BIOGRAPHY

1. Date of Birth: 





Age:

2. Place of Birth:

3.  Sex:
Female

Male

4. Religion:

Protestant
     Jewish
   Catholic
   Other

5. Highest grade of level of education completed:



0 - 6th grade


Some College





7 - 11th grade


College (degree received and date)


High School Graduate

Graduate or Professional School(degree received and date)
7. Occupation:

8. Income:
Under 10,000


40,000 - 50,000




10,000 - 20,000

Over 50,000




20,000 - 30,000

Supported by family/other




30,000 - 40,000

9. With whom, if anyone, do you live?
Parents



Roommate








Other family members

Alone








Spouse



Other  (name)

PROBLEMS REGARDING FOOD AND EATING
1. Describe the problems with eating that have prompted you to seek help at this clinic.

2. Describe what effect these problems have had on your life and relationships with other people (i.e., depression, problems with work, problems with family, etc.).

3. If you have sought or received help for these problems before, please note what sort of help you received and when:
Family Doctor








Clinic









Psychiatrist






Gynecologist






Other

4. Current Height:


5. Current Weight:

6. Highest Adult Weight:             


At what age was this?

7. Lowest Adult Weight:             


At what age was this?

8. What is your desired weight?

9. Approximate age eating problem began:

10. Has your eating problem changed since it first began?
     Yes          No


If yes, describe the changes:

11. Describe any hospitalizations, surgeries, or medications related to your eating problem:

12. Do you feel that you:
Overeat                   Eat Normally






Undereat                  Other

13. Indicate your attitude toward calories/fat grams:


Do not count calories




Do not count fat grams

Approximate number of calories


Approximate number of fat grams

Determine exact number of calories


Determine exact # of fat grams



(scales/
charts/etc.)

14. What are your favorite foods?

15. How often do you weigh yourself?
Never


Weekly








Occasionally

Daily









Monthly

More than once daily

16. Are there certain foods you avoid?            Yes          No 


If there are, describe:

17. Do you avoid eating carbohydrates (starches or foods with sugars)?
   Yes

No

18. Do you binge?
   Yes
       No


If yes, what foods do you prefer to binge on?

19. How often do you exercise?
Never


Weekly







Occasionally 

Daily

                              


   


Monthly

More than once daily

20. Has your exercise pattern changed over the past few years?         Yes       No


If yes, has it      increased
    decreased.


If yes, describe how it has changed:

21. What was your parents’ approach to eating and nutrition while you were growing up?

Did your patents encourage you to: 



Eat everything on your plate 


Snack between meals



Have seconds




Limit food intake in some way

22. Has anyone ever told you that you had feeding problems as an infant?
       Yes           No


If yes, what type (colic, allergies, etc.)?

MEDICAL HISTORY

1. Describe any physical problems (other than eating problems) you have had:

2. Have you ever been hospitalized?             Yes         No 


If yes, describe problems and/or treatment:

3. Are you currently under a doctor’s care for any problems?       Yes          No

4. Please list any medications that you are currently taking:

5. Do you drink alcoholic beverages?

Yes
        No


If yes, how much do you drink?

One drink daily








Two or three drinks daily








One or two drinks weekly








Occasional social drinker


If you drink, what kind of alcohol do you usually drink?
     Beer        Wine
    Liquor

6. Have you ever had a drinking problem?        Yes          No


If yes, have you ever received treatment for a drinking problem?

Yes         No

7. Has anyone in your family had a drinking problem?

Yes        No


If yes, what is their relationship to you?

8. Have you ever had a drug problem?           Yes          No


If yes, describe the problem:

FOR WOMEN: GYNECOLOGIC/OBSTETRIC HISTORY

1. Do you currently have menstrual periods?

Yes        No


If no, when did they stop?

2. If you have periods, are they: (Check all that apply:)






Regular

Skipped






Heavy


Less than 28 days apart






Painful


More than 36 day.- apart






Other, describe

3. Age of your first period:

4. Are you using birth control pills?

Yes

No


If yes, how long have you used them?

Years

Months

5. Have you used birth control pills in the past?
Yes

No


If yes, when?

6. Number of pregnancies:

7. Number of children: 


Ages of children:

8. Have you ever had a miscarriage?

Yes

No

9. Have you ever had an abortion?

Yes

No

10. Have you had a hysterectomy?

Yes

No


If yes, at what age?

11. Do you presently use any method of birth control?           Yes          No


If yes, what method?
Pill

Rhythm

IUD






Diaphragm
Spermicide

Condom






Other(describe)

PSYCHIATRIC/COUNSELING HISTORY
1. Have you had previous contact with any therapist for your eating problems or other psychiatric problems?

Yes

No


If yes, was this contact with a:

Counselor

Psychiatrist








Social Worker

Minister








Psychologist

Other

2. Was anyone in your family ever treated for a psychiatric problem?
Yes
      No


If yes, what is that person’s relationship to you and what type of problem has he/she been treated for?

3. Have you ever been hospitalized for a psychiatric problem or taken medications prescribed by a psychiatrist?
  Yes

No


If yes, describe:

4. Has anyone in your family ever been hospitalized for a psychiatric problem?
Yes
  No


If yes, describe:

5. Do you consider yourself to be depressed?          Yes           No 


If yes, describe:

6. Does anyone in your family suffer from depression?        Yes
     No


If yes, describe:                                                           

7. Do any of the following descriptions currently apply to you?



Yes
No
Intense fear of becoming obese, which does not





diminish as weight loss progresses.



Yes
No
Disturbances of body image, e.g., claiming to “feel





fat even when emaciated.



Yes
No
Weight loss of at least 15% of original body weight (if under 18, weight 



loss from original body weight plus projected weight gain expected from 



growth charts may be combined to make the 15%).



Yes
No
Refusal to maintain body weight over a minimal





normal weight for age and height.



Yes
No
No known physical illness that would account for the





weight loss.

8.
Do any of the following descriptions currently apply to you?



Yes
No
Recurrent episodes of binge eating (rapid





consumption of a large amount of food in a discrete





period of time, usually less than two hours)



Yes
No
Consumption of high-caloric, easily ingested food





during a binge.



Yes
No
Inconspicuous eating during a binge.



Yes
No
Termination of such eating episodes by abdominal





pain, sleep/social interruption, or self-induced vomiting.



Yes
No
Repeated attempts to lose weight by severely restrictive diets, self-induced 


vomiting, or use of cathartics or diuretics.



Yes
No
Frequent weight fluctuations greater than ten (10) pounds due to alternating 




binges and fasts.


Yes
No
Awareness that the eating pattern is abnormal and fear of not being able to 


stop eating voluntarily.



Yes
No
Depressed mood and self-deprecating thought following binges.



Yes
No
The bulimic episodes are not due to anorexia nervosa or any known 



physical disorder.

9. Has anyone in your family ever had a drug problem?
Yes
  No 


If yes, what is their relationship to you?

FAMILY
1. Does anyone in your family have an eating problem?
Yes
     No


If yes, what is the relationship of that person (or persons) to you?
2. Is your mother 
overweight

underweight

normal weight


Is your father
overweight

underweight

normal weight

3. Do you have any brothers and/or sisters?        Yes       No


If yes, please list them by sex and age, and indicate if they are overweight, underweight, or normal weight:

4. Briefly describe your family of origin (in terms of closeness, warmth, helpfulness, supportiveness, etc.):

5. Are both your parents alive?             Yes          No


If yes, are they:         
Living together





Separated





Divorced





Remarried

