
Height:_______
Weight:_______#
BMI:______
       IBW:______+/- 10%
   Goal  Wt:______#
Heaviest Weight:________#
When:________     Lowest Weight (since 21):_________#      When:_________
Childhood Weight: 
Under

Over

Average


Reasons for Obesity:________________________________________________________________________
History of Eating Disorders: (Anorexia/Bulemia/Binge Eating:_______________________________________
_________________________________________________________________________________________
How Obesity Impacts You Life/Comfort:________________________________________________________
Current Pant Size:_________
Goal Pant Size:__________      Current Shoe Size:__________
 
Pertinent Medical Hx:________________________________________________________________________
Pertinent Current Meds:______________________________________________________________________
	Weight Loss Program(s)
	     Date/Year
	        Duration
	         Result
	Weight Re-gain

	“Weight Watchers”
	
	
	
	

	“Jenny Craig”
	
	
	
	

	“NutriSystem”
	
	
	
	

	“Atkins”
	
	
	
	

	“South Beach”
	
	
	
	

	Optifast”
	
	
	
	

	Prescription Meds
	
	
	
	

	Exercise Programs
	
	
	
	

	“Slimfast” Shakes
	
	
	
	

	Nutritionist
	
	
	
	

	Fasting
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Medical Conditions/Co-Morbidities

Diabetes
Hyperlipidemia 
Hypertension

Arthritis
Heart Disease
Sleep Apnea

___________

__________
Family History of obesity or any of above chronic diseases?_____________________________
Exercise:
Type:______________________________________________________________ Duration:______________     Frequency:_____________ 

Favorites Pastimes:_____________________________________________________________ 


How often?____________________

Goal Activities:________________________________________________________________
Food Allergies/Intolerances:______________________________________________________

“Downfall” Foods:_____________________________________________________________

How often do you eat/do the following?


Fast Foods:__________
Dine Out:_____________ 
Fried foods​:_______________


Butter:_____________
Mayonnaise:___________
Salad Dressing:____________


Oil:_______________
Margarine:____________
Ice Cream:________________


Cookies:___________
Candy:_______________
Chocolate:________________


Chips:_____________
_____________________
_________________________

Favorite Beverages: Water

Diet Drinks
Juice
Regular Soda


Fruit Drinks
Milk ______
Coffee
Hot Tea
Sweet Tea

Iced Tea
      Flavored Milk
Flavored Coffee
Smoothie


Alcohol
    Type:________________________    Amount:_____________________
Eating Pattern:


Skip Breakfast
3 Meals

Grazing - when? _________________


Evenings

Weekends
Solitary


Favorite Starches:


Breads

Pasta

Potatoes
Rice
Cereals/Grits
Food Habits:


Daily Fruit & Vegs
Cheese/Yogurt/Milk







Chicken, White Fish, Beef, Lamb, Pork, Beans, Eggs, Tofu, or Nuts
Daily
Daily Pattern:

First thing eaten every week day? ________________
Weekend?________________

Other:______________________________________________________________________

_____________________________________________________________________________

Typical:


Breakfast:


_______________________________

______________________________

_______________________________

______________________________


_______________________________

______________________________


_______________________________

______________________________

Lunch


_______________________________

______________________________

_______________________________

______________________________


_______________________________

______________________________


_______________________________

______________________________


Dinner


_______________________________

______________________________


_______________________________

______________________________


_______________________________

______________________________


_______________________________

______________________________

Analysis: CHO______gm ______%
Pro______ gm______%`  Fat______gm  ______%


(Computer Analysis)
Initiate: 11/07

Review/Revise: 1/08
Highlands Regional Medical Center


Lap Band Weight Loss Surgery Program


Initial Nutritional Assessment





Date:________  RD:_________


Name:____________________


Patient #:__________________


DOB:_______            Age:____











