
Body Image & Disordered Eating 
Symptom Checklist 

 
Name: ____________________________ Date: _____________________________ 
 
Please check any of the following that apply to you. I know it can be hard to talk about some of these things, but 
being honest about your symptoms will allow me to understand you better and offer you the best treatment.  
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BODY IMAGE 
� Intense fear of gaining weight / preoccupation 

with desire to be thinner 
� Negative or distorted self-image 
� Frequent checking in the mirror for perceived 

flaws 
� Self-worth and self-esteem dependent on body 

shape and weight 
� Frequent weighing (how many times/week?)____ 
� Pinching or pulling at your fat 

RELATIONSHIP WITH FOOD 
� Fear of eating in public or with others 
� Feeling guilty or anxious about eating 
� Preoccupation with food 
� Hoarding and hiding food 
� Eating in secret 
� Eating way past fullness / bingeing (how many 

times/month?): _____  
� Vomiting after eating (how many times/month?): 

______ 
� Using laxative, diet pills, or diuretics to control 

weight (what and how many times/month?): 
_________________________________________ 
_________________________________________ 

� Unusual food rituals (cutting food into small 
pieces, eating very slowly, etc.) 

� Obsessive interest in cooking shows on TV or 
collecting recipes 

� Having a limited number of foods you feel safe 
eating 

� Consumption only of “healthy” foods  
� Restricting food groups 
� Calorie or macro counting 
� Skipping meals 

� Eating strange combinations of foods 
� Difficulty swallowing / fear of choking 
� Ignoring hunger cues 
� Not feeling hunger cues very often 
� Eating basically the same foods every day 

EXERCISE 
� Exercising more than 60 min a day 
� Exercising even when ill or injured 
� Irritability or anxiety when unable to exercise 

PHYSICAL  
� Gastrointestinal complaints (please describe): 

_________________________________________ 
________________________________________ 

� Menstrual irregularities or missing periods 
� Difficulty concentrating or brain fog 
� Dizziness or fainting 
� Feeling cold a lot of the time 
� Headaches 
� Sleep problems (please describe): _____________  

_________________________________________ 
� Muscle weakness 
� Heart palpitations 
� Fatigue / low energy 

OTHER 
� Wearing baggy clothes 
� Withdrawing from your normal social activities 
� Avoiding events where there will be food 
� Hyperactivity and restlessness (e.g. unable to sit 

still, etc.) 
� Rigidity in behaviors and routines, and extreme 

anxiety if these are interrupted 
 


