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New Patient Weight Loss Intake Form

Name: Date:

Street Address:

City: State: Zip:
Home Phone: Cell Phone:

Email Address:

Sex: M_|H | Birth Gender: M[JH_] Birth date: Height: Weight:
Race (ie. White, Asian, African American): Hispanic or Latino: o0 Yes 0O No
Marital Status: o Single o Married o Widowed 0 Separated o Divorced

Occupation:

How did you hear about us?

Primary Care Physician: Phone:

Emergency Contact: Phone: Relationship:

Health and Wellness History

Has your doctor advised you to lose weight?

Do you have any dietary restrictions? ‘ oYes o No
Please explain:

How often do you exercise? What type of exercise?

Do you feel stressed? ‘ oYes o No
Please explain:

Check ALL that apply to you: o Pregnant o Might Be Pregnant 0 Breast Feeding
0 Currently Undergoing Chemotherapy

Please answer the following questions honestly so we can do our best to help you reach your goals.
What changed that caused the weight gain (if anything)?

What'’s the main reason you are seeking treatment at this time?

What are your goals about weight control and management?

What do you consider to be your ideal weight?

When was the last time you were at your ideal weight?

How much weight do you want to lose?

How many times a year do you diet?

What is the hardest part about managing your weight?
What have you tried in the past that has failed?
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Please check all previous programs that you have tried in order to lose weight. Indicate dates and

length of and any current medications:

Program Date

Medication

Dose/Freq.

Weight Watchers

Liquid Diets

Keto Diet

Diet Pills (Phen-Fen)

Nutrisystem/Jenny Craig

Surgery

Have you maintained weight loss for up to a year with any of these programs?

What did NOT work for you about these programs?

What has been your lowest and highest

weight as an adult?

What's more important, fast or permanent?

How fast do you want to be slim, trim and fit?

What would stop you from a weight loss program?

Do you binge eat?

o Yes

o No

Do you suffer from uncontrollable cravings?

oYes

o No

Do you feel that food controls you?

o Yes

o No

Do you eat because of your emotions?

o Yes

o No

Do you eat between meals?

o Yes

o No

What do you choose to eat between meals?

Do you feel that your eating behaviors are normal?

o Yes

o No

Briefly describe your daily eating behaviors:

Does your family support your weight loss efforts?

o Yes

o No

Can you remember being at your ideal weight?
What do you remember most about it?

o Yes

o No

Commitment to weight loss: (please rate):

low)1 2 3 45 6 7 8 9

10 (high)




List of current medications/Supplements:

Name of Medication Dosage How Often

Please list all known Drug and Food Allergies/Sensitivities

Drug Name/Food Name: Reaction:
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Check ALL medical conditions that you may have had or currently have now:

Other:

[ ] ADD/ADHD
D Alcholism
D Allergies

D Anemia

|:I Anxiety
DAsthma

|:I Arthritis

Q Cancer

Q Celiac Disease
Q Chronic Fatigue
Q Depression
Q Diabetes

Q Emphysema
Q Epilepsy

D Fibromyalgia
[ Gall Bladder
D Heart Attack
D Hepatitis

Q High Blood Pressure
Q High Chlosterol
Q HIV/AIDS
[iss

Q Kidney Stones
Q Lyme Disease
Q Lupus

Q Migraines
gThyroid

Q Vertigo

Alcohol Use? /

Tobacco Use? /

Amount:

i ly/s{ |y

r/Form moker PPD

How many years?



AUTHORIZATION & NOTICE OF PRIVACY PRACTICES

| understand that my private healthcare information is protected under HIPPAA Privacy Regulations.
May we leave a detailed message for you on your answering device? Yes No
May we send text messges to you on your anwering device? Yes No

| fully understand that my signature is consent and authorization to be examined by Enlightened Medical Care.

| understand that my entire patient history will remain completely confidential and will not be released
without express written consent from me.

Patient Signature Date

CANCELLATION AND NO-SHOW POLICY

We understand that situations arise in which you must cancel your scheduled appointment. It is therefore
requested that if you must cancel your appointment you provide a 24 hour notice. Appointments which are
cancelled within less than 24 hour notice may be subject to pay the full balance owed at the time of cancellation.
Cancellation and no show fees are the sole responsibility of the patient and must be paid in full before the
patient’s next appointment.

We understand that unavoidable circumstances may cause you to cancel with less than a 24-hour notice, fees may
be waived upon management approval.

Our practice firmly believes that good physician/patient relationships are based upon understanding and good
communication. Questions about cancellation and no show fees can be directed to the front desk at

(937)859-5864.

ANNUAL FEE

| understand that Enlightened Medical Care charges as annual fee of $280.00 for certain insurance carriers. This
payments runs fiscally from June to June. A minimum of $50 payments may be made at a time.

Please sign that you have read, understand and agree to this cancellation and no-show policy.

Patient Name (Please Print) Date

Signature of Patient Date
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PATIENT HEALTH QUESTIONNAIRE & GENERAL ANXIETY DISORDER
(PHQ-9 and GAD-7)

DATE: PATIENT NAME: D.OB.:

Over the last 2 weeks, how often have you been bothered by any of the following problems?
Please circle your answers.

PHQ -9 Not Several More then Nearly
at all days half the days every day

1 - Little interest or pleasure in doing things. 00 10 20 30

2 - Feeling down, depressed, or hopeless. 00 10 20 30

3 - Trouble falling asleep, or sleeping too much. 00 10 20 30

4 - Feeling tired or having little energy. 00 10 20 30

5 - Poor appetite or overeating. 00 10 20 30

6 - Feeling bad about yourself - or that you are a 0 @ 1 O 2 @ 3 @
failure or have let yourself or your family down.

7 - Trouble concentrating on things, such as 00 10 20 30
reading the newspaper or watching television.

8 - Moving or speaking so slowly that other people 0O 10 20 30

could have noticed. Or the opposite - being so
fidgety or restless that you have been moving
around a lot more than usual.
9 - Thoughts that you would be better off dead, 00 10 20 30
or of hurting yourself in some way.

Add the score for each column

Total Score (add your column scores):

If you checked off any problems, how difficult have these made it for you to do your work, take care of things of home, or get
along with other people? (Circle one)
O Not difficult at all () Somewhat difficult (Very difficult (OExtemely difficult

Over the last 2 weeks, how often have you been bothered by any of the following problems?

GAD-7 Not at Several Over half Nearly
at all sure days the days every day
1 - Feeling nervous, anxious, or on edge. 00 10 20 30
2 - Not being able to stop or control worrying. 00 10 20 30
3 - Worring too much about different things. 00 10 20 30
4 - Trouble relaxing. 00 10 20 30
5 - Being so restless that it's hard to sit still. 00 10 20 30
6 - Becoming easily annoyed or irritable. 00 10 20 30
7 - Feeling afraid as if something awful 00 10 20 30

might happen.

Add the score for each column

Total Score (add your column scores):
If you checked off any problems, how difficult have these made it for you to do your work, take care of things of home, or get
along with other people? (Circle one)
O Not difficult at all O Somewhat difficult QOVery difficult O Extemely difficult

8371 Yankee Street, Dayton, OH 45458
Copyright © 2024, Enlightened Medical Care dba Asthma & Respiratory Center of South Dayton Ohio



	Street Address: 
	Home Phone Cell Phone: 
	Email Address: 
	Hispanic or Latino: Off
	Widowed: Off
	Separated: Off
	Divorced: Off
	Occupation: 
	How did you hear about us: 
	Has your doctor advised you to lose weight: 
	undefined: Off
	Pregnant: Off
	Might Be Pregnant: Off
	Breast Feeding: Off
	Currently Undergoing Chemotherapy: Off
	What changed that caused the weight gain if anything: 
	Whats the main reason you are seeking treatment at this time: 
	What are your goals about weight control and management: 
	What do you consider to be your ideal weight: 
	When was the last time you were at your ideal weight: 
	How much weight do you want to lose: 
	How many times a year do you diet: 
	What is the hardest part about managing your weight: 
	What have you tried in the past that has failed: 
	Weight Watchers: 
	Liquid Diets: 
	Keto Diet: 
	Diet Pills PhenFen: 
	NutrisystemJenny Craig: 
	Surgery: 
	Have you maintained weight loss for up to a year with any of these programs: 
	What did NOT work for you about these programs: 
	What has been your lowest: 
	and highest: 
	Whats more important fast or permanent: 
	How fast do you want to be slim trim and fit: 
	What would stop you from a weight loss program: 
	Do you binge eat: 
	undefined_2: Off
	Do you suffer from uncontrollable cravings: 
	undefined_3: Off
	Do you feel that food controls you: 
	undefined_4: Off
	Do you eat because of your emotions: 
	undefined_5: Off
	Do you eat between meals: 
	undefined_6: Off
	What do you choose to eat between meals: 
	Do you feel that your eating behaviors are normal: 
	undefined_7: Off
	Briefly describe your daily eating behaviors: 
	Does your family support your weight loss efforts: 
	undefined_8: Off
	undefined_9: Off
	Name of Medication 1: 
	Name of Medication 2: 
	Name of Medication 3: 
	Name of Medication 4: 
	Name of Medication 5: 
	Name of Medication 6: 
	Name of Medication 7: 
	Name of Medication 8: 
	Name of Medication 9: 
	Name of Medication 10: 
	Name of Medication 11: 
	Dosage 1: 
	Dosage 2: 
	Dosage 3: 
	Dosage 4: 
	Dosage 5: 
	Dosage 6: 
	Dosage 7: 
	Dosage 8: 
	Dosage 9: 
	Dosage 10: 
	Dosage 11: 
	How Often 1: 
	How Often 2: 
	How Often 3: 
	How Often 4: 
	How Often 5: 
	How Often 6: 
	How Often 7: 
	How Often 8: 
	How Often 9: 
	How Often 10: 
	How Often 11: 
	Drug NameFood Name 1: 
	Drug NameFood Name 2: 
	Drug NameFood Name 3: 
	Drug NameFood Name 4: 
	Drug NameFood Name 5: 
	Drug NameFood Name 6: 
	Drug NameFood Name 7: 
	Drug NameFood Name 8: 
	Reaction 1: 
	Reaction 2: 
	Reaction 3: 
	Reaction 4: 
	Reaction 5: 
	Reaction 6: 
	Reaction 7: 
	Reaction 8: 
	Other 1: 
	Other 2: 
	Amount: 
	PPD: 
	May we leave a  detailed message for you on your answering device   Yes: 
	No_11: 
	May we send text messges to you on your anwering device   Yes: 
	No_12: 
	Date: 
	Patient Name Please Print: 
	Date_2: 
	Date_3: 
	Text107: 
	Text108: 
	Text109: 
	Text110: 
	Text111: 
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Text116: 
	Text117: 
	Text118: 
	Text119: 
	Text120: 
	Text121: 
	Text122: 
	Text123: 
	Text124: 
	Text125: 
	Text128: 
	Text129: 
	Text131: 
	Check Box132: Off
	Check Box133: Off
	Text134: 
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Check Box144: Off
	Text145: 
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Text151: 
	Check Box152: Off
	Check Box153: Off
	Check Box154: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Check Box164: Off
	Check Box165: Off
	Check Box166: Off
	Check Box167: Off
	Check Box168: Off
	Check Box169: Off
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Date Pg 6: 
	Patient Name Pg 6: 
	DOB Pg 6: 
	Interest: Off
	Depression: Off
	Sleep: Off
	Energy: Off
	Appetite: Off
	Dissapointment: Off
	Concentration: Off
	Restlessness: Off
	Dread: Off
	Score P6-1: 
	Score P6-2: 
	Score P6-3: 
	Score P6-4: 
	Total Score P6-1: 
	Problems P6-1: Off
	Anxiety: Off
	Worry: Off
	Worry2: Off
	Relax: Off
	Restlessness2: Off
	Irritable: Off
	Dread2: Off
	Score P6A: 
	Score P6B: 
	Score P6C: 
	Score P6D: 
	Total Score P62: 
	Problems P62: Off


