Dr. Josephine R. Brown’s Choices Weight Management, Inc.
807 Spring Forest Road, Suite 1600  Raleigh, NC  27609   Phone (919) 829-9422 

[image: image1.emf]                          CONSULTATION FORMS
NAME: ____________________________________________________________
· Please complete the following forms while waiting. When all forms have been fully completed, please return them to the front desk. Thank you.
I. Readiness Assessment
(Please complete the following questions as honestly as possible. The more accurate the information you supply to us, the better we will be able to customize your program)
1. What is the motivation behind your desire to lose weight? _________________________________________________

2. Are you ready to commit to change? (Please circle one)

Yes
No

3. Do you use food in response to stressful situations? (Please circle one) 
Yes
No

4. What are some of your favorite foods? ______________________________________

5. Do you eat late at night? (Please circle one) 
Yes
No

6. Do you crave foods? (Please circle one)
Yes
No
If yes, what foods do you crave? __________________________________________________________________

7. Have you ever used appetite suppressants or supplements? (Please circle one) Yes   No

If yes, please list the medication and any side effects or adverse reactions. ______________________________

8. Have you participated in any other weight management program?  Yes
No

 If yes, please name the program. ______________________________________________________________

9. Did you adhere or complete the programs: (Please circle one)
Yes
No

    If no, please explain why. __________________________________________________________________

_________________________________________________________________________________________

10. How much weight do you expect to lose? _____________________________________________________

11. How quickly do you expect to lose it? ________________________________________________________

12. What will happen if you don’t lose your expected amount as quickly as you would like? __________________________________________________________________________________________

13. Do you have any medical problems? 
Yes
No 
If so, please detail below.

14. Do heart disease, diabetes, hypertension, or high cholesterol run in your family? ______________________

15. Are you currently going through any major life stressors? (i.e. separation, divorce, death of a loved one, job loss etc.) __________________________________________________________________________________

Depression Screen
1. Do you cry easily or “feel low”?





Yes
No

2. Do you feel fatigued or tire easily?




Yes
No

3. Do you have any sleep disturbances




Yes
No

4. Do you withdraw socially?





Yes
No


5. Do you notice a decline pleasure from activities that previously gave you a higher level of joy?

Yes       No

Comments/Concerns: ________________________________________________________________________
Name_________________________________________________________Date_______________

THE FOLLOWING INFORMATION WILL ASSIST IN THE ASSESSMENT AND MANAGEMENT OF YOUR PARTICULAR PROBLEM.
Present weight_________ Desired Weight_____ Height______ Age______ Weight at 18 _____  Weight one Year ago______

What is the "MAIN REASON" for your decision to lose weight? ___________________________________________________________________________________________________________

When did you begin gaining excess weight? (Also, give reason if known) ___________________________________________________________________________________________________________

 Do you have any food allergies? ______ Yes ______ No (if yes, explain) ___________________________________________________________________________________________________________

Do you typically eat the following, indicate:  A = Always  S = Sometimes  N = Never

Breakfast ____Lunch ____ Dinner ____ Second Helpings_____ Snacks ____
Please answer the following as accurately as possible:

 If you snack, what are your favorites?__________________________________________________________________________

 How many times a day do you snack?__________________________________________________________________________

 Why do you snack (i.e. boredom, hunger, etc:)? _________________________________________________________________

 How often do you eat in a restaurant? _________________________________________________________________________

 How often do you eat "fast foods"?____________________________________________________________________________

DO YOU DRINK?
Alcoholic beverages: What? ________________ Amt Daily ________ Amt Weekly________
Sweet tea (sugar): Amt Daily_____________ Soft Drinks (with sugar): Amt Daily_____________
Milk: Amt Daily_____________ Juice: Amt Daily_____________ Coffee: Amt Daily_____________
List the foods you crave:_____________________________________________________________________________________
When____________________________________________________________________________________________________

Do you eat before going to bed? : A = Always  S = Sometimes  N  = Never __________

Below are different weight loss methods.  Please indicate which you have used in the past. (Check all that apply)
	
	Diet Pills (Over the Counter)
	
	Weight Watchers
	
	Other: 

	
	Diet Pills (MD Prescribed)  
	
	Jenny Craig
	
	


What usually goes wrong with your weight reduction plan? ___________________________________________________________

Do you have any medical reasons that would restrict you from physical activities? _____Yes______No 

(if yes, explain.)_____________________________________________________________________________________________

Are there any significant stresses or problems in your life? Explain____________________________________________________________________________________________________

Do you have a family history of the following? Please Check One

PERSONAL HEALTH HISTORY:                                                DATE: ____________
NAME ________________________________________________________________
FAMILY HISTORY: 
FATHER

AGE______ AGE  AT DEATH________ STATE OF HEALTH_______

MOTHER
AGE______ AGE  AT DEATH________ STATE OF HEALTH _______
PAST OR PRESENT ILLNESS OF PARENTS: _______________________________________________________________________________________________________________________
CIRCLE THE FOLLOWING IF ANY BLOOD RELATIVES HAS HAD:

ALCOHOLISM,ALLERGIES,ANEMIA,ASTHMA,ARTHRITIS,BLEEDING TENDENCY, CANCER: BREAST, COLON,OTHER: ____________________________________________________DIABETES, DRUG PROBLEM, EPILEPSY, HEREDITARY DISEASE, HIGH BLOOD PRESSURE, KIDNEY DISEASE,/STONE, LIVER DISEASE, THYROID DISEASE, MENTAL HEALTH CONDITION, 
SOCIAL HISTORY:
MAJOR SOURCE OF STRESS: __________________________________________________________

MAJOR SOURCE OF JOY: ______________________________________________________________

DO YOU HAVE A REGULAR EXERSIZE PROGRAM (EXPLAIN)_____________________________

LIST YOUR LEISURE ACTIVITIES: ______________________________________________________

DO YOU SMOKE? YES/NO _____________ PACKS PER DAY __________ YEAR QUIT ____________________
HOSPITALIZATIONS?

YEAR_________OPERATION OR ILLNESS_______________________ HOSPITAL_______________

YEAR_________OPERATION OR ILLNESS_______________________ HOSPITAL_______________

YEAR_________OPERATION OR ILLNESS_______________________ HOSPITAL_______________
CONTRACEPTION USED: 
ARE YOU SEXUALLY ACTIVE? (CONFIDENTIAL) YES / NO  |  IF SO, DO YOU USE CONTRACEPTION?   YES / NO
IF YES, LIST CONTRACEPTION: ______________________________________________________________
ILLNESS-PAST OR PRESENT:
CHRONIC HEADACHE, CHRONIC HEARTBURN, DIABETES, LUNG DISEASE, SKIN PROBLEMS, , EPILEPSY/CONVULSION, MENTAL CONDITION, THYROID DISEASE,  TUBERCULOSIS, ARTHRITIS, HEART DISEASE, NERVOUS CONDITION, ASTHMA, HEPATITIS/JAUNDICE, PEPTIC ULCER, CANCER, HIGH BLOOD PRESSURE, 

OTHER: _______________________________

LIST SERIOUS INJURIES OR DEFORMITIES: _______________________________________________________________________________

ALLERGIES TO MEDICATION OR FOOD: __________________________________________________________________________________

________________________________________________________________________________________________________________________

LIST RECENT OR CURRENT MEDICATIONS: _______________________________________________________________________________

________________________________________________________________________________________________________________________

LIST ANY OTHER DOCTORS YOU HAVE SEEN IN THE PAST YEAR INCLUDING GYNECOLOGISTS: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I UNDERSTAND THAT ALL INFORMATION WILL BE KEPT CONFIDENTIAL. I AFFIRM THAT ALL INFORMATION IS ACCURATE AND TRUE TO MY KNOWLEDGE. 

PATIENT SIGNATURE: _______________________________________________________________
Choices Weight Management AGREEMENT
I, ____________________________ authorize Dr. Josephine Brown and whomever they designate as their assistants, to assist me in my weight loss efforts. I understand that my program will consist of a balanced diet, a regular exercise program, and instruction in behavior modification techniques, and may involve the use of appetite suppressant medications. Other treatment options may include a very low calorie diet, or a protein supplemented diet. I further understand that if appetite suppressants are used. It has been explained to me that these medications have been used safely and successfully in private medical practices as well as in academic centers for periods exceeding those recommended in the product literature.

I understand that any medical treatment may involve risks as well as proposed benefits. Risks of this program may include but are not limited to nervousness, sleeplessness, headaches, dry mouth, gastrointestinal disturbances, weakness, fatigue, and palpitations. I also understand that there are certain health risks associated with remaining overweight and obese such as high blood pressure, diabetes, heart attack, heart disease, arthritis, sleep apnea, and sudden death. I feel that the risks associated with being obese far outweigh those of medications dispensed in the weight loss program.  

I understand that much of the success of the program will depend on my efforts and that there are no guarantees or assurances that I will reach my goal weight. I also understand that obesity may be a chronic, life-long condition that may require changes in eating habits and permanent changes in behavior to be treated successfully.

I understand that Dr. Josephine Brown’s Choices Weight Management does not accept medical insurance. I understand that this program provides natural supplements and injections that are not covered services for most insurance companies. I understand that I will be provided with the appropriate paperwork to file the claims for the Weight Loss program myself. I understand that if an insurance payment is made to our office  in error, we will reimburse the INSURANCE COMPANY, who will reimburse you directly.

-----------------------------------------------------------------------------------------------------------------------------------
I have read and fully understand this consent form and realize I should not sign this form if all items have not been explained to me. My questions have been answered to my complete satisfaction. I have been urged and have been given all the time I need to read and understand this form.

If I have any questions regarding the risks of the proposed treatment, I will ask the doctor before signing this consent form.

Patient Signature:_________________________________________________ Date: ____________________

DEMOGRAPHIC SHEET
DATE: _________________________

LAST NAME: _______________________ FIRST NAME: _________________ MIDDLE: _________

ADDRESS: _______________________________________________________________________

_______________________________________________________________________________

CITY: ____________________________________ STATE: ____________ ZIP CODE: ___________

SOCIAL SECURITY NUMBER: ________-______-__________ DATE OF BIRTH: ____/____/______

HOME PHONE NUMBER: (_______)______-________ WORK NUMBER: (_______)______-________

CELL NUMBER: (_______)______-_______  MARITAL STATUS:   SINGLE  MARRIED  DIVORCED

DRIVER LICENSE NUMBER: _______________ EMAIL ADDRESS: _____________________________

HOW MAY WE CONTACT YOU? (CIRCLE ALL THAT APPLY)
This will determine the means in which we are able to contact you for questions, and or appointment reminders.
Home Phone    Cell Phone     Work Phone   Email Address     Other      Please do not contact me

 - - - - - - - - - - - - - - - - - - - - - - - - - - - OFFICE USE ONLY​​​- - - - - - - - - - - - - - - - - - - - - -  - - - - - - - - - 
PATIENT  PAYMENT

CARECREDIT AMOUNT: $_________ AUTH # ___________
CASH  AMOUNT:   
$_____________ CASH RECEIPT NUMBER: ____________________

CHECK AMOUNT: 
$_____________ CHECK # __________ AUTH # ________________

CHARGE AMOUNT: $_____________ AUTH # __________
HOW DID YOU HEAR ABOUT US?

NAME: ______________ DATE:_________
Our program has grown by leaps and bounds and we’d love to find out how you heard about us. 

□ A friend, co-worker, family member, church member

Name: ____________________ Relationship: _______________*Optional
□ Doctor’s Office


Doctor’s Name: _________________ Doctor’s specialty: ____________

□ Radio Advertisement

□ Website

□ Other: Please list source: ______________________________________

_________________________________________________________________________________________________________________________________________________________________________________________________________
	

	

	


II. F3.2B

	Practice: Dr. Josephine Brown Choices Weight Management, Inc.

	Address: 807 Spring Forest Road, Suite 1600, Raleigh, NC 27609

	Privacy Official: Heather Dorgan

	Telephone: 919-829-9422


Notice of Privacy Practices Receipt

I acknowledge that I was provided with the Notice of Privacy Practices of the Medical Practice named
 at the top of this page.
	Print Name of Patient:
	

	Signature of Patient:
	

	Date:
	

	Patient’s Date of Birth:
	

	Patient’s ID/Chart Number:
	


For Personal Representative of the Patient (if applicable)
	Print Name of Personal Representative:
	

	Describe Personal Representative Relationship (parent, guardian, etc):
	

	Signature of Personal Representative:
	

	Date:
	


For Practice Use Only:
	

	

	

	

	

	

	

	


	
	
	

	Signature of Practice Employee
	
	Date
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