RENEW WELLNESS CENTER | CONFIDENTIAL HEALTH ASSESSMENT
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WEIGHT LOSS & RED LIGHT THERAPY HEALTH ASSESSMENT

Please complete all sections. Your answers help us personalize your care safely and effectively.

PATIENT INFORMATION

First name:

Today’s date:

Address:

Cell phone:

Occupation:

Emergency contact:

PROMOTION, GOALS & MOTIVATION

What inspired you to take advantage of our promotion?
O Weight-loss goals
O Improve overall health
O Improve overall skin tone

0O Recommendation from someone

Last name:

Date of birth: Age:

City / State / ZIP:

Email:

Marital status: oS oM oD oW

Relationship / Phone:

O Improve confidence
O Learn about red light therapy benefits
0 Special promotional price

O Other:

What is the biggest challenge you are dealing with right now related to your weight, health, or well-being?

How is this challenge affecting your daily life, health, confidence, or emotional well-being?

How long have you been experiencing this challenge?

O Less than 3 months 0 3-6 months

O 1-3 years O More than 3 years

0 6-12 months

What have you tried in the past to address this challenge, and what results did you experience?
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MOTIVATION & DESIRED OUTCOME

What do you feel prevented your previous efforts from providing lasting results?

If this challenge is not addressed, how do you believe it may affect your health, confidence, relationships, or quality of
life?

If we can help you overcome this challenge, what positive changes would it make in your health, confidence, and daily
life?

How important is making this change? 1 2 3 4 56 7 8

9 10 How confidentareyou? 1 2 34567 8 9 10

Who supports your health goals? What might interfere?

WEIGHT & HEALTH HISTORY

Current height: Current weight:

Weight 1 year ago: Personal goal weight: Ibs
Lowest adult weight: Age: How long maintained?

Highest adult weight: At what age?

How many times have you intentionally lost 20 pounds or more and regained it?
O Never O Once or twice O 3—4 times O 5 or more times

Which approaches have you tried?

O Calorie-restricted diet O Low-carb / keto

O Meal-replacement plan O Prescription weight-loss medication
O GLP-1 medication O Commercial weight-loss program
O Personal trainer / exercise plan O Other:

LIFESTYLE SNAPSHOT

Exercise days per week: Average session length:
Typical exercise: Average sleep per night:
Water per day: Alcohol per week:
Tobacco / nicotine use: 0 No O Yes If yes, type / amount:
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EMOTIONAL WELLNESS & EATING BEHAVIORS
Please check any statements that currently or frequently apply to you.

. O | eat in response to stress, anxiety, boredom, sadness, or
O | eat when | am not physically hungry.

loneliness.
O | sometimes eat faster or more than | intended. O | graze or snack frequently between meals.
O | sometimes feel unable to control how much | eat. O | experience guilt, shame, or regret after eating.

O | sometimes hide food or eat privately because of

O | use food as a reward or source of comfort.
embarrassment.

O | frequently think about food, dieting, or my weight. O My weight affects my confidence or social activities.

O | have tried to stop binge eating but have been unable to

stay stopped. O None of these currently apply to me.

Have you ever been diagnosed with an eating disorder? O

No O Yes If yes, type / treatment:

Are anxiety, depression, grief, or significant stress affecting = Are you receiving counseling or mental-health care? 0 No
you now? 0O No O Yes O Yes

Are you taking medication for mood, anxiety, or sleep? O

No O Yes If yes, please list it below with your other medications.

Is there anything emotionally or psychologically that you would like your provider to understand?

MEDICAL HISTORY

Check any condition you currently have or have had in the past.
O Active or previous cancer O Diabetes / prediabetes O High blood pressure
O High cholesterol O Heart disease / chest pain O Irregular heartbeat
O Stroke / blood clots / phlebitis O Kidney disease O Liver or gallbladder disease
O Thyroid disease O Anemia O Asthma / breathing difficulty
O Seizures / epilepsy O Fainting / dizziness O Frequent headaches / migraines
O Digestive disease / chronic diarrhea O Chronic constipation O Heartburn / ulcers
O Arthritis / joint pain O Low-back pain O Neuropathy
O Anxiety / panic attacks O Depression O Alcohol or substance-use concern
O PCOS O Gout O Previous bariatric surgery
0O Other:
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MEDICATIONS, SUPPLEMENTS & PROVIDERS

List all medications and supplements, including hormones, birth control, dose, and frequency.

Medication / Supplement Dose Frequency Reason
Primary care physician: Phone:
Other provider: Specialty / Phone:

RED LIGHT THERAPY SAFETY SCREENING

Check YES or NO. A “Yes” answer does not automatically exclude treatment; it alerts our provider to review your history.

Question Yes No
Are you pregnant, trying to become pregnant, or breastfeeding? O O
Do you have active cancer or are you currently receiving cancer treatment? O O
Do you have epilepsy, seizures, or sensitivity to flashing/bright light? O O
Do you have lupus, porphyria, or another light-sensitive condition? O O
Are you taking medication or supplements that may increase light sensitivity? O O
Do you have an active rash, infection, open wound, or unexplained skin lesion in the treatment area? O O
Have you recently had surgery, injections, laser treatment, chemical peel, or another procedure in the treatment O O
area?

Do you have an implanted electronic device or other implanted medical device? O O
Have you previously had an unexpected reaction to red or near-infrared light therapy? O O

Please explain any “Yes” answers:

ACKNOWLEDGMENT & AUTHORIZATION

| certify that the information provided is complete and accurate to the best of my knowledge. | understand that this assessment helps determine
whether services are appropriate for me and does not replace medical diagnosis or treatment. | agree to notify Renew Wellness Center of changes
in my health, medications, pregnancy status, or symptoms before treatment.

Patient signature: Date:

Provider signature / review: Date:

Consent to contact my primary care physician or other healthcare provider when clinically necessary: 0 Yes 0O No
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