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WellSpan Medical Weight Management  

2339 South George Street 

York, PA 17403 
(717) 851-6207 

 

We appreciate the time you have taken to complete this form and the food log, since they 

will provide helpful information to your initial consultation.  Please complete and mail 

PRIOR to your visit date.  Thank you.  

 

Patient Information: 

 

Patient Name:____________________________________________ 

Patient Age and Date of Birth: ________________________________ 

 

Referring provider:__________________________________________ 

 

Family Doctor/Primary Care Provider:________________________ 

 Address:_____________________________________________ 

  ______________________________________________ 

Telephone: (     )_______________________________________ 

  

Please list any other doctors who take care of you: 

 

Specialist:________________________________________________ 

 Address:____________________________________________ 

   _____________________________________________ 

Telephone: (     )______________________________________ 

 

Psychiatrist/Psychologist/Therapist: 

 Address:____________________________________________ 

   _____________________________________________ 

Telephone: (     )______________________________________ 

 

At times, the staff at Medical Weight Management may need to contact your various 

providers to discuss your progress with the weight management program as well as 

ongoing medical issues.  May we have your permission to do so?  YES/NO 

 

Medical Problems/Issues (please check off all that apply) 

__Active cancer/metastatic disease  __Liver Disease 

__Current bone fractures/osteoporosis __Sensitivity to Artificial Sweeteners 

__Insulin Therapy    __Allergy to milk proteins/soy products 

__Active gastric/duodenal ulcers  __Phenothiazine therapy 

__Active Crohn’s Disease or Ulcerative Colitis 

__Untreated high uric acid levels  __Coumadin Therapy 

__Lithium therapy    __Kidney disease    

__Heart attack or stroke in the last 3 months 

__Currently pregnant    
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Name________________________________ Date of Birth__________________ 

 

Medical Problems (please circle all that apply): 

 

High blood pressure High Cholesterol Heart Problems Lung problems 

 

Asthma  Sleep apnea  Diabetes  Pre-diabetes 

 

Joint pains  Back pain  Thyroid Problems Heartburn  

 

Gout   Gallstones  Osteoarthritis  Leakage of urine 

 

Fertility problems Menstrual changes Sexual dysfunction Leg Swelling 

 

Other Medical History not listed above:______________________________________ 

 

Previous Hospitalizations and Surgeries (including previous history of bariatric 

surgery): 

 

Type/Reason Date Hospital Physician 

    

    

    

    

    

    

 

If you meet criteria for bariatric or weight loss surgery, would you be interested in 

receiving more information about the surgical program?  YES/NO 

 

Psychological History: 

 

Are you currently being treated for a psychological disorder?  YES/NO 

 

Have you ever been treated for a psychological disorder?   YES/NO 

Please explain any “YES” answers:_______________________________________ 

 

Please list past and current psychological disorders:__________________________ 

____________________________________________________________________ 

 

History of Eating Disorders (i.e Anorexia, Bulimia/Purging, or Binge Eating)? YES/NO 

If yes, please describe: __________________________________________________ 
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Name______________________________________ Date of Birth_________________ 

 

Social History: 

 

Who currently lives with you in your household? (Please include ages of all members) 

________________________________________________________________________ 

 

Who does the grocery shopping and cooking?___________________________________ 

 Is a shopping list used?  YES/NO 

 

Please circle the highest level of education you have completed: 

 

Grade School  High school/GED College Graduate school 

 

Current Occupation/Employer:_______________________________________________ 

Part time/full time? ___________ Work hours/week:_____________________________ 

 

Sleep History:  

How many hours of sleep do you get per night? _____________ 

Do you have a history of obstructive sleep apnea?  YES/NO 

Previous sleep study done? YES/NO; If yes, date of last sleep study:_________ 

CPAP required? YES/NO 

 

Quality of sleep: 

1) Do you snore loudly (louder than talking or loud enough to be heard through closed 

doors)?  YES/NO 

2) Do you often feel tired, fatigued, or sleepy during the daytime?  YES/NO 

3) Has anyone observed you stop breathing during your sleep?  YES/NO 

4) Do you have or are you being treated for high blood pressure?  YES/NO 

 

Tobacco/Alcohol/Drugs: 

 

Do you smoke:  YES/NO 

Packs/day:______for________years 

Quit:______years ago [] Never smoked 

 

Do you drink alcoholic beverages? YES/NO 

 If yes, how many drinks per week?_________ 

 

Do you use recreational drugs? YES/NO 

 If yes, which drugs?____________________________________________ 

 Quit_______years ago [] Never used recreational drugs 
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Name _______________________________ Date of birth _______________________ 

 

Family Medical History: Do weight issues run in your family? YES/NO 

 

 Alive? Medical Problems Weight issues? 

Mother Yes/No  Yes/No 

Father Yes/No  Yes/No 

Brothers Yes/No  Yes/No 

    

    

Sisters Yes/No  Yes/No 

    

    

Children Yes/No  Yes/No 

    

    

    

 

Allergies: 

 

[] No known drug allergies 

 

List any allergies you have: 

Allergy to: Reaction/Symptom 

  

  

  

  

 

Medications: 

 

Current Prescription Medications: 

Medication Dose How often Since (year) 
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Name ______________________________ Date of birth ________________________ 

 

Current Non-prescription Medications: 

(Please include vitamins, nutritional supplements, herbal supplements, etc) 

Medication Dose How often Since (year) 

    

    

    

    

    

 

Weight History: 

 

Height:__________ 

Current Weight (lbs):____________ 

 

At what age did you first have a weight problem?__________ 

Highest adult weight (in the last 5 years):_________ lbs 

Lowest adult weight (in the last 5 years):__________lbs  

Weight one year ago:_______lbs  

What do you feel your current weight issue is due to? ____________________________ 

Any life changes or recent life stressors that contributed to weight gain? _____________ 

_______________________________________________________________________ 

Why do you want to lose weight? ____________________________________________ 

 

Diet/Exercise History: 

 

Diet How long? Weight lost Reason stopped 

Alli/Orlistat    

Meridia    

Fen-Phen    

Phentermine    

Nutrisystem    

Weight Watchers    

Jenny Craig    

Curves    

Overeaters Anonymous    

TOPS    

Atkins     

South Beach    

Low-calorie diet    

Low-fat diet    

Mediterranean diet    

Slim Fast    

Health Club    
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Name:__________________________________ Date of Birth:__________________ 

 

Diet/Exercise History:  

 

Over the counter pills:______________________________________________________ 

Any other diets/medications/programs not listed:________________________________ 

What has been helpful in previous weight loss efforts? ___________________________ 

What has been the hardest part about maintaining weight loss in the past? 

________________________________________________________________________ 

 

Eating Habits (circle all that apply): 

Skip meals Eat large portions Binge eat Eat out often Uncontrollable Eating 

Eat Sweets Grazing Late night eating Eat when stressed Snacking 

 

How many meals per week do you eat at the following? 

Fast food restaurants _____ Sit down restaurants_____ Buffets____ 

Cafeteria____   Take-out (including pizza night) ____ 

 

What beverages do you drink on a typical day? (Please include all beverages and the 

amount—i.e. milk, coffee, tea, sports drinks, juice, water, alcohol, or other) 

________________________________________________________________________ 

 

Do you have specific food cravings? YES/NO 

If yes, what foods do you crave? ______________________________________ 

Are there any emotional triggers to your food cravings?  YES/NO 

 If yes, what are the triggers? __________________________________________ 

What is the most difficult time(s) of the day, which unhealthy eating habits may occur? 

________________________________________________________________________ 

What eating habits are you most motivated to change? 

________________________________________________________________________ 

 

Exercise Habits:   

Do you exercise? YES/NO 

If yes, please describe: _____________________________________________________ 

Any injuries/limitations that prevent you from exercising?  YES/NO 

If yes, please describe: _____________________________________________________  

How long can you continuously walk at any given time?  

Less than 5 min___ 5-10 min___ 10-20 min___ 20-30 min___ 30+ min___ 

What exercise goals would you like to accomplish? 
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Name ________________________________ Date of birth _______________________ 

 

Goals: 

 

Conviction 
On a scale of 0-10, how convinced are you that losing weight is important to your health? 

Please circle:   0     1     2     3     4     5     6     7     8     9     10 
       Not convinced        somewhat             Very convinced 

Confidence 

On a scale of 0-10, how confident are you that you can make changes to lose weight? 

Please circle:   0     1     2     3     4     5     6      7     8     9     10  
        Not confident        somewhat                                 Very confident 

 

I have good support from my family and friends to help with my weight loss journey: 

          YES/NO 

 

A weight loss goal of 5-10% of your current weight is considered medically significant or 

meaningful—since this will result in several health benefits.  Furthermore, a successful 

weight loss journey includes not only losing the 5-10% but also keeping it off long term.   

My weight after losing 10% is: _______________________________________ 

 

Are you interested in some of your follow-up visits to be conducted over the phone or 

through secure messaging (i.e. non- face to face visits)?  YES/NO 

 

The above information is accurate and complete to the best of my knowledge: 

 

 

Patient Signature_______________________________ Date_____________________ 

 

 

Provider Signature_____________________________  Date_____________________ 


