New Patient Information

Personal Information

Last Name_____________________________________
First Name ______________________________
 

Middle Initial _______     Birth Date_____________
Today’s Date ____________________________

Mailing Address_________________________________________________________________________

City_______________________________________________ State___________  Zip ________________ 


E Mail Address









Home Phone__________________________ May we leave a message at this number? Yes____   No____

Alt Phone_____________________________ May we leave a message at this number? Yes____   No____

Occupation / hours per week






 

Emergency Contact_____________________  
Relation to Patient____________

Phone__________________________  
E-mail Address__________________________  

Medical Providers

Who is your health care provider?








Name:










Health Information

Primary Health concerns: _________________________________________________________________


Past Hospitalizations: ____________________________________________________________________

Past Surgeries: _________________________________________________________________________

Current Medications: _____________________________________________________________________

Current Supplements/vitamins: _____________________________________________________________

Allergies (foods/environmental) _____________________________________________________________


*Allergies – medical (drugs) ________________________________________________________________


Exercise (type/hours per week) _____________________________________________________________

Do you smoke?   Yes_____   No_____    Packs/day ______   How many years of smoking? ________


Do you drink Caffeine?  Yes_____   No_____       

Do you consume alcolhol? Yes_____   No_____    Drinks/(day or week) ______________________________

Nutrition / Diet

Do you follow a particular diet (Describe)? ____________________________________________________

Have you gained/lost weight recently? Describe: _______________________________________________


Name weight loss programs or diets you have tried? ____________________________________________

Which type of diet was the most successful for you? ____________________________________________ 

Please list foods you eat regularly for:       


Breakfast_______________________________________________________________________

Lunch__________________________________________________________________________

Dinner _________________________________________________________________________

How much water do you drink each day?_____________________________________________________

Do you add Immitation sugars to your food and drinks?__________________________________________

Do you eat and drink diet products with Immitaion sugars already added?____________________________

How many pounds you would like to lose on the HCG Diet Center Program __________________________

Are you aware that inch loss is one of the most important results of the Diet Center 

weight loss program?   Yes_____   No_____

Lifestyle Profile (include history where appropriate):

Exercise: 

Hours of work per day/week: (Example: yoga 1 hr 4x/wk) – list all

Sleep: 

How many hours/night?

What time do you go to bed?

Do you fall sleep easily?

What time do you get up?

Do you wake up and go back to sleep, how often, why?

Do you feel rested in the morning?

Please explain any other sleep issues:

Relaxation: What do you do to relax?

Constitutional Profile:

Energy level:


What is your general energy level (1 to 10, 10 being most energetic)?

Does your energy vary during the day?  Yes □      No □  If yes, please explain:

Breathing:  

Do you have any problems with breathing whether diagnosed or not?

Digestive:

Bowels: 

Do you suffer from regular constipation or diarrhea (explain)?

Do you have any other digestive health issues (explain)?

Please Check All Conditions, Past or Present

Past  Present




           Past  Present

	θ  
θ
Headaches
	θ  
θ
Scoliosis

	θ  
θ
Pain
	θ  
θ
Neck Pain

	θ  
θ
Fatigue
	θ  
θ
Back Pain

	θ  
θ
Fever
	θ  
θ
Shoulder Pain

	θ  
θ
Night Sweats
	θ  
θ
Leg pain

	θ  
θ
Insomnia
	θ  
θ
Spasms/Cramps

	θ  
θ
Stress
	θ  
θ
Tendonitis 

	θ  
θ
Rash /skin problems
	θ  
θ
Numbness/Tingling

	θ  
θ
Arthritis/stiff/painful joints
	θ  
θ
Sciatica/Shooting pain

	θ  
θ
Osteoporosis
	θ  
θ
Heart Disease

	θ  
θ
Bladder/Kidney 
	θ  
θ
Stroke

	θ  
θ
Cancer
	θ  
θ
Blood Clots

	θ  
θ
Gas / Bloating
	θ  
θ
High Blood Pressure

	θ  
θ
Abdominal Pain
	θ  
θ
Chest Pain

	θ  
θ
Constipation / Diarrhea
	θ  
θ
Shortness of Breath

	θ  
θ
Thyroid dysfunction
	θ  
θ
Asthma/Allergies /Hay fever

	θ  
θ
Diabetes
	θ  
θ
Dizziness

	θ  
θ
Pregnancy
	θ  
θ
Infection

	θ  
θ
PMS /menstrual problems
	θ  
θ
Disc Problem

	θ  
θ
TMJ or Jaw pain
	θ  
θ
Heart murmur

	θ  
θ
Depression
	θ  
θ
Epilepsy / seizures

	θ  
θ
Anxiety
	θ  
θ
Gout


Family History- major health problems (cancer, cardiovascular disease, obesity, diabetes, osteoporosis, depression.)

Father_________________________________________________________________________________

Mother________________________________________________________________________________

Siblings________________________________________________________________________________

The confidentiality, security and privacy of your personal health information is important to us.  Please see our privacy statement for details. (attached)

By signing below I state that I have fully read over and filled out the above health history questionnaire truthfully and accurately. 

Signature_______________________________
Date _______________   

How did you hear or learn about our HCG Diet Center Program?

Referred by: Friend_____________  Family_____________  Co-Worker_____________  Other__________

Internet search: Please circle one:   Google_____    Yahoo_____    MSN_____

Do you know of anyone who has lost weight on the HCG Diet Center program?  Yes____   No____

Have you read any of the book “The Weight Loss Cure” by Kevin Trudeau  Yes____   No____

Have you read “Pounds and Inches. The New Approach to Obesity” by Dr. Simeons? Yes___   No___ 
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Name _________________________________

Date ______________________
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