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Medicare Weight Loss Program

Intake Form- Preliminary Visit

Date___________

  



DOB:___________________

Name____________________________________________
Gender:   M  or  F

Mailing Address_________________________________________                      

City                                          ______        State____              _ Zip Code_______________                  
Preferred Daytime Phone #___________________________

Email____________________________________________

Medical Provider___________________________________

Assessment

Ht:____ft_____in

Wt:


lbs

BMI_______________

BP______/__________mm/Hg
Current Medications:



























Smoking history: 
□ nonsmoker 
□ current smoker
         □ former smoker

  Interest in Quitting:  Y or N    Cessation Plan:_____________________
ETOH Use__________________        Drug use_____________________
Allergies














Weight History:  Highest Weight______________ Lowest Weight_______________

Previous Attempts at Weight Loss

























Usual Eating Pattern:

	Breakfast
	Lunch
	Dinner

	
	
	


How often do you eat in restaurants?________________________________

Are you a stress eater?_____________________________________

MEDICAL HISTORY:

□ Diabetes, Type I or Type II

□ Heart Disease

□ Lung Disease

□ Cancer

□ Joint Problems

□ High Blood Pressure (Hypertension)
□ Sleep Apnea



□ High Cholesterol and/or High Triglycerides

Surgical History:





























Exercise History:














Have you ever been told by a physician that you should NOT exercise?  Y    N
Individual Goals

What are your goals for this program? ________________________________________________________________________________________________________

Why is this important to you? ________________________________________________________________________________________________________

Readiness
Check the statement that best describes where you are today with your plan:

 FORMCHECKBOX 
 I am thinking about it

 FORMCHECKBOX 
 I have started doing it

 FORMCHECKBOX 
 It is a regular part of my life

Possible barriers: ________________________________________________________________________________________________________
Health Goals:   The Medicare Weight Loss Program goals include a 6.6 pound weight loss at 6 months and the accumulation of 150 minutes of physical activity per week.  Some of the ways we will accomplish these goals include:

1. Writing down everything we eat and drink

2. Recording exercise minutes

3. Measuring food portions

4. Recording the number of fat grams in our food

5. Recording our weight

6. Planning and shopping for healthy food choices

7. Making physical activity a priority in our lives

Willingness
Check the statement that best describes how willing you are to do the above activities on a regular basis.
 FORMCHECKBOX 
  I am willing to try to do all the activities

 FORMCHECKBOX 
  I am willing to try to do some of the activities

 FORMCHECKBOX 
  I am not willing to do those things

Participant’s Signature__________________________________

Lifestyle Coach’s Signature_____________________________
· Physician clearance required based on:

· No Physician clearance required 
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