JOHN YACOUB MD
HEALTH QUESTIONNAIRE

Do You have any allergies? --------------------------------------------YES

NO

Please list ALL medications you are taking including Herbs and over the counter:





-----------------------------------------------------------------------





------------------------------------------------------------------------





------------------------------------------------------------------------





------------------------------------------------------------------------

Do you get palpitations? --------------------------------------------------  YES

NO

Do you get chest pain? ----------------------------------------------------  YES

NO

Do you tire easily? ---------------------------------------------------------   YES

NO

Do you develop swelling in lower extremities? -----------------------  YES

NO

Do you get headaches? ----------------------------------------------------- YES

NO

Do you have Diarrhea frequently? --------------------------------------  YES

NO
Are you always constipated? ---------------------------------------------  YES

NO

Do you get Kidney stones? ------------------------------------------------- YES
NO

Do you have difficulty sleeping? ------------------------------------------ YES
NO

Do you get dizzy?--------------------------------------------------------------YES
NO 

Do you get muscle pains------------------------------------------------------YES
NO

WERE YOU EVER TOLD YOU HAVE ANY OF THE FOLLOWING?


HEART MURMUR? -----------------------------------YES

NO


HEART DISEASE? ------------------------------------ YES

NO


HIGH BLOOD PRESSURE?------------------------- YES 

NO


DIABETES ------------------------------------------------YES

NO


HYPOGLYCEMIA --------------------------------------YES


MITRAL VALVE PROLAPSE? --------------------- YES

NO


EYE DISEASE?-----------------------------------------  YES

NO


THYROID DISEASE? --------------------------------  YES

NO

HAVE YOU HAD AN   EKG?------------------------------YES

NO

HAVE YOU HAD AN ECHOCARDIOGRAM?------- YES

NO

Do you drink alcohol? ----------------------------------------------------- YES

NO


If yes how often? -----------------------------------------------------------




----------------------------------------------------------------

Do you use street drugs? -------------------------------------------------- YES

NO

EATING HABITS:

Do you skip breakfast?---------------------------------------- YES
NO
Sometimes

Do you skip lunch? --------------------------------------------  YES
NO
Sometimes

Your main meal is: 


Breakfast-------------Lunch----------------Dinner

When do you snack?


Morning--------------Afternoon-----------Evening

What is your favorite snack?

-----------------------------------------------------------------------------------------------

------------------------------------------------

Do you crave any foods?

-----------------------------------------------------------------------------------------------------------

-----------------------------------------------------------------------------------------------------------

-----------------------------------------------------------------------------------------------------------

Do you eat Fast Food?



YES

NO

Have you tried to lose weight before? --------------------------------------YES
NO

Have you used medications before to lose weight?----------------------- YES
NO

Have you used Phentermine (Adipex ) Before?--------------------------- YES
NO 

Have you used Phen-Fen Before? ------------------------------------------- YES
NO

DO YOU EXERCISE?---------------------------------------------------------


HOW OFTEN?-------Less than  3 times a week





More than 3 times a week

What is your Height? ----------------------------------------------------
What is your current weight? -----------------------------------------
What is the Heaviest you weighed? -----------------------------------

What is the lightest you weighed? -------------------------------------
COMMENTS------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
