phone  
 
	 

	Email 
 
	 

	Occupation 
 
	 

	Preferred pharmacy (Include city) 
 
	 

	 
Allergies 
	 


 
Weight History 
 
	Age 
	 

	Gender 
 
	 

	Age of onset of weight gain 
 
	 

	Highest weight 
 
	 

	Desired weight 
 
	 

	Weight increased over: 
	 

	Years yes 
	 

	Months 
	 


 
 
Weight gain started because of: 
· Decreased activity 
· Stress 
· Marriage/divorce 
· Illness 
· New job 
· Pregnancy 
· Menopause 
· Relocation 
· Retirement 
· Anxiety 
· Depression 
· Other 
· sweets 
 
Previous weight loss attempts 
· Dieting 
· Medications 
· Phentermine  
· Injections o Liraglutide (e.g., Saxenda) o Semaglutide (e.g., Wegovy) o other 
 
 
Surgery 
· Roux-en-y gastric bypass 
· Gastric sleeve 
· Gastric band 
 
Reason weight loss is desirable 
· Fit into clothes 
· Look better 
· Feel better, more energy 
· Be healthier has a bad knee 
· Live longer 
· FOR BETTER MOBILITY 
 
Eating pattern 
· Skip breakfast or lunch GRAZES CONSTANTLY, SWEETS AND CHIPS 
· Snacks in between meals 
· Snack after dinner 
 
Binge eating  
 
· Carbs more than protein 
· Protein more than carbs 
· Sodas DIET 
· Sweetened beverages (including tea) 
· Alcoholic beverages each week 
· 1-3  
· 3-5 
· 5-7 
 
 
Sleep History 
 
	Number of hours 
	5 hours or fewer 

	Shift work (work at night often) 
	 

	Snoring 
	 

	Sleep apnea 
	 

	Sleepy during the day 
	 

	Sometimes I wake up and eat something 
	 

	Wake up often 
	 

	Hot flashes 
	 


 
Past Medical History 
 
	Prediabetes 
	 

	Diabetes 
	 

	Gestational diabetes 
	 

	 
	 

	Heart disease 
	 

	High blood pressure 
	 

	High cholesterol 
	 

	Thyroid disease 
	 

	Thyroid cancer 
	 

	MEN2 disease 
	 

	arthritis 
	 

	Kidney disease (STONES?) 
	 

	Liver disease 
	 

	Fatty liver 
	 

	Pancreatitis 
	 

	Gallbladder disease 
	 

	Gastrointestinal disease 
	 

	Irritable bowel syndrome 
	 

	Crohn’s disease 
	 

	Gastric reflux 
	 

	Chronic fatigue 
	 

	Fibromyalgia 
	 

	Anxiety 
	 

	Depression 
	 

	 
	 

	Sleep apnea 
	 

	Easy bruising 
	 

	Cancer 
	 


Physical activity 
· Exercise 
· No  
· Yes 	1-2 x week.  	3-5 x week 
· Sit-down job 
· Steps each day  
· < 3,000 
· 5,000 or more 
· Weight training 
· No  
· Yes 1-2 days per week , at least 
 
Past surgical history 
· Heart surgery 
· Hysterectomy 
 
Medications 
	Medications 
	Frequency and dose 
	Indication for medications e.g. high blood pressure 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 


 	 
· Hormone replacement (check if apply)
·  o Estrogen 
o Estrogen and progesterone 
 
 
Family History 
	 
	mother 
	father 
	brother 
	sister 
	grandparents 

	Diabetes 
	 
	 
	 
	 
	 

	Hypertension 
	 
	 
	 
	 
	 

	Increased cholesterol 
	 
	 
	 
	 
	 

	Thyroid disease 
	 
	 
	 
	 
	 

	Cancer 
	 
	 
	 
	 
	 

	obesity 
	 
	 
	 
	 
	 


 
 
Social History 
	Smoking 
	 

	Menstrual cycles present 
	 

	Contraception: vasectomy, birth control pills or IUD or. other 
	 


 
 
 
  	 

Consent Form 
 
Weight Loss Program Consent Form 
 
I      	 	 	 	 	 	 	, authorize Henry Bohler, M.D., to help me in my 
weight-reduction efforts.  I understand that my program may consist of a balanced-deficit diet, a regular exercise program, instruction on behavior modification techniques, and may involve the use of anti-obesity medications.  Other treatment options may include a very low-calorie diet or a protein-supplemented diet.  I further understand that if medications are used, they have been used safely and successfully in private medical practices with experienced obesity medicine specialists as well as in academic centers for periods exceeding those recommended in the product literature. 
 
I understand that any medical treatment may involve risks as well as the proposed benefits.  I also understand that there are certain health risks associated with having excess weight or obesity.  Risks of this program are usually temporary, reversible, and may include but are not limited to nausea, vomiting, diarrhea, acute pancreatitis, gallbladder-related disorders, infections and risk of weight regain (other less common side effects: New England J of Medicine384;11, March 2011).  Risks associated with remaining overweight are high blood pressure, diabetes, heart attack and heart disease, arthritis of the joints, including hips, knees, feet and back, sleep apnea, and sudden death.  I understand that these risks may be modest if I am not significantly overweight but will increase with additional weight gain over time. 
 
I understand that much of the success of the program will depend on my efforts and that there are no guarantees that the program will be successful.  I also understand that obesity is a chronic, lifelong condition that may require changes in eating habits and permanent changes in behavior to be treated successfully.  
I have read and fully understand this consent form and it has been fully explained to me.  My questions have been answered to my satisfaction. 
 
 
Patient’ name (printed) 
 
 
 
 _______________________________________ 
 
 
 
Patient’ Signature 
 
 
 
________________________________________ 
 
 
