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Office use only 
C__ K__R__ 
__________ 
Date:___________________ 
Weight Release Intake Form
(All information will be kept strictly confidential.)

Name:_______________________________________ DOB:__________ Sex: M F (circle one) 

Address: _____________________________________ 

                _____________________________________ 

Daytime Phone:_____________ Evening Phone:_____________ Cell Phone:_____________ 

Email Address: (Home)_________________________ (Office)__________________________ 

Name of Physician ______________________________________________________________ 

Marital Status:_________________________ Name of Spouse:__________________________ 

Names and Ages of Children:_____________________________________________________ 

How did you hear about this office?__________________________________________ 

Why are you seeking hypnotherapy?_________________________________________ 

List any fears/phobias:_________________________________________________________ 

List any current health problems_________________________________________________ 

___________________________________________________________________________ 

List any medications you are currently taking:___________________________________ 

__________________________________________________________________ 

Please list your three (3) most important life-time goals:___________________________ 


Weight Release Information

If you wish to lose 50 lbs, or more, I require written approval from your primary physician 

How much do you weigh? ________________ What is your goal weight? _____________ 

How long has your weight been an issue? __________ Please explain______________ ______________________________________________________________________ 


On an average day, what do you eat and how much? 

a) Breakfast__________________________________________________________ 


b) Mid-morning _________________________________________________________ 


c) Lunch _______________________________________________________________ 


d) Mid-afternoon ________________________________________________________ 


e) Dinner ______________________________________________________________ 


f) After dinner___________________________________________________________ 


g) Other ________________________________________________________________ 


Do you snack between meals? If yes, which, and what do you snack on?_______________ 

_________________________________________________________________________ 

Do you ever get up during the night for something to eat? YES/NO If yes, please explain 

____________________________________________________________________ 

If you overeat, which foods would you like to cut down on, or cut out altogether? __________ 

___________________________________________________________________________ 

Do you drink sodas or sweetened drinks? YES/NO If yes, how many? _________________ 


Do you drink alcohol? YES/NO If yes, how many drinks per day? _____per week? _______ 
How many glasses(8 oz) of water do you drink per day? _____________________ 


Who does the food shopping in your household? __________________________ 


Who prepares and cooks the food? ______________________________________ 


Do you often leave food on your plate? YES/NO 


Do you finish off other people's food? YES/NO 


Do you enjoy: (please check where appropriate) 


Sweet foods? ___________ Junk food?__________________ 


Fresh fruit? _____________ Nuts?______________________ 


Fresh vegetables? ________ Fast food?__________________ 


Starchy foods? ___________ Red meat?__________________ 


Fatty foods? _____________ 


Are, or were, either of your parents, brothers or sisters overweight? If so, which ________ 

_________________________________________________________________________ 

Do you remember any instances of being 'forced' to eat when you were younger? YES / NO 


Was food ever used as a reward for doing something good? YES / NO 


Did you ever eat to forget about something else? YES / NO 


Did you often feel hungry as a child? YES / NO 


Do you ever eat when you are not hungry? YES / NO 


Do you ever eat to please someone else? YES / NO 
Are you constantly thinking about the next meal? YES / NO 

Do you lead an active life? YES / NO 

Does your job involve sitting a lot? YES / NO 

Are you involved in any sport or regular exercise? YES / NO If yes, please explain________ 

____________________________________________________________________ If no, are you 

willing to start an exercise program? __________________________________________ 

What physical activities do you enjoy? ____________________________________________ 

How many hours sleep (approximately) do you have per night? ________ 

Do you sleep soundly? YES/NO If no, please explain ________________________________ 

____________________________________________________________________________ 

Medication 

Are you currently taking any drugs or prescribed medication? YES / NO 

If yes, are you aware of any side effects from these that could cause weight gain? YES / NO. If yes, 

explain__________________________________________________________________ 

If yes, are you willing to consult with your GP to find a more suitable alternative YES / NO.
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Hypnotherapy works!




