	AMAVITA WELLNESS
Medically Supervised Weight Loss Program
	639 Main Street, Stroudsburg, PA 18360
Tel: (570) 872-9800  |  Fax: (570) 872-9801
info@amavita-wellness.com



PATIENT INTAKE & MEDICAL HISTORY FORM
Amavita Wellness — Medically Supervised Weight Loss Program
	PLEASE COMPLETE ALL SECTIONS FULLY AND ACCURATELY. THIS INFORMATION GUIDES YOUR MEDICAL CARE.



	SECTION 1 — PATIENT INFORMATION



	First Name
 
	Last Name
 



	Date of Birth
 
	Age
 
	Sex at Birth
 
	Preferred Pronouns
 



	Address (Street)
 
	City
 
	State
 
	Zip
 



	Cell Phone
 
	Home/Work Phone
 
	Email Address
 



	Emergency Contact Name
 
	Relationship
 
	Emergency Phone
 



	Primary Care Physician (Name & Phone)
 
	Referring Provider (if any)
 



	SECTION 2 — BIOMETRIC BASELINE



	Current Weight (lbs)
 
	Height (ft/in)
 
	Waist Circumference (in)
 
	BMI (if known)
 



	Blood Pressure (if known)
 
	Resting Heart Rate
 
	Fasting Blood Sugar (if known)
 



Weight History
	Highest weight ever
 
	Lowest adult weight
 
	Weight 1 year ago
 
	Goal weight
 



	SECTION 3 — PROGRAM ELIGIBILITY SCREENING



Please indicate which apply to you. This determines your eligibility for specific medications and therapies.

Reason(s) for seeking medical weight loss:
1. BMI ≥ 27 with weight-related health condition (hypertension, type 2 diabetes, sleep apnea, dyslipidemia)
1. BMI ≥ 30 (obesity)
1. Improve metabolic health / reduce cardiovascular risk
1. Prepare for surgery or procedure requiring weight reduction
1. Other: _______________________________________________________________

Previous Weight Loss Attempts — check all that have been tried:
	□  Caloric restriction / dieting
□  Low-carb / ketogenic diet
□  Exercise program
□  Commercial weight loss program (Weight Watchers, Noom, etc.)
□  Meal replacement / shakes
	□  Prescription weight loss medication (list below)
□  GLP-1 agonist (Ozempic, Wegovy, Mounjaro, Zepbound)
□  Bariatric surgery (type: __________________)
□  Peptide therapy (type: __________________)
□  Other: ___________________



	Previous medications tried & reason stopped:
 
	Duration of longest successful weight loss:
 



	Maximum weight lost in a single attempt
 
	Did you regain? (Yes / No / Partial)
 



	SECTION 4 — MEDICAL HISTORY



Current Active Medical Conditions — Check all that apply:
	□  Type 2 Diabetes
□  Pre-diabetes
□  Hypothyroidism
□  Hyperthyroidism
□  High Blood Pressure
□  High Cholesterol
□  Heart Disease / CAD
□  Stroke / TIA
□  Atrial Fibrillation
□  Sleep Apnea
	□  GERD / Acid Reflux
□  IBS / Crohn's / Colitis
□  Kidney Disease (CKD)
□  Liver Disease / NAFLD
□  Gallbladder Disease
□  Pancreatitis (history)
□  PCOS / Hormonal Disorder
□  Osteoporosis
□  Autoimmune Disease
□  Cancer (current or history)
	□  Depression / Anxiety
□  Bipolar Disorder
□  Eating Disorder (anorexia, bulimia, BED)
□  Substance Use Disorder
□  Chronic Pain
□  Fibromyalgia
□  Migraines
□  Neuropathy
□  Asthma / COPD
□  Other: ____________



	Describe any other medical conditions:
 
	Year of first diagnosis of primary condition:
 



Surgical History (list any surgeries, approximate year):
	Surgery / Procedure
 
	Year
 
	Surgery / Procedure
 
	Year
 



	Surgery / Procedure
 
	Year
 
	Surgery / Procedure
 
	Year
 



Hospitalizations in past 5 years (reason & date):
	Hospitalization 1:
 
	Hospitalization 2:
 



	SECTION 5 — MEDICATIONS & SUPPLEMENTS



List ALL current medications, supplements, vitamins, and herbal products:
	Medication / Supplement Name
	Dose
	Frequency
	Prescribing Provider

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 



Drug Allergies / Adverse Reactions:
	Drug/Substance
 
	Reaction
 
	Drug/Substance
 
	Reaction
 



	Drug/Substance
 
	Reaction
 
	Drug/Substance
 
	Reaction
 



	SECTION 6 — CRITICAL EXCLUSION SCREENING



The following conditions may exclude or limit use of GLP-1 agonists (semaglutide/tirzepatide) or specific peptide therapies. Please answer carefully.

	Question
	YES
	NO

	Do you or any first-degree relative have a history of medullary thyroid carcinoma (MTC)?
	□
	□

	Have you ever been diagnosed with Multiple Endocrine Neoplasia syndrome type 2 (MEN2)?
	□
	□

	Do you have a personal history of pancreatitis?
	□
	□

	Are you currently pregnant or breastfeeding?
	□
	□

	Are you planning to become pregnant in the next 12 months?
	□
	□

	Do you have Type 1 Diabetes or a history of diabetic ketoacidosis (DKA)?
	□
	□

	Do you have severe kidney disease (eGFR < 30) or are on dialysis?
	□
	□

	Do you have a history of severe gastroparesis or motility disorder?
	□
	□

	Do you have a known allergy to semaglutide, tirzepatide, or GLP-1 class medications?
	□
	□

	Are you currently taking insulin or a sulfonylurea (glipizide, glimepiride, glyburide)?
	□
	□

	Do you have active or recent (within 1 year) cancer treatment?
	□
	□

	Do you have a history of suicidal ideation or active serious psychiatric illness?
	□
	□



	SECTION 7 — WOMEN'S HEALTH



	Are you currently pregnant? (Y/N)
 
	Are you breastfeeding? (Y/N)
 
	Last menstrual period:
 
	Menopausal? (Y/N)
 



	Current contraception method:
 
	History of PCOS? (Y/N)
 
	History of gestational diabetes? (Y/N)
 



	SECTION 8 — LIFESTYLE ASSESSMENT



Diet & Nutrition
	How many meals per day?
 
	How many snacks?
 
	Typical daily calorie intake (estimate):
 



	Dietary pattern (check): □ Standard  □ Low-carb  □ Keto  □ Vegan  □ Vegetarian  □ Mediterranean  □ Other:
 
	Do you skip meals? (Y/N / Sometimes)
 



	Alcohol use: □ None  □ Occasional  □ 1-2/day  □ >2/day
 
	Sweetened beverages per day:
 
	Water intake per day:
 



Physical Activity
	Current exercise: □ None  □ < 1x/wk  □ 1-2x/wk  □ 3-4x/wk  □ 5+x/wk
 
	Average session length:
 
	Type of exercise:
 



Sleep
	Average hours of sleep:
 
	Sleep quality: □ Good  □ Fair  □ Poor
 
	Sleep apnea diagnosed? (Y/N)
 
	Using CPAP? (Y/N)
 



Stress & Behavioral
	Stress level (1-10):
 
	Stress eating? (Y/N/Sometimes):
 
	Binge eating episodes? (Y/N):
 
	Tobacco use: □ Never  □ Former  □ Current
 



	SECTION 9 — LABS & TESTING (RECENT RESULTS, IF AVAILABLE)



Please bring or attach any recent lab results. If available, record values below:
	HbA1c:
 
	Fasting glucose:
 
	Fasting insulin:
 
	HOMA-IR:
 



	Total cholesterol:
 
	LDL:
 
	HDL:
 
	Triglycerides:
 



	TSH:
 
	Free T3:
 
	Free T4:
 
	Testosterone (total):
 



	Creatinine / eGFR:
 
	ALT / AST:
 
	Vitamin D (25-OH):
 
	CRP / hs-CRP:
 



	Date of labs:
 
	Ordering provider:
 
	Lab facility:
 



	SECTION 10 — GOALS & EXPECTATIONS



	What is your primary goal for this program?
 
	Target weight loss (lbs or %):
 



	Timeline goal:
 
	Most important health outcome to you:
 



What would successful treatment look like for you? (Please describe):
 
 

	SECTION 11 — PATIENT ATTESTATION



I certify that the information provided in this form is true, accurate, and complete to the best of my knowledge. I understand that withholding or providing inaccurate medical information may affect the safety and effectiveness of my treatment. I authorize Amavita Wellness and Mikhail Yu. Artamonov, MD to review and use this information for the purpose of my medical care.

	!  MEDICAL EMERGENCY  !
If you are experiencing a medical emergency, call 911 or go to your nearest Emergency Room immediately.
After-hours urgent questions: (570) 872-9800  |  Clinic email: info@amavita-wellness.com
Pocono Medical Center ER: 206 E. Brown Street, East Stroudsburg, PA 18301  |  (570) 421-4000



	Patient Signature:
 
	Date:
 



	Parent/Guardian Signature (if patient < 18):
 
	Relationship:
 




Amavita Wellness  |  639 Main Street, Stroudsburg, PA 18360  |  (570) 872-9800  |  info@amavita-wellness.com
Medical Director: Mikhail Yu. Artamonov, MD  |  www.amavita-wellness.com
