Pre-MOVE Questionnaire


Name:___________________________________________  
           Date: ______________
Address:  ​​​​​​​​​​​_______________________________________________​​​​​​​​_______________________
Street Address





City


State
Can the VA contact you in 6 months post-training to monitor your progress?  
Yes  
No

Phone or contact #:______________________________________________________________
Please circle your answer
Are you a Veteran?






Yes
No
Do you receive health care from the Marion VA?


Yes 
No

Would you like someone to contact you about Marion VA?

Yes
No
Did you participate in Operation Enduring Freedom?

Yes
No

Did you participate in Operation Iraqi Freedom?


Yes
No

Did you participate in Operation New Dawn?


Yes
No
Age:  _______





Gender:      Male
  Female

1. Check the statement that most closely applies to you:

a. _____I am not considering trying to control my weight at this time.
b. _____I am considering trying to control my weight sometime within the next six months.

c. _____I am ready to make some changes to control my weight.

d. _____I am actively working on controlling my weight at this time.
e. _____I have been continuously and successfully doing things to control my weight for more than the last six months.

2. How important is controlling your weight to you personally? Please circle the number that applies. Please do not place a circle in the space between numbers. 


__________________________________________________________________ 

0 
1
 2 
3 
4 
5 
6
 7 
8 
9 
10 

Not 









Very 

Important 








Important 

At All
3. How confident are you that you can successfully change your eating habits? Please circle the number that applies. Please do not place a circle in the space between numbers.

__________________________________________________________________ 

0 
1
 2 
3 
4 
5 
6
 7 
8 
9 
10 

Not 









Very 

Important 








Important 
4. How confident are you that you can successfully improve your physical activity habits? Please circle the number that applies. Please do not place a circle in the space between numbers.

__________________________________________________________________ 

0 
1
 2 
3 
4 
5 
6
 7 
8 
9 
10 

Not 









Very 

Important 








Important 
5. How many times a day do you typically eat, including snacks?
a. _____1 time a day

b. _____2 times a day

c. _____3 times a day

d. _____4 times a day

e. _____5 or more times a day
6. How many times per week do you eat at a sit-down restaurant, fast-food restaurant, or buy ‘take out’ food?  _______

7. How fast do you usually eat?

a.  _____ I eat slowly.

b.  _____ I eat at a moderate pace.

c. _____ I eat fast.
8. How many hours of uninterrupted sleep do you normally get each night?

a. _____ less than 6 hours per night

b. _____ 6 -7 hours per night

c. _____8-9 hours per night

9. How many days of the week do you do moderate activities for at least 10 minutes at a time. 
Moderate activities cause light sweating and a slight to moderate increase in breathing or heart rate.  Examples include brisk walking, bicycling, vacuuming, gardening, and golfing without a cart.  (Please circle appropriate number)
1          2          3          4          5          6          7
10. On days when you do moderate activities for at least 10 minutes at a time, how much total time per day do you spend doing these activities?  ​​​​​Choose from the following:
a. _____10-19 minutes per day

b. _____20-29 minutes per day

c. _____30-59 minutes per day

d. _____more than 60 minutes per day

	Please answer by putting a ( in the column.
	Always
	Almost Always
	Sometimes
	Never

	11. Do you choose mostly whole, unprocessed, ‘real’ food 
versus pre-packaged or convenience foods?  
 
	
	
	
	

	12. Do you plan meals at least one week in advance?  
	
	
	
	

	13. Do you prepare a shopping list before grocery shopping?
	
	
	
	

	14. Do you use coupons when grocery shopping?
	
	
	
	

	15. Do you feel stressed on a regular basis?
	
	
	
	

	16. Do you eat within 3 hours of going to bed?
	
	
	
	

	17. Do you often skip meals?
	
	
	
	

	18. Do you choose whole grain breads, cereals, and pasta?
	
	
	
	


	Please circle the number of servings that you normally eat each day.
	Number of servings

	19. How many ½ cup servings  or pieces of fruit do you eat each day?
	0   1     2     3     4      5    6 +

	20. How many ½ cup servings of vegetables do you eat each day?
	0   1     2     3     4      5    6 +

	21. How many slices of bread do you eat each day?
	0   1     2     3     4      5    6 +

	22. How many ½ cup servings of pasta, rice and hot cereal do you eat each day?
	0   1     2     3     4      5    6 +

	23.  How many 1 cup servings of ready to eat cereal do you

eat each day?
	0   1     2     3     4      5    6 +

	24. How many 8 oz. glasses of milk, nut milk, or soy milk do you drink each day?
	0   1     2     3     4      5    6 +


Thank You!
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