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Lolien Medical Aesthetics and Wellness
Weight Loss Intake Form

PATIENT DEMOGRAPHICS

DATE: 



Patient Name: (Last)_____________________(First)__________________________				      

 E-mail:_______________________________________					

Patient Address: ___________________________ 	City  ______________________ 

                                 State_________________________	Zip___________________			 

Home Phone:________________________	Cellular: ________________________ 						 

Birth date:____________________________	Age:_______________Sex:	M	F



Employment Information:

Patient Employer:_________________________	Occupation: _______________________ 

Employer Address: __________________ City:________________________State:_______
  
Zip___________________  	  

Work Phone:______________________________	 	 





In Case of Emergency:

Name:	Relationship:

  		                 

Phone:________________________________

  				   

		  

Primary Care Physician:___________________________Phone:_____________________________  			



Referred by:____________________________________

When did you first become overweight? Age or year? 














How did your weight gain start? Describe any circumstances, Tell me YOUR story


















Does your weight fluctuate a lot? 












What do you do to be physically active?














What do you think is the cause of your weight problem?














Your present weight:

Your goal weight:  

What was your highest weight? When?



What was your lowest weight?When?




If Applicable Are you Postpartum ? If Not When was your last child?




   	
Have you ever stayed the same weight for 10 years or more?	Yes     /      No

Have you attempted to lose weight before?                Pounds lost: ______ 	

How long did it take? 


 	

Describe previous methods of weight loss (e.g. diets, pills, supplements, lifestyle modifications, injections, hypnosis,  acupuncture etc.)














Where and when do you do most of your overeating?ie getting home from work or right before bed













Do you feel you have any gut issues or food sensitivities? If you're not sure, does your stomach bother you after you eat certain things?












Please make any comments that you think might be helpful:














Do you have a current diet/exercise routine that you follow? Please write specifics 













· To be a candidate for phentermine your blood pressure should be controlled, you cannot have any history of heart disease, diabetes on insulin ( you can be on oral medications)., glaucoma, and you cannot be on any other controlled substances ie opioids, stimulants, anxiety meds etc. 
· You also cannot be taking any medications for anxiety/depression 
· You will have to limit the use of caffeine and must refrain from drinking alcohol while on this medication 
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