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Weight Management Medical History Form

Full Name:___________________________ Date:_____________
Address:_______________________________________________
City:_____________________ State:__________ Zip Code:___________       
Phone Number: ________________________ Date of Birth:__________ 
Email:__________________________________
Please Check Past Medical History & Family History:  
Thyroid Cancer______ Multiple Neoplasia (MEN)  2 _____ Pancreatitis _______ 
Diabetes_______ Currently Pregnant or Breastfeeding ____________
History of Depression:  _____________________
Current Medications:______________________________________________
Allergies:__________________________________________________________
Weight Loss Surgeries:______________________________________________
Describe the main reason for your visit today: ________________________________________________________________________________________________________________________________________________
________________________________________________________________________
For Clinic Use Only:

Height__________   Weight_____________ BMI_____________________
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