 Body Balance Weight Loss Challenge Health Form

Health History - Part One

Please print or write very clearly

Name: ________________________________________________________________

Address: ______________________________________________________________

                      ______________________________________________________________________

Email address: __________________________________________________________

How often to do you check email? ______________________

Telephone:  Work_____________________  Home _____________________________

Mobile _________________________

Age____________  Height __________ Date of Birth____________________________

Place of Birth _______________________________

Blood Type: ________________________________

Current weight: _____________
Weight six months ago: _____________________


One year ago:
______________

How much would you like to weigh? ________________________________________

Do you have any health concerns you feel may be preventing your weight loss? 

What is your occupation? _______________________Hours of work per week: ______

Do you wake up nights? ____Y      ____N     If so what times?  ___________________                    

If you do wake up frequently how long has this been a problem? __________________

Do you have trouble falling asleep?  ____Y      ____N      

Do you have trouble waking up?  ____Y      ____N      

Do you smoke? ___ Y      ____ N    If so how many per day? ____________________ 

Do you consume alcohol? ____Y   ____ N

If so what do you drink and how often do you drink it?

Wine

Beer

Liquor

How many cups of coffee do you drink per day? ______________________________

How does coffee make you feel? __________________________________________

What is your weight loss goal  for this program?

What is your ideal weight?

How long do you expect it will take to reach your ultimate goal?

Have you ever tried to lose weight before?

What method did you use?

Did you meet your goal?

How much weight did you lose?

Where you able to maintain your weight loss?

Is anyone in your family 20lbs. or more overweight?

Do you have any allergies?
Have you been diagnosed with any hormone imbalances?

How would you rate your appetite? Poor____ Normal_____ Large_____

List all forms of exercise and frequency:

Have you ever had a definite or suspected heart attack?

Please check any that apply:

Heart condition of any kind (also cardiovascular disease)
            Diabetes

Lung Disease







Kidney disease

Thyroid issues







Liver disease

Are you currently pregnant?

Have you had any surgeries in the last 6 months?

Do you have high blood pressure and or an irregular heart beat?

Have you had any injuries, pain or discomfort anywhere in your body? (please be thorough)

Are you currently taking any medications? If so which ones?

Is there an area of the body you would like the massage therapist to work on?

What do you typically consume?

	Breakfast
	Lunch
	Dinner
	Snacks
	Liquids

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


List all of the foods you crave:

Please list all foods that you know disagree with you:

How frequently do you eat?

For the Chef: (ANSWER THIS IF YOU HAVE SIGNED UP FOR COOKING)

1- What food would you like to learn in class? (food, recipes)

2-What is your level of cooking experience? (Beginner, Intermediate, Advanced)

