
 
Weight Loss Program 

 

Nurse Use Only: BP:____ HR: ____ HT: ____WT: ____ 
 

Patient's Name: _________________________________________ Date of Birth: __________ Sex: M   F 
 

SS# (for insurance purposes only):  ______________________ 

 
Address: __________________________________ City: _________________ State: _____ Zip Code: ________ 

 
E-mail Address: ______________________ Home#: _____________________ Cell #: ____________________ 

 

Work #: ___________________ Marital Status: _____________ Date of Injury if Applicable: _______________ 
 

 Emergency Contact Information: 
 

Name: _______________________________  Phone #:_______________ Relationship: _____________ 
 

Insurance Information: (Please make sure and give your insurance information to office staff) 
 

Health Insurance         Auto Insurance     Workers Comp   Self Pay 

 
 

Payment Agreement: I understand and that I am fully responsible for the total payment of all procedures and 

treatment performed at Spinal Rehab and Healthcare, LLC for the above listed patient – this includes any 
treatment that is not a benefit of any insurance that I have. I understand that all fees for services are due and 

payable at the time the services are rendered. I further acknowledge and agree that I am personally responsible 
for payment of all services and that billing to my insurance company in provided as a convenience. Spinal Rehab 

and Healthcare will bill my insurance company. If my insurance company denies the claim, I am ultimately 
responsible for all fees.   
 

I agree to pay for Medical Services rendered at Spinal Rehab and Healthcare, LLC. I understand that I am 
responsible for the fees incurred during my treatment. 

 
X ___________________________________________ Date: _________________ 

 

Release of Information: I authorize Spinal Rehab and Healthcare, LLC to release medical information requested 
by health insurance, Medicare, or Third Party payers in order to assist in the payment of claims. 

 
X ___________________________________________ Date: _________________ 

 

If parent or guardian is completing this form for the patient, please print, sign, and date here: 
 

X __________________________ Print: _____________________ Date: _________________ 
 

 



 

 

 
 

New Patient History and Physical Form 
      

General Medical Information 

 
My general health is:      Excellent     Very Good          Good          Fair           Poor 

 
Have you ever been in a medical weight loss program? Yes   No 

 

If Yes: Last visit ___________ Doctor’s Name:  ___________________________________________________ 
 

Medications prescribed: ______________________________________________________________ 
 

Present Weight: Height (no shoes): Desired Weight: _________________________________ 
 

In what time frame would you like to be at your desired weight? _________________________________ 

 
What is the main reason for your decision to lose weight? ___________________________________________ 

 
When did you begin gaining excess weight? (Give reasons, if known) __________________________________ 
 

What has been your maximum weight (non-pregnant) and when? _____________________________________ 
 

Previous diets you have followed: ________________________________________________ 
 

How often do you dine out? __________________  How often do you eat “fast foods?” ___________________ 
 

Food dislikes: _______________________________________________________________________________ 

 
Food you crave: _____________________________________________________________________________ 

 
Any specific time of the day or month do you crave food? ___________________________________________ 

 

Do you drink coffee or tea? How much daily? _______________________________________________ 
 

Do you drink cola drinks? How much daily? _________________________________________________ 
 

What are your worst food habits? _______________________________________________________________ 

 
What restaurants do you frequent? _____________________________________________________________ 
 
Snack Habits: _____________________________________________________________________________ 
 
Describe your usual energy level: _______________________________________________________________ 
 

Activity Level: (answer only one) 
 

_____  Inactive no regular physical activity with a sit-down job. 
_____  Light activity no organized physical activity during leisure time. 
_____  Moderate activity occasionally involved in sports activities such as weekend golf, tennis, etc. 
_____  Heavy activity consistent lifting, stair climbing, heavy construction, etc., or regular participation in 
 jogging etc or active sports at least three times per week. 
_____ Vigorous activity participation in extensive physical exercise for at least 60 minutes per session 



 4 times per week. 

 

 
Behavior style: (answer only one) 
 
_____ You are always calm and easygoing. 

_____ You are usually calm and easygoing. 

_____ You are sometimes calm with frequent impatience. 
_____ You are seldom calm and persistently driving for advancement. 

_____ You are never calm and have overwhelming ambition. 
_____ You are hard-driving and can never relax. 

 

Please describe your general health goals and improvements: _______________________________ 
 

Please describe your general health goals and improvements you wish to make: 
 

___________________________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

This information will assist us in assessing your particular problem areas and establishing your medical 
management. Thank you for your time and patience in completing this form. 
 
Who is your family doctor? _____________________________________ Date of last visit? _________________ 
 

List any medications you are currently taking including strength and how taken: If you have a list of 
medications, please allow us to make a copy for you. 

 
Name:      Dosage:           How Often:        Name:      Dosage:           How Often: 

  

  

  

  

  

Allergies 

 
Current Alcohol Consumption:                       Current Tobacco Use: 

Type: Beer   Wine   None                                Type: Cigarettes   Pipe Chew None 
Frequency: Casual   Moderate Heavy Never          How much used daily? 
If you have quit, how long? ___________________               If you have quit, how long? ________________ 

 
Are you pregnant? Yes   No 
 
I hereby attest that I personally completed this form and all the information is true and correct: 

 

Patient: ___________________________________________________________ Date: _________________ 
 

 
 

 
 

 

 



 

 

 
 

 
 

 

 
 

Patient Health Information Consent Form 
 

We want you to know how your Patient Health Information (PHI) is going to be used in this office and your 

rights concerning those records. Before we will begin any healthcare operations we must require you to read 
and sign this consent form stating that you understand and agree with how your records will be used. If you 

would like to have a more detailed account of our policies and procedures concerning the privacy of your Patient 
Health Information we encourage you to read the HIPAA Notice that is available to you at the front desk before 

signing the consent. 
 

1. The patient understands and agrees to allow Spinal Rehab and Healthcare, LLC to use their Patient 

Health Information for the purpose of treatment, payment, healthcare operations, and coordination of 
care. As an example, the patient agrees to allow Spinal Rehab and Healthcare, LLC to submit requested 

PHI to the Health Insurance Company (or companies) provided to us by the patient for the purpose of 
payment. Be assured that this office will limit the release of all PHI to minimum needed for what the 

insurance companies require for payment. 

2. The patient has the right to examine and obtain a copy of his or her own health records at anytime and 
request corrections. The patient may request to know what disclosures have been made and submit in 

writing any further restrictions on the use of their PHI. Our office is not obligated to agree to those 
restrictions. 

3. A patient's written consent need only be obtained one time for all subsequent care given to the patient 
in this office. 

4. The patient may provide a written request to revoke consent at any time during care. This would not 

effect the use of those records for the care those records for the care given prior to the written request 
to revoke consent by would apply to any care given after the request has been presented. 

5. For your security and right to privacy, all staff have been trained in the area of patient record privacy 
and privacy official has been designated to enforce those procedures in our office. We have taken all 

precautions that are known by this office to assure that your records are not readily available to those 

who do not need them. 
6. Patients have the right to file a formal complaint with our privacy official about any possible violation of 

these policies and procedures. 
7. If the patient refuses to sign this consent for the purpose of treatment, payment, and health care 

operations, the physicians have the right to refuse to give care. 

 
I have read and understand how my Patient Health Information will be used and I agree to these policies and 

procedures. 
 

 
Patient's Signature: ______________________________________________________ Date: _______________ 

 

 
 

 
 

 


