
 
 
 
 
NAME:                                                                DATE: 
1. How long have you been thinking about losing weight? 
 
 
 
2. What influenced your decision to seek LifeStyle Management’s services to assist you in your weight loss 

efforts?   
 
 
 
 
3. List all factors associated with weight gain (e.g., pregnancy, change in eating or exercise habits, quitting 

smoking, life stresses, working long hours, travel, ect.) 
 
 
 
 
4. Are you currently taking any medications that affect your weight (e.g. tricyclic antidepressants, 

corticosteroids)?  If so, please list. 
 
 
 
 
5. Are you currently experiencing any health complications related to your weight?  If so, please list. 
 
 
 
 
6. Are you currently on a diet?  If so, please describe. 
 
 
 
 
7.  Are you currently taking prescribed or over-the-counter medication to lose weight?  If so, please list. 
 
 
 
 
8. Please list all methods (i.e., diets, medications, supplements) you have used to lose weight in the past. 
 
 
 
 
 
 
 

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



9. Did any of the above listed methods work particularly well for you?  Why? 
 
 
 
 
       How much weight did you lose?                Over what period of time?                         
 
       
       How much of this weight, if any, did you gain back? 
 
 
 
10.   What current eating habits are causing you to gain weight or, at least, are preventing you from losing                       
       weight? 
 
 
 
 
11.  In the past year, have you tried to lose weight or control your weight by vomiting, taking diet pills or  
       laxatives, or not eating? 
 
 
 
12.  Do you ever feel your eating is out of control? 
 
 
 
 
13.   What lifestyle changes are you willing to make right now? 
 
 
 
 
14.  How much time (minutes) are you willing to devote each day to thinking about and/or planning dietary                     
       changes?  
 
 
 
 
15.  Who will be supporting you with your weight loss efforts? 
 
 
 
 
16.  Put a X on the line below to show how realistic, on a scale of 1-10, dietary change is for you at this                        
       time considering your current family, career, and social obligations. 
 
 

…………………………………………………………………………………………………… 
 0       5          10 
 Not very realistic   Somewhat realistic             Very Realistic 
 



17.  What things might make it hard to for you to make lifestyle changes? 
 
 
 
 
18.  Put an X on the line below to show your current level of stress, on a scale of 1-5. 
 
 

…………………………………………………………………………………………………… 
 0       3          5 
 Very Relaxed                 Managing OK             Very Stressed 
 
19.  What is your goal weight or body fat %? 
 
 
 
 
20.  How would weighing less impact your life? 
        In the next few months: 
 
 
 
 
        In the next year or two: 
 
 
 
 
21.  Put an X on the line below to show how important achieving your goal weight is to you right now. 
 
 

…………………………………………………………………………………………………… 
 0       5          10 
 Not very important   Somewhat important           Very important 
 
22.  Put an X on the line to show how confident you are on a scale of 0-10, that you can make the lifestyle  
       changes necessary to achieve your goal. 
 
 

…………………………………………………………………………………………………… 
 0       5          10 
 Not very confident   Somewhat confident            Very confident 
 
23.  Please list anything else you would like the Registered Dietitian to be aware of related to your health, 
       weight history or goals. 
 
 
 
 
 
 



Motivation:  Why do you want to lose weight? 
 
Rate yourself on each of the listed reasons for losing weight, according to how important that reason is in your 
decision to undertake weight reduction at this time.  After you have rated each reason separately, go back and 
choose the three most important reasons (rank 1,2, & 3 to the left). 
 

                                                                Level of Importance 
Rank Extremely Somewhat Not at all 
 I want to wear nicer clothes. 

 
1 2 3 4 5 

 I want to feel better about myself. 
 

1 2 3 4 5 

 I want approval from others. 
 

1 2 3 4 5 

 I want to move around more easily. 
 

1 2 3 4 5 

 My doctor said I should lose weight. 
 

1 2 3 4 5 

 Someone I care about is worried 
about my weight. 

1 2 3 4 5 

 Someone I care about isn’t happy 
with my weight. 

1 2 3 4 5 

 I have a health problem and losing 
weight could help. 

1 2 3 4 5 

 I want to avoid potential health 
problems from too much weight. 

1 2 3 4 5 

 I’m afraid of getting heavier, so I 
better start now. 

1 2 3 4 5 

 I don’t like the criticism/ridicule I 
get from others. 

1 2 3 4 5 

 My weight gets in the way of feeling 
attractive to others. 

1 2 3 4 5 

 I want to present a better 
professional image. 

1 2 3 4 5 

 If I don’t lose weight, I may lose my 
job. 

1 2 3 4 5 

 I want to set a good example for my 
children. 

1 2 3 4 5 

 Other (please list): 
 

1 2 3 4 5 

 
What are your expectations of the program?  Of the Registered Dietitian? 
 
 
 
 
 
 
 
 
Please be sure you have answered all the questions.  Thank You!




