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KAISER PERMANENTE

Medical Weight Management Program
Pre-Program Questionnaire

In order to assist you in the difficult endeavor of weight management, we need certain information. We keep all
information confidential and only use it to determine what additional support, if any, may be helpful to you.

Date
Name Medical Record Number
Address 1 Phone Number
Address 2 e-mail
BACKGROUND
1. Sex: [] Female [] Male Height (w/o shoes) Weight:
2. Occupation: Age:
3. Name of Primary Care Physician: Facility:
4. On a scale of 1 to 10, how satisfied are you with your current employment? (circle one)

10.

I ]

1 2 3 4 5 6 7 8 9 10
Very Dissatisfied Very Satisfied
This is my attempt at losing weight with a meal replacement diet.
What is the largest amount of weight you've ever lost? Ibs
How long did you go before starting to regain? months/years

What reasons may have contributed to your weight regain?

What is the most you have ever weighed?
Ibs. at yrs. old

What is the lowest weight, after age 21, which you maintained for at least one year?



Ibs. at yrs. old

11. Have you ever had any significant physical symptoms or emotional reactions while attempting to lose
weight or after losing weight?

[ Yes ] No

If yes, please describe your symptoms or reactions, when they occurred, and the type of professional
help you sought if any.

12. Have you ever been treated by a psychiatrist and/or psychologist?
[] Yes [ ] No Dates of Treatment:

13. How did you hear about this program?

[ ] Program brochure [] Friend/family member

[ ] Medical Weight Management website [] Your primary care provider

[ ] Mailed marketing materials/letter [] Medical Weight Management physician
[] In-facility flyers/posters [] Other physician

] Word of mouth [] Other (specify: )

14. Why did you choose this program?

PERSONAL HEALTH

Please list your health problems/health diagnoses

CURRENT MEDICATIONS

Please list your current medications (prescription and non-prescription)

Name Strength How Often Reason for Taking




WEIGHT LOSS GOALS

15.

How much weight do you hope to lose in this program? Ibs

SELF-PERCEPTIONS

16. Can you comfortably accept compliments about weight loss? L] Yes ] No
17. Can you comfortably accept compliments from other people? L[] Yes ] No
18. How do you think your life will change if you lose enough weight?
USE OF OTHER SUBSTANCES
19. Do you smoke cigarettes? ] Yes 1 No

a. How many cigarettes per day?
20. How much alcohol (e.g., wine, beer, mixed drinks) do you drink in a day?
21. Have you used street drugs in the past? [ ] Yes ] No
22. Are you presently using street drugs? ] Yes ] No
PHYSICAL ACTIVITY
23. Is there any physical activity you engage in regularly? [ ] Yes ] No

a. Please describe it:

b. On ascale of 1 to 10, how much do you enjoy this activity? (circle one)

f ]

1 2 3 4 5 6 7 8 9 10

Really hate to do it Really enjoy it a lot

FAMILY HISTORY

24,

Who lives with you in your adult household? Specify their relations if not obvious.




25.  Are you currently: (circle one)

] Single [] Widowed
[ ] Married [ ] Separated
] In a Partnership [ ] Divorced

[] Live-in Relationship

26.  Who will support your efforts to lose weight?

27.  Who will hinder your efforts to lose weight?

28. Do you have someone with whom you share your innermost thoughts and feelings?

[] Yes[ ] No If yes, who?

GROUP PARTICIPATION

29. Onascale of 1 to 10, how comfortable do you think you will feel discussing your eating and exercise habits
with people in your group? (circle one)
f ]
1 2 3 4 5 6 7 8 9 10
Very Uncomfortable Very Comfortable

30. s there anything about being in a group that worries you? [] Yes[ ] No
If yes, please describe briefly below.

31. Please use the space below to discuss any other information you think is important to understanding your
weight problem or your successful participation in the program

32. If you are undecided about joining the program, may we contact you? [] Yes ] No

33. If you are undecided, what is the main reason for your indecision?

] Not ready ] Upcoming vacation
[] Cannot afford program [] Personal
[] Medical [] Other
34. If yes, when would you like us to follow up with you? weeks/months
Signature



