Name   _______________________________________________  Date ________________________

Disordered Eating Intake				


Check spaces below if you or any family members are currently experiencing or have experienced any of the following:

	SELF	Spouse	Mother	Father	Sister	Brother	Grandparents
Workaholism…………………….….	____	____	____	____	____	____	____
Depression………………………….	____	____	____	____	____	____	____
Anxiety…...………………………….	____	____	____	____	____	____	____
Alcoholism………………………….	____	____	____	____	____	____	____
Drug Addiction or Abuse………….	____	____	____	____	____	____	____
Self Harm..………………………….	____	____	____	____	____	____	____
Suicide Threats or Attempts……...	____	____	____	____	____	____	____
Overweight or Obesity…………….	____	____	____	____	____	____	____
Anorexia Nervosa………………….	____	____	____	____	____	____	____
Bulimia Nervosa……………………	____	____	____	____	____	____	____
Compulsive Overeating……………	____	____	____	____	____	____	____
Psychiatric Hospitalization………...	____	____	____	____	____	____	____
Mood Swings……………………….	____	____	____	____	____	____	____
Sexual Abuse………………………	____	____	____	____	____	____	____
Emotional Abuse…………………	____	____	____	____	____	____	____
Physical Abuse……………………	____	____	____	____	____	____	____
Stealing or Shoplifting…………….	____	____	____	____	____	____	____

Other Trauma: _______________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



 (If female)  Menstrual History:
Age menstruation began:____________
Are you currently menstruating on a regular basis?  Yes / No
If no, when did your periods stop?____________
What was your weight at the time?_____________















Family Medical History: 
Does anyone in your family have or have they ever had any of the following?
Anorexia Nervosa______________________ Bulimia Nervosa_________________________
Compulsive Overeating Disorder _________________________________________________
Heart Disease_______________ Diabetes_______________ Hypertension_______________


Weight History/Eating Behavior/Relationship with Food

Age: ______ 

Low weight: _______ age _______
High weight: _______ age _______
Usual weight: _______
Goal weight: _______


 
Do you have a scale? ___________________ Do you count calories? ___________________
Do you weigh yourself? _______________________ How often? _______________________

Which foods do you feel most comfortable eating? 	Least comfortable eating?
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_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Have you ever eliminated certain foods or food groups?
______________________________________________________________________________________________________________________________________________________

Have you ever eaten less than what you were hungry for?
______________________________________________________________________________________________________________________________________________________


Relationship with Food Questionnaire

1. Diet History
a. Have you ever dieted?   Yes / No
If no, go on to the next section.
If yes, age you first dieted: ________________ 
Weight at that time: ______________________
b. Why did you begin the diet?__________________________________________
___________________________________________________________________
c. How did you change the way you ate? _________________________________
___________________________________________________________________
d. What diet did you follow?____________________________________________
___________________________________________________________________
e. Did someone want you to lose weight?_________________________________
f. If yes, who was it and why did they want you to lose weight? ________________
___________________________________________________________________

2. Body Image
a. Indicate your current level of satisfaction with your body.
Poor			Fair			Good			Excellent
b. Have you ever wanted to change something about your body?    Yes / No
If yes, at what age did you first feel this way? ____________________________
c. What led you to feel this way? ________________________________________
___________________________________________________________________
d. How did you feel about your body in elementary school? ___________________
 __________________________________________________________________
Intermediate school? _______________________________________________
High School? _____________________________________________________
College? _________________________________________________________
Graduate school? __________________________________________________
e. When did the way you feel about your body change and why? _______________
______________________________________________________________________________________________________________________________________

3. Binge Eating
a. Have you experienced periods where you eat uncontrollably?    Yes / No
If no, go on to the next section.
If yes, how often?_____________________________
b. Age binge-eating began: _____________
c. Number of years binge-eating on a regular basis: _____________
d. How did you start binging?___________________________________________

4. Vomiting
a. Have you induced vomiting?    Yes / No
 If no, go on to the next section.
 If yes, how often?__________________________________________________
 Highest frequency: ________________________________________________
b. Age when you began to induce vomiting: _____________
c. Number of years of vomiting on a regular basis: _____________

5. Laxatives
a. Have you taken laxatives?    Yes / No
 If no, go on to the next section.
 If yes, how often? ______________ How many each time? ________________
b. What kind of laxatives do you use? ____________________________________
c. Age when you first began using laxatives on a regular basis: _______________
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Exercise History


How would you rate your level of physical activity?

None				Low				Moderate				High


Type of Activity		Frequency				Duration			

____________________		_____________________		__________________
____________________		_____________________		__________________		                          

How long have you been this active?______________________________________________
Participation in sports/athletics: __________________________________________________
___________________________________________________________________________
Past experience with sports/athletics: ____________________________________________
___________________________________________________________________________
Have you ever exercised compulsively? ___________________________________________
___________________________________________________________________________
Have you ever changed your physical activity to change your body weight or shape? 
______________________________________________________________________________________________________________________________________________________
How did you change your physical activity?_________________________________________
___________________________________________________________________________
___________________________________________________________________________

Please include any other information below you feel would be helpful for us to know in order to most effectively help you:




