LIFESTYLE SCREENING FORM

Name: ___________________   Gender: M  F


       
     For office use only
   Age: _________   Married: Y  N

DIET

Place an X representing your current height and weight

EXERCISE


Y  N   Do you currently get any regular exercise during the week.

WATER


How many glasses water do you drink a day on average? _________

CIGARETTES


Do you currently smoke cigarettes at all?Y  N

SLEEP


How many hours of sleep do you get on average each night?


Y  N   Do you think you have any problems with insomnia?

LIFESTYLE DISEASES


Y  N   Do you have high blood pressure?


Y  N   Do you take blood pressure medicines?


Y  N   Do you have diabetes?



Y  N   Do you have elevated cholesterol, triglycerides, or LDL/HDL?



Y  N   Do you have heart disease?

