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Center of Integrative Medicine 
 Putting the well into being 

 
Contact Information 

 
First Name: ______________________  Middle:____________________     Last:_______________________________ 
 
Address: ______________________________ City: ________________ State:____ Zip: __________  Date of Birth:___/___/___   
 
Home: (__)_____________Work: (__)_____________ Cell: (__)_______________  Best number to reach you (    )______________ 
 
Occupation: __________________________Employer: _________________________________  
 
Place of Birth: ______________________________     Sex: F______M_____         Single:____ Married:____ Other:______ 
                                    City/town and Country 
 
SS #___________________ Email address:____________________________________     
 
Insurance Information:  Insurance Co.________________________________ Policy #__________________________  
 
Name of Insured: _____________________________________ 
 
Insured’s Address:_______________________________ City:___________________ State: ___  Zip:________________             
 
Tel.#(       )_________________ Insured’s Date of birth:  ____/____/____ 
 
Emergency Contact/Relationship:____________________________________ Referred by: _________________________________ 
 
Please list any and all prior experiences with Integrative /Alternative medicine: ____________________________________________ 
 
____________________________________________________________________________________________________________ 
 
Reason for visit:   Wellness_______   Specific problem(s)________ 
 
Please rank current and ongoing problems by priority and fill in the other boxes as completely as possible: 

DESCRIBE PROBLEM MILD/MODERATE/SEVERE TREATMENT 
APPROACH 

SUCCESS 

Example: Post nasal drip Moderate Elimination Diet Moderate 
a.    
b.    
c.    
d.    
e.    
f.    

 

 
WHAT ARE YOUR EXPECTATIONS FOR COMING TO THE CENTER OF INTEGRATIVE MEDICINE:___________________ 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 
 

My permission is granted to Center of Integrative Medicine, LLC to obtain necessary medical attention in case of sickness or injury for 
__________________________________________________________. 

(Participant’s name) 
I, the understood, do hereby release, remiss and forever discharge Center of Integrative Medicine, LLC, Yedda Stancil, all employees, contractors, and sponsors from 

any and all claims, demands, actions, or cause of actions past, present, or future arising out of any damage or injury while 
participating in Body Age testing, personal training, and/or other services. 

 
Signature: __________________________________________________________________Date:_____________________ 



 
3536 Grove Avenue, Richmond, VA 23221 

PHONE: 804.353.WELL (9355)   FAX: 804.353.9383 

 
 

RECORDS RELEASE 
 
Date: ______________________ 
 
1.  To: _________________________ 
 
 Phone: __________________  Fax: ___________________ 
 
2.  To: _________________________ 
 
 Phone: __________________  Fax: ___________________ 
 
I hereby authorize and request you to release the complete medical records, office 
note, X-Ray reports, MRI / CT reports in your possession to: 
 
DOB:  __________________   Center of Integrative Medicine 
        3536 Grove Avenue 
SSN:  __________________   Richmond, VA 23221 
        Phone: 804.353.WELL (9355) 
Signed: __________________   Fax: 804.353.9383 
 
Name:  __________________ 
 
 
PATIENT IS HERE NOW FOR TREATMENT, SO IF YOU 
COULD PLEASE FAX THE ABOVE INFORMATION 
REQUESTED, IT WOULD BE GREATLY APPRECIATED. 
 

(Please do not send original films unless indicated) 
 

Notes: 
 
 
 
 
 
 



          Center of Integrative Medicine, LLC_________ 
                                                                                 Putting the Well into Being 
 
 
 

MEDICAL SERVICES CONTRACT 
 

  I hereby authorize Center of Integrative Medicine, LLC to render medial services to me (or 
child) and to release any information regarding my medical history, diagnosis and treatment of 
myself (of child, if applicable) to my insurance company regarding my claim for physician 
services, nutrition education, exercise therapy, and/or behavior modification and to my (or 
child’s) primary care physician. I authorize payment directly to Center of Integrative 
Medicine, LLC for the benefit otherwise payable to me under the terms of my insurance. I 
understand that Center of Integrative Medicine, LLC will file my insurance; however, if the 
insurance company payments are not timely, it is my responsibility to pay Center of 
Integrative Medicine, LLC and pursue my recovery with the insurance carrier. I understand 
that I am financially responsible for all charges arising from physician, nutrition, exercise and 
behavior modification services which are separate services and may have separate co-pays 
and/or coinsurance. Furthermore, I understand that I am also responsible for court testimony, 
medical reports, and any other charges arising from said treatment of necessary.  I hereby 
further assign the causes of action I have said to the doctor on any and all proceeds of any 
medical payment, insurance benefits and (if applicable) on any settlement or judgment arising 
from the injuries for which I have been treated. If this contract is referred to an attorney or 
collection agency for collection, I agree to pay all attorney or collection fees in the amount of 
thirty-three point three percent (33.3%) of total indebtedness and court costs incurred by 
Center of Integrative Medicine, LLC.  If this indebtedness is not paid in full within sixty 
days, I agree to pay a service charge of one and one-half percent (1 ½ %) per month, eighteen 
percent (18%) per annum. 

 
 

 
Patients Name: ___________________________________ 

 
 
Responsible Party/Patient’s Signature: _____________________________ Date: ____________ 

 
 

 
 
 
 
 
                                                3536 Grove Avenue, Richmond, Virginia 23221 

                                         PHONE: 804-353-WELL (9355)    FAX 804-353-9383 



 

          Center of Integrative Medicine, LLC___________ 
                                                                             Putting the Well into Being 

 
Consent to the Use and Disclosure of Health Information for 

Treatment, Payment or Healthcare Operations 
 

In the course of your care as a patient at the Center of Integrative Medicine, LLC, we may use or disclose 
  personal health related information about you in the following ways: 

• Personal health information including clinical records may be disclosed to another health care 
              provider or hospital as a means of communication about and coordination of your care. 

• Billing and health care records may be disclosed to another party such as an insurance carrier or 
              your employer, if they are or may be responsible for payment of your services. 

• As a means by which a third party can verify that services billed were actually provided. 
• As a tool for routine health care operations such as assessing quality and reviewing the competence 

             of health care professionals. 
• Your name, address, phone numbers and your health care records may be used to contact you 

             regarding appointment reminders, information about alternatives to your present care, or other 
             health related information that may be of interest to you. 

 
 If you are not at home to receive an appointment reminder, a message may be left on your answering  
 machine. Further, you have the right to inspect or obtain a copy of the information we will use for these 
 purposes. You also have the right to refuse to provide authorization for this office to contact you regarding 
 these matters. If you do not provide us with this authorization it will not affect the care provided to you or 
 the reimbursement avenues associated with your care. 

 
        Under federal law, we are also permitted or required to use or disclose your health information without your 
        consent or authorization in the following circumstances: 

• If we are providing health care services to you based on the orders of another health care provider 
• If we provide health care services to you in an emergency 
• If we are required by law to provide care to you and we are unable to obtain you consent after 

              attempting to do so 
• If there are substantial barriers to communicating with you, but in our professional judgment we 

              believe that you intend for us to provide care 
• If we are ordered by the courts or another appropriate agency 

 
         Any use or disclosure of your protected health information, other than as outlined above, will only be made 
         upon your written authorization. 
 

• I request the following restrictions to the use or disclosure of my health information: 
 
 
 

 
 

• I state that my health information can be released to the following family members or persons: 
 

 
 
 
                                            3536 Grove Avenue, Richmond, Virginia 23221 

PHONE: 804-353-WELL (9355)    FAX 804-353-9383 



 

            Center of Integrative Medicine, LLC____________ 
                                                                               Putting the Well into Being 
 

 
 

We normally provide information about your health to you in person at the time you receive care form us. 
We may also mail or email information to you regarding your health care or about the status of your 
account. If you would like to receive this information at an address other than your home, or if you would 
like the information in a different form, please advise us in writing as to your preferences. 

 
You have the right to inspect and/or copy your health information for seven years from the date that the 
record was created or as long as the information remains in our files. In addition, you have the right to 
request an amendment to your health information. Requests to inspect, copy or amend your health related 
information should be provided to us in writing. 

 
We are required by state and federal law to maintain the privacy of your patient file and the protected health 
information therein. We are also required to provide you with this notice of our privacy practices with 
respect to your health information. We are further required by law to abide by the terms of this notice while 
it is in effect. We reserve the right to alter or amend the terms of this privacy notice. 

 
If changes are made to our privacy notice we will notify you in writing as soon as possible following the  
changes. Any changes in our privacy notice will apply for all your health information in our files. 

 
Information that we use or disclose based on this privacy notice may be subject to re-disclosure by the  
person to whom we provide the information and may no longer be protected by the federal privacy rules. 

 
If you have a complaint regarding our privacy notice, our privacy practices or any aspect of our privacy 
activities you should direct your complaint to the Office Manager. 

 
This notice is effective as of                       . This notice, and any alterations or amendments made hereto 
will expire seven years after the date upon which the record was created. My signature acknowledges that I 
have received a copy of this notice. 

 
 

___________________________________          ___________________________         _______________ 
Name (please print)                                                 Signature                                               Date 

 
 

If you are a minor, or if you are being represented by another party: 
 
 

_________________________________             ____________________________        _______________ 
Personal Representative (please print)                  Personal Representative Signature         Date 

 
______________________________________________________________________________________ 
Description of the authority to act on behalf of the patient 

 
                                                    3536 Grove Avenue, Richmond, Virginia 23221 
                                                              PHONE: 804-353-WELL (9355)   FAX 804-353-9383 

 



No Show/Cancellation Policy 
 
 

1.  If a patient needs to cancel an appointment, at least 24 hours notice should             
     be given.  
 
2.  When a patient does not show for treatment without notice, they will be given 

a verbal review of the no show/cancellation policy.  After three consecutive no 
shows or three consecutive cancelled appointments, the patient will be 
discharged from the Center of Integrative Medicine.   

 
3.  When a patient has a 50% cancel/no show rate for appointments (example 

3/6 or 5/10), the office manager or clinical director will discuss the problem 
with the patient to determine the reason(s).  Problem solving will be done to 
help the patient decrease his/her cancel rate (example:  Scheduling a more 
appropriate time, reminder phone call).   If no show or cancel rate continues 
to be 50% or more after the problem solving, the patient will be discharged 
from the Center of Integrative Medicine.   

 
4.  The officers of the corporation can make exemptions to the above policy after   
      review and discussion of each individual case. 
 
5.  Patients will review the above no show/cancellation policy at the first visit. 
 
6.  Patient will be responsible for a $25 fee if he/she no shows or does not give 
     24 hours notice.  This fee will only be waived in emergency situations.  
 
I have read the above no show/cancellation policy of the Center of Integrative 
Medicine. 
 
I understand that I am responsible for a $25 fee if I no show or do not give 24 
hour notice for my cancellations, with the exception of emergency situations. 
 
 
 
__________________________    _________________ 
Patient Signature       Date 

 
 
 
 

Center of integrative Medicine 
3536 Grove Ave. 

Richmond, VA 23221 
804-353-9355 

 



3536 Grove Avenue 
Richmond, VA 23221 

Phone 804-353-WELL (9355) 
Fax 804-353-9383 

 
 
 
 

I understand that at this time I do not have a referral. If for any reason I do not 
receive one, I am responsible for all services rendered here today. 
 
 
 
 
 
__________________________________  ____________________ 
Patient Signature      Date 
 
 
 
 
 
__________________________________  ____________________ 
Guardian Signature      Date 
 
 
 



 
 

Treatment and Payment Policies 
 
§ If you do not have health care benefits, you are required, and you agree, to pay at time of service all 

charges as well as any outstanding balances and delinquent accounts. 
§ The Center of Integrative Medicine allows more than the legal and customary amount of time after filing 

a claim to be reimbursed by insurance companies. If the Center of Integrative Medicine has not received 
a response within 90 days of having filed a claim for a visit, we will assume that the visit is not covered 
and is, therefore, your responsibility. At that time, to the extent permitted by law, we will bill you for the 
visit charges. Questions regarding non-payment by your insurance company should be directed to your 
insurance company, not to the Center of Integrative Medicine. 

 
§ By signing this document, you agree that you have been advised that your insurance 

company may determine that the services provided (or to be provided) by the Center of 
Integrative Medicine during your visit are not covered under your insurance policy and 
agree that, if your insurance company determines that any services are not covered, you 
shall be responsible for, and shall pay for, the cost of any such services. 

§ In the event that your plan requires approval or referral from your Primary Care 
Physician or insurer prior to a visit and you did not obtain that approval or referral, you 
will be responsible for, and agree to pay, any costs of care that your insurance company 
determines are not covered under your insurance policy and for which you may be held 
liable by applicable law. 

                                                                                                                             Initial ________ 
 
§ You will be billed for all unpaid balances deemed by the Center of Integrative Medicine or your 

insurance company to be your responsibility. Unless you otherwise request, all bills and other 
communications from the Center of Integrative Medicine will be sent to your address of record at the 
Center of Integrative Medicine and will be in the name of the adult family member who initially 
established your account. You are responsible for notifying us if you wish for a different address or name 
to be used. You are responsible for paying the bill in full unless special arrangements have been 
approved in advance by calling the Patient Accounts phone number printed on the billing statement. 
Late fees of 1 ½ % per month will be charged on balances that are still unpaid starting 30 days after the 
first statement. There is a fee of $20 for returned checks. Delinquent accounts will be turned over to a 
collection agency at which time you will be responsible for collections charges and all associated legal 
fees in addition to the amount owed. The Center of Integrative Medicine reserves the right to deny non-
emergency services if your account is delinquent. 

 
I have read, understand, and agree to the Treatment and Payment Policies described above and understand 
that the Center of Integrative Medicine may refuse to treat me if I do not remain current in payments for 
medical services. 
 
 
______________________    __________________     ___________________   _______ 
Patient or Guarantor Name (Printed)         Patient or Guarantor Signature       Relationship to Guarantor                  Date 
 
 
______________________    __________________     ___________________   _______ 
Minor Patient’s Name                                      Relationship to Guarantor                  Witness Signature                                Date  
 
 
*The terms “you” and “your” as used in this document mean the patient’s Guarantor. A Guarantor is the individual who accepts 
financial responsibility for services rendered to the Patient. The Guarantor may be the patient, a family member, or a non-family 
member. In the event that the patient is a minor or legally dependent person, then the Guarantor must have the authority to take action 
on the patient’s behalf. By signing this form as “Guarantor” on behalf of a minor or legally dependent person, you represent to the 
Center of Integrative Medicine that you have such authority. 

 



Adult Medical Questionnaire 

With whom do you live? (Include children, parents, relatives, and/or friends. Please include ages.) 
Example:  Wendy, age7,sister _____________________________________________________________________________________________________________________ 
______________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________ 
 
Do you have any pets or farm animals?                                                                                                         Yes_____   No______ 
If yes, where do they live?   1._____ indoors  2. ______ outdoors  3.______ both indoors and outdoors 
 
Have you lived or traveled outside of the United States?                                                                           Yes_____ No______ 
If so, when and where?__________________________________________________________________________________________________________________________ 
______________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________ 
 
Have you or your family recently experienced any major life changes?                                                   Yes_____ No______ 
If yes, please comment: __________________________________________________________________________________________________________________________ 
______________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________ 
 
Have you experienced any major losses in life?                                                                                            Yes_____ No______ 
If so please comment: ____________________________________________________________________________________________________________________________ 
______________________________________________________________________________________________________________________________________________   
 
How important is religion (or spirituality) for you and your family’s life? 
a._____ not at all important 
b._____ somewhat important 
c._____ extremely important 
 
How much time have you lost form work or school in the past year? 
a. _____0-2 days 
b._____ 3-14 days 
c. _____>15 days 
 
Previous jobs:  __________________________________________________________________________________________________________________________________ 
______________________________________________________________________________________________________________________________________________ 
 
List all vitamins, minerals, and other nutritional supplements that you are taking now. Indicate whether mg or IU and the form (e.g. calcium carbonate vs. calcium lactate), 
when possible. 

Vitamin/Mineral/Supplement Name Date Started Dosage 
1.   
2.   
3.   
4.   
5.   
6.   
7.   
8.   
9.   
10.   
 
Are you allergic to any medications                                                                                                            Yes_____ No ______ 
If yes, please list: ________________________________________________________________________________________________________________________________ 
______________________________________________________________________________________________________________________________________________ 
 
Do you feel you have delayed symptoms after eating certain foods (symptoms may not be evident for 24 hours or more), such as fatigue, muscle aches, sinus congestion, etc.?                                        
Yes _____ No _____   Symptoms: ___________________________________________________________________________________________________________________ 
                                                            ___________________________________________________________________________________________________________________ 
 
 

 



 

 



      How well have things been going for you? 

 

   Have you ever had psychotherapy or counseling?                                                                                  Yes ______ No ______ 
  Currently?  ______    Previously?  _______  If previously, from ______ to ______ 
  What kind? _______________________________________________________________________________________________________ 
  Comments: _______________________________________________________________________________________________________ 
 

FOR WOMEN ONLY 
 

1. Have you ever been pregnant? (if no, skip to question 2)                                                        Yes ______ No ______ 
      Number of miscarriages _____             Number or abortions _____                Number of preemies _____ 
      Number of term births _____             Birth weight of largest baby _____                    Smallest baby _____ 
Did you develop toxemia (high blood pressure)?                                                                       Yes ______ No ______ 
Have you had other problems with pregnancy?                  Yes ______ No ______ 
If so, please comment: ________________________________________________________________________________________  
__________________________________________________________________________________________________________ 

 
2. Age at first period ______   Date of last Pap Smear ___________  Date of last Mammogram ______________ 

                                                  Pap Smear:        ____normal    ____abnormal  
     Mammogram:   ____normal    ____abnormal 
 

3. Have you ever used birth control pills?                   Yes ____ No____     If yes, when ___________ 
 

4. Are you taking the pill now?                                      Yes ____ No____ 
 

5. Did taking the pill agree with you?                           Yes____ No____      Not applicable ______ 
 

6. Do you currently use contraception                         Yes____ No____       
If yes, what type of contraception do you use? ____________________________________________________________________ 
 

7. Are you in menopause?                                              Yes____ No____      If yes, age at last period______ 
Do you take:   Estrogen?____     Ogen?____     Estrace?____     Premarin?____     Other (specify)____________ 
                          Progesterone?____     Provera?____     Other (specify) ___________________ 
 

8. How long have you been on hormone replacement therapy (if applicable)? _____________________________________________ 
 

9. In the second half of your cycle, do you have symptoms of breast tenderness, water retention, or irritability (PMS)?  
                Yes____ No____     Not applicable____ 



 
 
Name ____________________________Date _______________DOB:_______________ 

PERSONAL LIFESTYLE HABITS 
Have you ever smoked? (Circle Appropriate Response)                                     Yes                 No 
How many packs / day? _____________________________________________________ 
How old were you when you started smoking? _____________________________________ 
If you stopped, at what age? ___________________________________________________ 
How much of the following alcoholic beverages do you drink in the average week? 
Cans / Bottles of Beer: ___________________________________________________ 
Glasses of wine: ________________________________________________________ 
Shots / Drink of Hard Liquor: ______________________________________________ 
Has anyone ever told you that your drinking is a problem?                                  Yes                   No 
Have you ever missed work or been hospitalized because of your drinking?        Yes                  No 
Do you (or have you) used recreational drugs? If so, what type and how often? 
 
Do you have any other habits or activities that might put your health at risk? If so, please describe: 
 
Do you wear seat belts when in a car?                                                                Yes                  No 
Do you drink caffeinated beverages? If so, what type and how many per day? 
 
Do you have any regular form of exercise? If so, please describe: 
 
Have you ever had any violence or abuse in your life situation? If so, please describe: 
 
Traumatic life experiences and dates:_______________________________________________________________________ 
______________________________________________________________________________________________________ 
Positive life experiences and dates:_________________________________________________________________________ 
______________________________________________________________________________________________________ 
 
Sleep/rest pattern:  Hours/night____ Nap____ Difficulty falling asleep_____ Difficulty staying asleep____ 
Waking frequently at night____ Use of sleep aides____ if so, which ones?:__________________________________ 
 
Are you single?         committed?            married?               divorced?                separated?               widowed? 
Who do you live with? 
What is your occupation?                                                                      Where do you work? 
What is the highest grade or degree you completed in school? 
What is your religious preference/spiritual practice? 
Were you ever in the military? If so, when and what branch? 
Are you a native of the Richmond area? If not, from where and when did you relocate? 
 
What would you name as the primary stressors currently in your life? 
 
 
What strategies do you use to cope with stressors in your life? 
 
 
From the following list, please check all that describe your average diet: 
3 meals / day       ______                  # of glasses of water / day       ______                Fruits and Vegetables  ______ 
Low-Fat intake     ______                  Moderate-High Fat Intake        ______                Low Sugar Intake        ______ 
Red Meats            ______                  Herbs (Fresh or Prepared)       ______                High Salt Intake           ______ 
Whole Grains       ______                  Fish or Chicken                        ______                High Sugar Intake        ______ 
“Fast Foods”          ______                  Daily Fiber / Bran                   ______ 

 



Patient Name _______________________________ Date ________________________

NUTRITION  HISTORY

Please answer each of the questions below. The information you share will help the Registered 
Dietitian have a better understanding of your needs.

1. A re  you  conce rned  abou t  you r  we i g h t?
ÿ No (Skip  to  Quest i o n  4)
ÿ Yes,  I  wan t  to  stop  gain i n g  we i g h t. (Skip  to  Quest i o n  4)
ÿ Yes,  I  wan t  to  lose  we i g h t .

2. Wha t  do  you  th in k  we i g h i n g  less  wou l d  do  for  you?

In  the  nex t  few  mon t hs :

In  the  nex t  year  or  two:

3. Wha t  is  you r  goa l  we i g h t?  ______________________________  lbs.

4. Wha t  was  you r  lowes t  adu l t  we i g h t? ________________ Age  at  th is  we i g h t?  
______________

Wha t  was  you r  highes t  adu l t  we i g h t? ________________ Age  at  th is  we i g h t?  
______________

5. Do  you  take  any  v i tam i n ,  mine ra l ,  herba l  or  othe r  die ta r y  supp leme n t s  (for  examp l e,  pro te i n  
powde r s)?

ÿ Yes L is t :  __________________________________________________________________
______________________________________________________________________

ÿ No

6. Do  you  smoke  cigare t t es?



ÿ Yes  – Ho w  many  in  a typ i ca l  day?  _______________
ÿ No

7. A re  you  cur ren t l y  on  a diet  or  tak i n g  presc r i b e d  or  across-the-coun te r  med i c a t i o n  to  lose  we i g h t  or  
to  mai n ta i n  you r  cur ren t  we i g h t?
ÿ No
ÿ Yes,  I  am  on  a diet.  Desc r i b e  the  die t.  

______________________________________________
____________________________________________________________________________
____________________________________________________________________________

ÿ Yes,  I  am  on  these  med i ca t i o n s.  
____________________________________________________

____________________________________________________________________________
____________________________________________________________________________

8. Have  you  tr ied  to  lose  we i g h t  in  the  past?
ÿ No (Skip  to  Quest i o n  10)
ÿ Yes  – chec k  al l  that  app l y .

o Die t(s) Desc r i b e:  
___________________________________________________
______________________________________________________________________
______________________________________________________________________

o Med i c a t i o n s L is t :  
_______________________________________________________
______________________________________________________________________
______________________________________________________________________

o Othe r Desc r i b e:  
___________________________________________________
______________________________________________________________________
______________________________________________________________________

9. I f  yes  to  quest i o n  8, did  you  lose  we i g h t?
ÿ No
ÿ Yes  ________________  lbs.  over  th is  per i o d  of  time:  

____________________________________

Ho w  much  of  th is  we i g h t ,  i f  any,  did  you  gain  back?  _____________________  lbs.
Wha t  wo r k e d  best  for  you  and  why?
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________

10. In  the  past  year,  have  you  tr ied  to  lose  we i g h t  or  con t r o l  you r  we i g h t  by  vom i t i n g ,  tak i n g  die t  pi l l s  
or  laxa t i v es,  or  not  eat i ng?
ÿ No
ÿ Yes



1 1. Do  you  ever  fee l  that  you r  eat i ng  is  out  of  con t r o l?
ÿ No
ÿ Yes  – exp la i n :  

_________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

12. Do  you  par t i c i p a t e  in  regu la r  phys i ca l  act i v i t y?
ÿ No (Skip  to  Quest i o n  13)
ÿ Yes  Desc r i b e:

List Your Activities
How Many Times A 

Week Do You Do This 
Activity

How Much Time Do You 
Spend In This Activity In A 

Typical Week?

1.   
2.   
3.   
4.   
5.   
6.   

13. Put  an  X  on  the  line  belo w  to  show,  on  a scale  from  0 to  10,  how  impo r t a n t  it  is  for  you  to  make  
l i fes t y l e  changes?  (Lifestyle Changes are  changes  to  imp r o v e  you r  heal t h,  such  as adjus t i n g  you r  die t,  
inc reas i n g  you r  phys i ca l  act i v i t y ,  and  chang i n g  heal t h- rela ted  behav i o r s.)

… … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … .
0 5  
10
Not very important           Somewhat important         Very 
important

14. Put  an  X  on  the  L i ne  to  show  how  ready  you  are  righ t  now.  On  a scale  of  0 to  10,  to  make  li fes t y l e  
changes.

… … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … .
0 5  
10
Not very ready              Somewhat ready    Very 
ready

15.  Put  an  X  on  the  line  to  show  how  con f i d e n t  you  are,  on  a scale  of  0 to  10,  that  you  can  make  
l i fes t y l e  changes?

… … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … .
0 5  
10



Not very confident            Somewhat confident                       Very 
confident

16.  Wha t  l i fes t y l e  changes  wou l d  you  be  w i l l i n g  to  make?

17.  Ho w  much  time  wou l d  you  be  w i l l i n g  to  spend  each  week  on  mak i n g  li fes t y l e  changes?  (For  
examp l e,  attend i n g  classes,  read i n g  in fo r m a t i o n ,  trac k i n g  foods  eaten  and  act i v i t y)

18.  Wha t  th ings  mig h t  make  it  hard  for  you  to  make  l i fes t y l e  changes?

19.  Put  an  X  on  the  line  to  show  you r  cur ren t  leve l  of  stress,  on  a scale  of  1  to  5.

… … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … .
1 3  
5
Very relaxed     Managing OK             Very 
stressed

20. Desc r i b e  you r  fam i l y  – numbe r  of  peop le  who  l i ve  w i t h  you  and  the i r  rela t i o ns h i p s  to  you.
ÿ Husband,  w i f e  or  par t ne r
ÿ Ch i l d r e n  – how  many :  _______________,  ages:  

_______________________________________
ÿ Othe r  – Desc r i b e:  ______________________________________________________________

____________________________________________________________________________
____________________________________________________________________________

21.  Chec k  any  that  app l y :
ÿ My  fam i l y  eats  mos t  mea ls  toge the r.
ÿ Fam i l y  mea ls  are  served  at  regu la r  times  on  mos t  days.
ÿ My  fam i l y  is  suppo r t i v e  of  my  ef f o r t s  to  lose  we i g h t.
ÿ Ano t he r  membe r  of  my  fam i l y  is  on  a spec ia l  die t  or  is  try i n g  to  lose  we i g h t .  Desc r i b e.

____________________________________________________________________________
____________________________________________________________________________

22. Chec k  the  types  of  food  you  and  you r  fam i l y  eats  and  how  many  times  in  a typ i ca l  week:
ÿ Heat  and  Serve  Mea l s _____________________________________
ÿ Home- Coo ked  Mea l s _____________________________________



ÿ Fast  Foods _____________________________________
ÿ Take- out  from  groce r y  or  restau ran t _____________________________________

23. Do  you  have  a wo r k i n g  stove,  oven,  and  ref r i ge ra t o r  whe re  you  l i ve?
ÿ Yes
ÿ No  – Exp la i n :  _________________________________________________________________

24. We re  there  any  days  last  mon t h  when  you r  fam i l y  didn ’ t  have  enough  to  eat  or  enough  mone y  to  
buy  food?

ÿ No
ÿ Yes

Please check to be sure you have answered all questions. Thank you!



Pat ien t  Name  ___________________________________________ Date  
__________________

NUTRITION  AND  ACTIVITY  HABITS

Put a check in the column that best describes your answers to the question below.

Food  Cho i c es 0 – 1
T imes  / Day

2 – 3
Times  / Day

4 – 5 
Times  / Day

6 – 7
Times  / Day

Ho w  many  times  a day  do  you:
 Eat  Vege tab l es  (exclud i n g  Frenc h  

fr ies)
 Eat  fru i t?
 Eat  who l e  gra i n  breads  and  cerea ls?
 Eat  fr ied  foods?
 Dr i n k  sodas  or  sweetened  fru i t  dr i n ks?
 Dr i n k  mi l k  or  eat  dai r y  foods  (cheese,  

mi l k s ha k es,  yogu r t)
 Wha t  type  of  m i l k  do  you  usua l l y  

dr i n k?
Mea l  Patte rns 0 – 1  Times  / 

Wee k
2 – 3 
Times  / 
Wee k

4 – 5 
Times  / 
Wee k

6 – 7 
Times  / 
Wee k

Ho w  many  times  a week  do  you:
 Eat  break f as t?
 Eat  lunch?
 Eat  suppe r?
 Eat  suppe r  w i t h  you  fam i l y?
 Eat  mea ls  away  from  home?

Phys i ca l  Ac t i v i t y 0-1  Times  / 
Wee k

2- 3 Times  / 
Wee k

4 – 5 
Times  / 
Wee k

6 – 7 
Times  / 
Wee k

Ho w  many  times  a week  do  you:
 Part i c i p a te  in  phys i ca l  act i v i t y  (walk,  

ride  a bi ke,  spor ts,  aerob i c  
exerc ise) for  a comb i n e d  tota l  of  30 
min u tes  of  mo re?

 Part i c i p a te  in  resistance  exerc ise  for  a 
comb i n e d  tota l  of  20 min u t es  of  
mo re?

Ho w  many  hou r  a day  do  you: Less  than  1  
Hou r  / Day

1  – 2 
Hou r s  / Day

3 – 4 
Hou r s  / Day

5 or  mo re  
Hou r s  / Day

 Watc h  TV?



 Use  the  compu t e r ,  play  video  games  
and  talk  on  the  telepho ne?  

Thank you for answering these questions!


