S

BARIATRIC SURGERY PROGRAM

Intake Form

PLEASE NOTE:

TO AVOID RESCHEDULING OF YOUR APPOINTMENT, PLEASE COMPLETE THIS
FORM PRIOR TO YOUR SCHEDULED APPOINTMENT DATE FOR REVIEW BY
OUR SURGEON DURING YOUR FIRST CONSULTATION VISIT.

NAME:

FIRST MIDDLE LAST

DATE OF BIRTH:

DATE:

PLEASE LIST ANY ALLERGIES TO:

O FOOD O MEDICATIONS
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MEDICAL HISTORY

Please indicate if you have had any of the following:

(PLEASE CHECK ALL THAT APPLY)

Anemia

Anxiety

Asthma

Binge Eating

Bipolar Disorder

Blood Clots

Blood Transfusion

Cancer

Circulation problems (legs)
Colonoscopy

Depression

Diabetes

Elevated Blood Pressure
Emphysema

Endoscopy

Esophageal Reflux (GERD)
Eval. for Abdominal Pain
Evaluation for Obesity
Evaluation for Chest Pain

Excessive Thirst

Extreme Fatigue/Weakness
Gout

Heart Attack

Heart Murmur

Heartburn

Hemorrhoids

Hernia

Hiatal Hernia

High Blood Pressure

High Cholesterol
Impotence/Erectile Dysfunction
Infertility

Jaundice or Yellow Skin

Joint Pains:

O Knees O Lwr. Back Q Feet ¢ Hips
Laxative use to lose weight
Leg Ulcers

Liver Problems

MEDICATIONS

Panic Attacks

PTSD

Purging

Rashes in skin folds

Skin Problems

Skin Ulcers

Shortness of Breath w/Exertion
Sleep Apnea

Stomach Ulcer

Stress Test/Cardiac Cath.
Stroke or TIA

Swelling of Hands or Legs
Surgery for Obesity
Thyroid Problems

Trouble Swallowing
Urinary Incontinence
Varicose Veins

Vomitting

Vomitting Blood

PRESCRIPTION NAME

DOSE

FREQUENCY
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PAST SURGERIES

TYPE OF SURGERY

DATE

ADDITIONAL HEALTH HISTORY COMMENTS:

FAMILY HISTORY

Do any of the following diseases run in your family (parents, sisters, brothers) *please indicate who is

affected.
CHECK IF YES PROBLEM FAMILY MEMBER(S) AFFECTED

O Breast Cancer
O Diabetes
O Early heart attacks before the age of 60
O High Blood Pressure
O Obesity
O Thyroid Problems
[m] Other diseases that run in family
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WEIGHT HISTORY )

HEIGHT: CURRENT WEIGHT:

WEIGHT AT THE END OF HIGH SCHOOL.:

LOWEST ADULT WEIGHT: HIGHEST ADULT WEIGHT:

When did you begin to have problems with your weight?

Can you relate your weight gain to any particular factors in your life (ie: pregnancy, quitting smoking,
life stress)?

Have you tried exercise to lose weight? 0 YES O NO
If yes, what type and when?
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NAME: DATE:

DATE OF BIRTH:

DIETARY HISTORY

TYPE OF DIET WEIGHT LOST WEIGHT GAINED DATES/DURATION

O Atkin’s

O Curves

O Healthy Solutions

0O Jenny Craig

O Medi-Fast

O New Direction

O Nutri System

0O Opti-Fast

O Over Eaters Anonymous

O Richard Simmons

0O Shape Up America

O Slim Fast

O The Solution

O The Zone

O Weight Watchers

O Other

ANTI-OBESITY DRUGS

NAME WEIGHT LOST DATES/DURATION

O Amphetamines (prescribed by physician)

O Anti-depressants used for weight loss

O Appetite suppressants (Dexatrim, Trim Spa)

O Meridia

O Phen-Fen

O Redux

O Xenical

O Other

*If you were on Phen-Fen or Redux, have you had an EKG done to check your heart valves?
__lvyes [_INo

PIONEER VALLEY SURGICAL ASSOCIATES & TEL: (413) 736-3163 & FAX: (413) 733-0206
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PERSONAL EXPECTATIONS AND GOALS
PLEASE ANSWER THE FOLLOWING QUESTIONS

What are your expectations of the gastric by-pass/gastric lap-band the first few weeks after surgery?
(PLEASE CIRCLE ONE)

What are your expectations one year after surgery?

Are you willing to take the recommended daily vitamin and mineral supplements for life and follow the
recommended diet, with a focus on healthy eating? O YES O NO

Are you willing to engage in regular exercise? O YES 0O NO

Are you willing to come to Pioneer Valley Surgical Associates for regular follow-up appointments for
at least two years after surgery? O YES 0 NO

Are you willing to come to monthly support group meetings before and after surgery? O YES O NO

Tobacco use: O None

O Smoke Amount of cigarettes = per day
cigars = per day
other = per day

Have you ever tried to quit? O YES O NO
If yes, when?

Amount previously smoked Number of years smoking
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Do you drink alcohol? O YES O NO
If yes, how often? 0 DAILY LD WEEKLY 0O SELDOM 0O NEVER

Have you ever had a problem with alcohol? 0 YES O NO
If yes, please explain.

Do you own a computer or have access to a computer? Q' YES O NO

E-MAIL ADDRESS: @

Do you have any family or friends that have had gastric by-pass/gastric lap-band surgery?
(PLEASE CIRCLE ONE)

[ ] YES [ |NO

Relationship to patient

Where the expectations of the gastric by-pass/gastric lap-band surgery met? O YES O NO
Please explain.

DATE:

SIGNATURE

DATE:

BARIATRIC TEAM MEMBER SIGNATURE
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