
EATING DISORDERS QUESTIONNAIRE

Insured's Name: DOB: State: Sex:  M / F

Height:          Ft.          In.          Weight: Face Amount:

Tobacco use in the past 5 years:     No     Yes     Details:

Producer: State: Phone: E-mail:

Proposed Insured please answer the following:

1. Please select the diagnosis (circle all that apply):
Anorexia Nervosa Bulimia Nervosa
Orthorexia Nervosa
Other disorder:

2. Please indicate when you were diagnosed and at what age:

3. Date of last episode:

4. Please circle all symptoms you suffered:
Binge Eating Self Induced Vomiting
Laxative Abuse Diuretic Abuse
Excessive Exercise Starvation
Other:

5. Have you suffered any physical complications due to your disorder? Circle all that apply.
Absence of Menstruation Depression
Skeletal or Muscular Atrophy Low Blood Pressure
Dental cavities Damage to Esophagus

6. Has your weight stabilized?      No            Yes
Lowest weight reached during episodes?

7. What treatment(s) have you received?

8. Are you on any medication(s)?          No          Yes
Name(s) and dosage(s):

9. Have you been hospitalized or received counseling or therapy?      No             Yes
Details:

Jeff Rohrer
Rohrer & Associates



EATING DISORDERS QUESTIONNAIRE   (continued)

10. Do you or your immediate family members (parents, siblings) have a history of any of the following
associated conditions (circle all that apply)?

depression suicidal thought/attempt
substance abuse (alcohol or drugs) other psychiatric disorder

11. Do you have any other major health problems?          No          Yes
Details:

Additional Information (please use reverse side for additional space):

Date: Insured's Signature:




