De-medcare Health Plan Enrollment Questionnaire
Please fill out the following information to enroll in the De-medcare Health Plan. Note that this is a personalized program that cannot be copied by two individuals, not even parent to child.
Personal Information:
1. Name: _______________________________________________________
2. Age: _________________________________________________________
3. Sex:
· ☐ Male
· ☐ Female
· ☐ Other
Health Information:
4. State any metabolic illness/illnesses:
· ☐ Ulcer
· ☐ Hypertension/Hypotension
· ☐ Migraine
· ☐ Other: _____________________________________________
5. Weight (in kg): _______________________________________________
6. State the type of weight loss/management programs you have ever done:
______________________________________________________________
Preferences and Goals:
7. Do you like to work out?
· ☐ Yes
· ☐ No
8. Desired goal and weight (in kg): __________________________________
9. What is your greatest challenge in losing weight?
_____________________________________________________________
Referral Information:
10. Who introduced you to De-medcare Health Plan? _________________________________________

Thank you for providing your information. We look forward to helping you achieve your weight loss goals with De-medcare Health Plan.
