Eating Disorder Assessment
Please complete whether you have an eating disorder or not.

Personal Stats

	Height with/out shoes:

	Weight with/out clothes:

                     Current weight:____________

                     Desired weight:____________

                     Lowest weight:____________                     Date:____________

                     Highest weight:____________                    Date:____________


Diet History
	Age you first dieted:________________

Weight at the time:__________________

	When did you begin to diet?

	Who wanted you to lose weight and why?



	Describe a “good day” with food



	Describe a “bad day” with food



	What is your list of good foods?



	What is your list of bad foods?



	What number of calories do you keep yourself under?

	How many fat grams do you keep yourself under?


Binge Eating

	Do you experience periods in which you eat uncontrollably?   (  Yes      (  No

	If no, go on to the next section.  If yes, how often?

	Age binge-eating began:

	How did you start bingeing?




If Bulimia:

	Do you induce vomiting as a means of weight control?     (  Yes      (  No

	If no, go on to the next section.  If yes, how often?

	Age vomiting began:

	Number of years of vomiting on a regular basis:

	Frequency of bulimic activity

	Who or what gave you the idea to start inducing vomiting?



	Describe a binge



	Do you know what triggers these binges?




If Anorexia:

	Anorexia

	Age of onset of anorexia

	What amount of weight loss in what length of time?

	How do you feel about your body?




Laxatives

	Do you use laxatives as a means of weight control?     (  Yes      (  No

	If no, go on to the next section.  If yes, how often and how many?

	What kind of laxatives do you use?

	Age you began using laxatives for weight control:

	Number of years of you have been taking laxatives:

	Who or what gave you the idea to start using laxatives to control your weight?




Other Means of Purging 

	· Diuretics:  

       _________times/day       _________times/week.

	· Enemas  

       _________times/day       _________times/week.

	· Excessive exercise:  

       _________hours/day       _________days/week.

	· Fasting:  

       _________hours/day        _________days/week.

	· Diet Pills:  

       _________days/week       __________# of pills.

	· Speed (Amphetamines):  

       _________days/week       __________# of pills.


Exercise

	How frequently do you exercise?

        (  More than once a day  (_____total hours/day). 


        (  Once a day  (_____hours/day). 


        (  More than once a week  (_____days/week). 


        (  Weekly. 


        (  Monthly. 

        (  Rarely. 

What type of exercise do you do?




If female, menstrual history

	Age menstruation began:

	Are you currently menstruating?      (  Yes      (  No

     If no, when did your periods cease?

     What was your weight at the time? __________


Onset of eating disorder (use this information for treatment planning)

	When did you first try to loose weight and why?




	How had you felt about your body?



	What were the changes happening in your family?



	What losses have you experienced in your life?  How do you remember coping?



	How did you begin to feel as you lost weight?  How did the feelings change as you continued to lose weight?




Questions regarding family/parents

	How have your family members reacted to your eating disorder?



	What works with what they do and what does not work?




	Share more with me about your family history of ..

    Depression- on what side?

    Alcoholism- on what side?

    Substance abuse- on what side?

  Perfectionsism, cleanliness, order, symmetry
    Sexual abuse (either parent or family members)

    Suicide




Prior treatment

	With whom and how long?

	What worked?



	What did not work?  Please be honest, this will only help you.



	When do you tend to give up and get discouraged?




Is there any other information I haven’t asked about that you would like to share with me?
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
______________________________________

___________________

Client/Guardian Signature



Date

pg1

