Carolina Weight Loss
Patient Registration Form

Name: _____________________________________ DOB: _________________ Age: 

Phone number: _____________________________ E-mail: 

Mailing address: 

City: __________________________________ State: __________ Zip code: ___________________

Emergency contact: ________________________________ Relationship:

Emergency contact phone number: ______________________________

How did you hear about us? Check all that apply:

Friend � Google � Facebook � Website � Other � (specify) ____________________________

MEDICATIONS AND SUPPLEMENTS

	Medication name:
	Strength:
	How often do you take it?

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	



PAST WEIGHT LOSS PROGRAMS/PLANS
· I have never tried to lose weight 	
· Weight Watchers
· Keto/Low carb diet
· Intermittent fasting
· Medication (describe) 

LIFESTYLE AND EATING HABITS (list what you typically eat)

Breakfast 						     Lunch ________________________________ 

Dinner _____________________________________ Snacks  _______________________________

How often do you go out to eat? 

Do you meal prep? Yes � No � If yes, how often?  ________________________________________  

Highest weight in the last 5 years: ______________ Lowest weight in the last 5 years: 

What is your goal weight? __________ lb


Why do you think you have trouble losing weight? Check all that apply:

Overeating � Slow metabolism � Lack of exercise � Stress �

Are you married? Yes � No � Do you have children? Yes � No � Ages?

Do you exercise? Yes � No � What type and how often? 

Do you drink alcohol? Yes � No � If yes, how much and how often? 

Do you smoke/vape? Yes � No � If yes, how many packs per day? ______ For how long? 

HEALTH HISTORY

Have you ever had, or do you currently have any of the following? Check all that apply:

	· No known medical history
	· Diabetes
	· Irregular heart rhythm

	· Anemia
	· Gallbladder disease
	· IBS/IBD

	· Anxiety
	· Gallstones
	· Kidney disease

	· Arthritis
	· GERD/acid reflux
	· Liver disease

	· Asthma
	· Glaucoma
	· Nausea/vomiting

	· Bleeding disorder
	· Gout
	· Pancreatitis

	· Cancer
	· Heart attack
	· Seizures

	· Congestive Heart Failure
	· Heart disease
	· Stroke

	· COPD/emphysema
	· Heart blood pressure
	· Thyroid disease

	· Depression
	· High cholesterol
	· Other



Are you under the care of a physician for an acute medical problem? If yes, why? Please include your PCP: 

_________________________________________________________________________________________

PATIENT ACKNOWLEDGEMENT

I acknowledge that the information I have provided on this form is true and accurate to the best of my knowledge. I understand that withholding or providing false information may affect my treatment and/or safety.

Monthly packages will include 4 consecutive visits (exceptions: office closure for holidays or inclement weather, and the family discount package which includes 5 visits). If I must miss a visit due to an emergency, medical condition, or extenuating circumstance, it is my responsibility to discuss with my provider. Otherwise, missed visits will be forfeited and I will not be offered a partial refund.

I further understand and agree that all payments for services rendered, packages, or products are non-refundable, regardless of treatment outcome or satisfaction.

Signature: _______________________________________________ Date: ________________________
