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Name:___________________________________________________________________Date:_____________
	WEIGHT HISTORY QUESTIONAIRE

	Height
	
	Blood Pressure
	

	Current Weight
	
	Goal Weight
	


1. What is your maximum weight? ________ How long ago? _____________________________________
2. What type of diet programs have you been on? _____________________________________________
________________________________________________________________________________
3. If you took phen/phen how long did you take it? ____________________________________________
4. Did you have any cardiac problems/lung problems after phen/phen? _____________________________
5. Do you have a family history of obesity/diabetes/cancer? _____________________________________
6. Do you have regular bowel movements? ___________________________________________________
7. When you exercise, do you normally sweat? _______________________________________________
8. Have you ever had an eating disorder such as bulimia or anorexia? _______________________________
9. What do you think your weight should be? ________________________________________________
10. Where do you usually gain weight? ______________________________________________________
11. Have you been tested for insulin resistance? ______________________________________________
12. Are you a compulsive over-eater? ______________________________________________________
13. Do you eat from boredom? ___________________________________________________________
14. How many times per week do you exercise? _______________________________________________
15. Do you have a thyroid disorder or other endocrine abnormality? ________________________________
16. Do you eat regularly? ________________________________________________________________
17. How much water do you usually drink? ___________________________________________________
18. Do you have constant rashes or chaffing because of excessive fat tissue? _________________________
19. Do you have or have you ever abused laxatives? ____________________________________________
20. Do you snack between meals? _________________________________________________________
21. Do you suffer from (circle all symptoms) headaches, swollen ankles, rheumatic pains, and breathlessness?__
22. Do you have stretch marks on your body? ________ If yes, where? _____________________________
23. Have you ever been told you are insulin resistant? __________________________________________
24. Have you ever had elevated blood glucose? _______________________________________________
25. How many hours do you sleep at night? __________________________________________________
