
Kizer Pharmacy Weight and Wellness Program 
1. Please fill out the Confidential Medical History evaluation form for Kizer Pharmacy, LLC. 

2. Bring the evaluation form and medication list (Rx and OTC) to the pharmacy along with 
most recent labs, weight, measurements, etc. if available. 

3. An initial consult fee of $100 will be required up front where an hour of one-on-one 
consultation designed for you will occur. Patient education is crucial for best results.   
The pharmacist will individualize a plan for weight loss and/or wellness for the patient. 

4. If one-on-one follow ups are required or requested, there will be a $50 charge per 
appointment. 

5. We will work with your health care practitioners if medication changes are warranted and 
also report results.  

6. We will track your progress, communicate recommendations, and document results and 
any changes in current recommendations as they apply to you, your conditions or 
treatment.   

I will to the best of my ability follow instructions and educate myself on prevention and 
treatment options. I will also keep regular check ups with my health care provider and 
report with him or her any changes in health. I willfully receive counsel regarding diet, 

disease, prevention and treatments and will choose the best course of action for myself. 

Signed:    Date:  

 
1117 South Miles Avenue, Suite 1, Union City, Tennessee 38261 

Phone: 731.885.2226          Fax: 731.885.2291



 
1117 South Miles Avenue, Suite 1, Union City, Tennessee 38261 

Phone: 731.885.2226          Fax: 731.885.2291

Name:_______________________________________________ 

Today’s Date: ______________ Birthdate:_________________ 

Address:_____________________________________________ 

City:_________________________ State:______ Zip:________ 

Phone: ____________________ Mobile:____________________ 

Email Address:_________________________________________ 

Gender:   Male   Female.      Height: ________ Weight:_______ 

Current Physicians/Healthcare Providers (Name, Address, Phone if known) 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 



 

1. Behavioral Eating:        

Crave Sweets: □ YES  □ NO  If Yes, when        

Stress Eating: □ YES □ NO 

2. Beverages of Choice: At Meals       Per Day    

Between Meals      Per Day    

Morning       Per Day    

Alcohol Beverages      Per Day    

3. Snacks of Choice:             

4. How many times per week do you eat, snack, drink after supper?      

5.  Do you often eat, snack, drink between meals?        

6. Describe your typical: Breakfast?          

Lunch?          

Supper?          

7. What are your typical fast food options?         

   How many times/week?     

8. What is your typical dine in restaurant choice and meal?       

   How many times/week?    

Dietary Assessment



Weight & Wellness - New Client Intake Form 

All information received on this form will be treated as strictly confidential. Please fill out the 
form completely and accurately. This information is essential to helping the pharmacist to 
develop a wellness program that addresses your needs, goals and interests and is safe and 
effective. 

Appointment Date and Time:___________________________













 



SYMPTOM SURVEY 

Patient:_____________________________________Date:____________________ 

Completing this form is particularly helpful if you have experienced persistent and bothersome symptoms from more 
than one category below. Score every symptom based on your experience over the last 30 days. Start with the first 
symptom and ask yourself, "Lately, have I experienced this symptom?" If you answer no or almost not at all, then 
write a "0" in the corresponding field. If the answer is yes, then ask yourself if you experience the symptom 
occasionally (less than 2 times in a week) or frequently (2 or more times in a week). After you have decided on the 
frequency, then ask yourself if the symptom is "Severe" or "Not Severe". Using the SCALE OF SYMPTOM POINTS 
listed below, write the appropriate score in the corresponding field for EVERY symptom listed. Total the points for 
each category, and 




