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I N T A K E  Q U E S T I O N N A I R E

NAME                       

W H Y  T R E A T M E N T  N O W ?  I M P A C T  O F  P R I O R  T R E A T M E N T  E X P E R I E N C E S

TELL US WHY YOU ARE PURSU ING TREATMENT AT THIS T IME :

WHAT ASPEC TS OF BE ING IN TREATMENT CONCERN YOU ?

I F YOU HAVE BEEN IN TREATMENT PREV IOUSLY, WHAT ARE SOME OF THE POSIT IVE OR NEGATIVE 
E XPER IENCES THAT MAY IMPAC T YOUR E XPER IENCE AT OL IVER-PYAT T CENTERS ?

 

L I F E  S I T U A T I O N

CURRENT L IV ING AND SOCIAL ENV IRONMENT ( WHO YOU L IVE WITH /  SET T ING YOU L IVE IN ) :

HOW DO YOU FEEL YOUR CURRENT L IV ING ENVIRONMENT IMPAC TS YOU ?

WHO IS I N YOUR SUPPORT SYSTEM ( E .G . ,  FA MI LY,  FR IENDS ,  THER APIST ) ?

CAN YOU DESCR IBE A TYPICAL OR RECENT DAY IN YOUR L I FE THAT WOULD HELP US UNDERSTAND YOU ?
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A D D I T I O N A L  B A C K G R O U N D  I N F O R M A T I O N

ARE YOU INVOLVED IN ANY SPORTS OR E XERCISE ? 

WHAT MOTIVATES / MOTIVATED YOU TO PARTIC IPATE IN SPORTS OR E XERCISE ?

DO YOU HAVE ANY PARTICUL AR INTERESTS,  PASS IONS, OR HOBB IES THAT YOU CAN TELL US ABOUT ?

DO YOU HAVE ANY DIETARY REQUIREMENTS DUE TO REL IG ION ( E .G . ,  KOSHER )  OR MEDICAL CONDIT ION 
YOU HAVE DOCUMENTATION FOR ( E .G . ,  D IABETES ,  FOOD ALLERGIES ) ?

HAVE YOU BEEN FED BY NON-OR AL ROUTES AND / OR RECEIVED SUPPLEMENTS AS YOUR PR IMARY SOURCE 
OF NUTR IT ION ? I F SO, PLEASE PROVIDE DETAILS :

HAVE YOU HAD ANY T YPE OF G I SURGERY ( E .G . ,  GASTR IC BYPASS ,  RESECT IONING) ?  I F  SO, PLEASE PROVIDE 
DATE(S) AND OUTCOME :

DID YOU EXPER IENCE AN OUTCOME THAT YOU FELT WAS POSIT IVE OR NEGATIVE WITH REGARD TO 
YOUR PHYS ICAL AND / OR EMOTIONAL HEALTH ? I F SO, PLEASE DESCR IBE :

E A T I N G  D I S O R D E R  S Y M P T O M S

HEIGHT CURRENT WEIGHT

USUAL WEIGHT DES IRED WEIGHT

HIGHEST WEIGHT / AGE LOWEST WEIGHT / AGE

WEIGHT BEFORE ONSE T OF E AT ING D ISORDER / AGE

RECENT WEIGHT CHANGES (DESCR IBE WE IGHT LOSS OR GA IN PAT TERNS OVER THE PAST 12 MONTHS)

CURRENT CALOR IC INTAKE ( INCLUDING SUPPLE MENTS )  

DO YOU RESTR IC T YOUR FOOD INTAKE ?
NO    YES ,  BUT ONLY IN THE PAST ( WHEN DID YOU STOP ? )                 YES ,  I  CURRENTLY RESTR IC T

I F YES,  HOW DO YOU / DID YOU RESTR IC T ( E .G . ,  C ALOR IES ,  FAST ING ,  SPEC I F IC FOOD AVOIDANCE) ?
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DO YOU B INGE E AT ? ( B INGE E AT ING IS  DEF INED AS E AT ING AN A MOUNT OF FOOD THAT IS  L ARGER THAN
THE AVER AGE PERSON WOULD CONSUME , ACCOMPANIED BY A SENSE OF BE ING OUT OF CONTROL . )

NO    YES ,  BUT ONLY IN THE PAST ( WHEN DID YOU STOP ? )                 YES ,  I  CURRENTLY B INGE

I F YES,  HOW OF TEN DO YOU / DID YOU B INGE PER DAY / WEEK ON AVER AGE ?

DO YOU HAVE OTHER OVER-E AT ING PAT TERNS SUCH AS “GR A ZING” ON FOOD ALL DAY ?

WHAT ARE YOUR PREFERRED B INGEING AND / OR GR A ZING FOODS ?

DO YOU PURGE ?
NO    YES ,  BUT ONLY IN THE PAST ( WHEN DID YOU STOP ? )                 YES ,  I  CURRENTLY PURGE

I F YES ,  HOW OF TEN DO YOU / DID YOU PURGE PER DAY / WEEK ON AVER AGE ? 

DO YOU ABUSE L A X ATIVES ?  
NO    YES ,  BUT ONLY IN THE PAST ( WHEN DID YOU STOP ? )      YES ,  I  CURRENTLY ABUSE

I F YES ,  WHAT K IND OF L A X ATIVES DO YOU / DID YOU USE ,  AND WHAT AMOUNT PER DAY / WEEK 
ON AVER AGE ?

DO YOU CURRENTLY USE WEIGHT-LOSS P I LLS ?  NO    YES

I F  YE S,  L I ST T YPE ,  QUANTIT Y,  AND FREQUENCY

DO YOU DR INK AN E XCESS IVE AMOUNT OF WATER ? NO    YES

DO YOU HAVE ANY FOOD R ITUALS THAT CONCERN YOU ? NO    YES

I F  YES ,  PLE ASE E XPL A IN :

DO YOU HAVE AN UN HE ALTHY REL AT IONSHIP WITH E XERCISE ?   

NO

YES ,  I  GE T ANXIOUS OR IRR ITABLE I F  I  CAN ’T ENGAGE IN MY E XERCISE ROUTINE

YES ,  I  OVER-E XERCISE (HOW MANY HOURS PER DAY / WEEK ? )

YES ,  I  E XERCISE AGAINST THE ADVICE OF A HE ALTH CARE PROVIDER AND / OR DESP ITE PA IN

YES ,  I  UNDER-E XERCISE

E X P O S U R E  T O  T R A U M A

HAVE YOU BEEN PHYS ICALLY ABUSED ? NO    YES

HAVE YOU BEEN SE XUALLY ABUSED ? NO    YES

DOES ANYONE IN YOUR FAMILY STRUGGLE WITH SUBSTANCE ABUSE ,  A MENTAL HE ALTH I SSUE ,  OR AN
E AT ING D ISORDER ? NO    YES

HAVE YOU LOST A CLOSE FAMILY MEMBER ? NO    YES

OTHER :
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P R I O R  T R E A T M E N T  E X P E R I E N C E S  ( L I S T  P L A C E S ,  D A T E S ,  A N D  H O W  T H E Y  I M P A C T E D  Y O U )

INDIV IDUAL THER APY

INTENS IVE OUTPAT IENT

DAY TRE ATMENT / PART IAL HOSP ITAL IZ AT ION

RES IDENTIAL

INPAT IENT PSYCHIATR IC

INPAT IENT MEDICAL

C O - O C C U R R I N G  C O N D I T I O N S

LET US KNOW IF YOU HAVE EVER BEEN DIAGNOSED WITH AND / OR HAVE E XPER IENCED ANY OF THE FOLLOWING
CONDIT IONS THAT SOMET IMES ACCOMPANY E AT ING DISORDERS :

DEPRESS ION NO    YES

B IPOLAR DISORDER  /  MANIA  /  HYPOMANIA  /  E X TREME MOOD FLUC TUATION NO    YES

PREMENSTRUAL SYMPTOMS NO    YES

POSTMENOPAUSAL SYMPTOMS NO    YES

AT TENTION DEF IC IT D ISORDER NO    YES

PANIC DISORDER NO    YES

SOCIAL PHOB IA NO    YES

ANXIET Y DISORDER NO    YES

OBSESS IVE COMPULS IVE D ISORDER NO    YES

OTHER IMPULS IVE D ISORDER ( E .G . ,  SHOPPING , SE XUAL IMPULSIV I T Y,  GAMBL ING) NO    YES

E XCESS IVE / D ISRUPT IVE USE OF INTERNET OR COMPUTER GAMES NO    YES

SUBSTANCE ABUSE NO    YES

ALCOHOL ABUSE NO    YES

HOARDING (OF FOOD OR POSSESS IONS ) NO    YES

SHOPL IF T ING OR STEAL ING NO    YES

ANXIET Y OR INAB IL IT Y TO SHOP FOR FOOD AND / OR CLOTHING NO    YES

ANXIET Y OR INAB IL IT Y TO EAT IN RESTAUR ANTS OR TAKE-OUT FOODS NO    YES

OTHER :
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S E L F - H A R M

DO YOU HAVE SU IC IDAL THOUGHTS ? NO    YES

HAVE YOU EVER TR IED TO COMM IT SU IC IDE ? NO    YES

I F  YES,  HOW AND WHEN ?

DO YOU DO OTHER SELF-HARMING BEHAVIORS ( E .G . ,  CUT T ING , BURNING , P ICK ING) ?  NO    YES

I F  YES,  WHERE ON YOUR BODY ?

CAN YOU COMMIT TO SAFET Y WHILE UNDER THE CARE OF OL IVER-PYAT T CENTERS ? NO    YES

P S Y C H I A T R I C  M E D I C A T I O N  H I S T O R Y

WHAT MEDICAT IONS ARE YOU CURRENTLY TAK ING ?

MEDIC ATION                                                             DOSE                      DURATION

MEDIC ATION                                                             DOSE                      DURATION

MEDIC ATION                                                             DOSE                      DURATION

MEDIC ATION                                                             DOSE                      DURATION

WHAT MEDICAT IONS HAVE YOU TAKEN IN THE PAST ? ( PROV IDE WHATEVER INFOR MAT ION YOU REMEMBER )

MEDIC ATION                                                             DOSE                      DURATION

MEDIC ATION                                                             DOSE                      DURATION

MEDIC ATION                                                             DOSE                      DURATION

M E D I C A L  H I S T O R Y

DATE OF LAST PHYSIC AL EXAM

CURRENT MEDIC AL CONDITIONS

CURRENT MEDIC ATIONS FOR ANY MEDIC AL CONDITIONS

AGE OF ONSET OF MENSES / LAST MENSTRUAL PERIOD

PAST AND / OR RESOLVED MEDIC AL CONDITIONS

PAST MEDIC AL HOSPITALIZATIONS

SERIOUS INJURIES TO THE SPINE OR HEAD
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A D D I T I O N A L  I N F O R M A T I O N

YOU MAY E XPER IENCE PERSONAL STRUGGLES DUR ING YOUR TREATMENT. DO YOU FEEL IT WILL BE 
D IFF ICULT TO SHARE THOSE STRUGGLES WITH US ? I F SO, PLEASE E XPL AIN :

PLEASE L I ST THREE PROMINENT STRESSORS YOU HAVE AT THIS T IME :

1.

2.

3.

WHAT ARE SOME STRENGTHS AND WEAKNESSES YOU HAVE THAT MAY INFLUENCE THE COURSE OF 
YOUR TREATMENT ?

STRENGTHS :  ARE AS OF STRUGGLE :

1. 1.

2.  2.

3.  3.

P R O S P E C T I V E  C L I E N T

SIGNATURE DATE

PHONE

O L I V E R - P Y A T T  C E N T E R S  S T A F F

NAME

SIGNATURE DATE
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