
 

 

 

 

 

 

 

 

 

 

 

 

 

 

Your Practitioner has asked you to fill in this questionnaire to gain an understanding of your feelings and motivation 
about losing weight. Please answer all questions as honestly as you can and provide as much information as you can. 
The information you provide in this questionnaire will help your Practitioner work with you on your weight loss journey.

1. List your top three priorities in life.
_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

2. How would you like your health to be different?
_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

3.  Embarking on a weight loss journey typically involves making changes to your diet and lifestyle. In order to 
determine how willing you are to engage in such changes, please rate on the scale below from 1 (not willing at all)  
to 5 (extremely willing). Please comment on why you have given this rating.

1 2 3 4 5 Comments

A. Significantly modify your diet

B. Engage in regular exercise/activity

C.  Keep a record of dietary intake, physical 
activity and weight

D.  Alter your work and home environment 
(e.g. remove or reduce accessibility to 
treats in the kitchen / at desk)

E.  Practice relaxation technique(s) on a 
regular basis

F. Improve your sleep habits

G.  Take nutritional and/or herbal 
supplements each day

H. Connect regularly to assess your progress
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4.  With guidance and support, how confident are you in your ability to follow through on the above activities?  
Please rate on a scale of 1 (not confident at all) to 5 (extremely confident).

1 2 3 4 5 Comments

Confidence

5.  What challenges do you anticipate will impact on your weight loss journey? (e.g. long work hours, lack of social 
support, child care, motivation, etc.)

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

6.  If you have lost weight in the past, what strategies worked well for you? If not, what do you feel will help you to 
achieve your goal this time? (e.g. social support, monitoring food intake, establishing new routines, confidence, etc.)

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

7.  What are your hopes for the future if you reach your health goals? 
_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

8.  How can your Practitioner help you succeed? (e.g. regular encouragement, printed resources, etc.)
_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________
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