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BARIATRICS CENTER
AT NEBRASKA MEDICINE

PERSONAL INFORMATION                                                                                                                       
Name:_____________________________________________________

Date of Birth:_____________________________________________
Address:___________________________________________________

Mobile phone:____________________________________________
City:_________________________ State:_______ Zip:____________

Home phone:_____________________________________________
Email:___________________________________________________________________________________________________________________________

Who is your primary care physician?_________________________________________
Phone:___________________________________

How did you hear about the Nebraska Medicine Bariatrics Center?
□Friend     □Advertisement     □Referred by healthcare provider     □Please specify other____________________________________
· Have you had previous weight loss surgery?  □ Yes   □ No       
· Current Height___________Weight___________ BMI______________
· You MUST check with your insurance company PRIOR to returning this form to see if you have bariatric benefits, in the event you do not verify and benefits are not available visit may not be covered and will be your responsibility.  
List your two biggest reasons you would like to lose weight:

1.______________________________________________________________________________________________________________________________

2.______________________________________________________________________________________________________________________________

When do you feel weight gain started or when did weight become an issue for you? (check all that apply)

_____Childhood    _____Teenager    _____Early adult (20’s-30’s)    _____Adult (40’s-50’s)    _____Later adult (60’s+)

What was your highest weight as an adult?_____________
Lowest weight as an adult?______________

Has you weight been stable over the last 5 years? □Yes     □No
Please list all the diets and/or medications you have tried in the last five years:

	Year
	Diet/Medication
	Weight lost (lbs)
	Weight regained (lbs)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Have you ever taken Phen-Fen?  □Yes   □No   If yes, for how long?________________________________

Have you had a follow-up echocardiogram since you stopped using Phen-Fen? □Yes   □No
MEDICAL HISTORY
Do you have any of the following medical conditions or diagnoses? Please check box.

	Check Box for Yes
	Medical condition or diagnosis
	How many years?
	Additional Comments

	
	Diabetes mellitus or pre-diabetes

    Do you take insulin? ____Yes ____No
	
	

	
	Hypertension (high blood pressure)
	
	

	
	High cholesterol
	
	

	
	Heart disease, heart attack or heart stents
	
	

	
	Stroke
	
	

	
	Liver disease (hepatitis, cirrhosis or other)
	
	

	
	Kidney disease or kidney stones
	
	

	
	Respiratory (breathing) problems (COPD, asthma, sleep apnea, other)
	
	

	
	Thyroid disease
	
	

	
	Gastrointestinal reflux (GERD or heartburn)
	
	

	
	Dysphagia (pain or trouble swallowing)
	
	

	
	Stomach ulcers
	
	

	
	Inflammatory Bowel Disease (Irritable bowel or Crohn’s or Ulcerative Colitis)
	
	

	
	Blood clots (deep vein thrombosis or pulmonary embolism)
	
	

	
	Depression or bipolar disorder
	
	

	
	Anxiety
	
	

	
	Joint pain, back pain or arthritis
	
	

	
	Fibromyalgia
	
	

	
	Glaucoma
	
	

	
	Anemia
	
	

	
	HIV disease
	
	

	
	Cancer (if yes, what kind?)
	
	


WOMEN ONLY
	Check Box for Yes
	Medical condition or diagnosis
	How many years?
	Additional Comments

	
	Polycystic ovary syndrome (PCOS)
	
	

	
	Infertility
	
	

	
	Gestational Diabetes or Gestational Hypertension
	
	


MEDICAL HISTORY
Please list any surgeries (please include year) you have had:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you have any religious or other objection to receiving a blood transfusion? □Yes     □No

HEALTH MAINTENANCE SCREENINGS – (leave blank if have never completed)
	Test
	Approximate Date and where completed
	Normal
	Abnormal (please explain)

	Colonscopy
	
	
	

	Upper Endoscopy
	
	
	

	Women:
	
	
	

	· Mammogram
	
	
	

	· Pap smear
	
	
	

	Men:
	
	
	

	· PSA (prostate lab)
	
	
	


FAMILY HISTORY (please provide any medical information for your immediate family)
	Relative
	Age (or Deceased)
	Medical problems (ex: high blood pressure, high cholesterol, diabetes, mental illness,                      thyroid disease, cancer, stroke, COPD, sleep apnea, obesity)

	Mother
	
	

	Father
	
	

	Brothers
	
	

	Sisters
	
	

	Children
	
	

	Grandparents
	
	


SLEEP HISTORY
Have you ever done a sleep study?  □Yes     □No
Have you been diagnosed with sleep apnea?  □Yes     □No

If you have been diagnosed with sleep apnea, do you use a C-PAP, Bi-PAP or V-PAP?  □Yes    □No

Do you snore loudly (loud enough to be heard through closed doors or your bed-partner elbows you for snoring at night)?  □Yes     □No

Do you often feel tired, fatigued or sleepy during the daytime (such as falling asleep while driving)?  □Yes     □No

Has anyone observed you stop breathing or choking/gasping during your sleep?  □Yes     □No

For males, is your shirt collar 17 inches/43 cm or larger?  □Yes     □No

For females, is your shirt collar 16 inches/41 cm or larger?  □Yes     □No

MEDICAL HISTORY
EPWORTH SLEEPINESS SCALE
For the situation below, please rate your level of sleepiness according to the following scale:
0 = no chance of dozing


Example: if you are sitting and reading and you feel you

1 = slight chance of dozing

have a high chance of dozing, enter a 3 in the blank

2 = moderate chance of dozing

to the right
3 = high chance of dozing

	SITUATION
	CHANCE OF DOZING

	Sitting and reading
	

	Watching television
	

	Sitting inactive in a public place (at a theater or a meeting)
	

	As a passenger in a car for an hour without a break
	

	Lying down to rest in the afternoon when circumstances permit
	

	Sitting and talking to someone
	

	Sitting quietly after a lunch without alcohol
	

	In a car while stopped for a few minutes
	

	TOTAL:
	


SOCIAL HISTORY
Relationship Status:
□Single

□Dating

□Married
□Widowed
□Divorced
□Other
Live with:

□Alone

□Partner
□Spouse
□Children
□Other

Are you employed?
□Yes      □No
What is your occupation?____________________________________________

Is your job physically active for the majority of the day?
□Yes      □No

Are you disabled?
□Yes      □No
Date of onset of disability (approx.)____________________________________ 

If yes, please share the reason of your diability___________________________________________________________

Do you currently smoke cigarettes, cigars or use tobacco products?
□Yes      □No


If you used tobacco in the past, when did you quit?_________________________________________________

Do you drink alcohol (any type)?

□Yes      □No


If yes, how many drinks per day?_______________________________________________________________


Do you have a history of alcohol abuse or treatment for alcohol abuse?
□Yes      □No

Do you currently, or have you ever, used illegal drugs?
□Yes      □No


If yes, what drugs have you used?______________________________________________________________

REVIEW OF SYSTEMS
Please indicate with a check mark if you currently have or have experienced any of the following in the last six months:

General


□Nail changes


□Reflux



Hematology:

□Fatigue


□Excessive hair loss

□Constipation


□Easy bruising

□Dizziness


□Abnormal hair growth

□Diarrhea


□Abnormal bleeding










□Daily
Head/Eyes/Ear/Nose/Throat:
Respiratory: 



□Weekly

Neurological:

□Migraine/headaches

□Cough




□Occasionally

□Seizures

□Sudden vision changes
□Difficulty breathing

□Abdominal pain

□Memory difficulty

□Difficulty swallowing

□Shortness of breath

□Hernias


□Speech difficulty









□Rectal bleeding

□Muscle weakness

Endocrine:


Cardiovascular:





□Tingling or numbness

□Hot sweats


□Chest pain


Genitourinary:

□Excessive thirst

□Heart palpitations

□Frequent urination

Musculoskeletal:





□Fainting


□Incontinence


□Back pain

Integumentary:

□Swelling of feet

Women only:


□Joint pain

□Acne







□Irregular periods

□Muscle pain

□Rashes/infections in skin folds
Gastrointestinal:

□Onset of menopause

□Limited mobility

□Frequent infections

□Nausea





□Vomiting

NUTRITION AND EXERCISE
Answer the following questions about what is “typical” for you over the last several months.

Do you typically eat 3 meals per day?  □Yes     □No

Do you ever skip meals?  □Yes     □No
If yes, please explain:_______________________________________________

What foods do you usually eat for:

Breakfast_________________________________________________________________________________________

Lunch____________________________________________________________________________________________

Dinner___________________________________________________________________________________________

Snacks___________________________________________________________________________________________

Do you drink any of the following beverages? If so, how many cans, glasses or bottles per day?

Soda (regular or diet):
0
1
2
3
4
5
6
7
8
9+

Coffee:
0
1
2
3
4
5
6
7
8
9+

Milk:
0
1
2
3
4
5
6
7
8
9+

Tea:
0
1
2
3
4
5
6
7
8
9+

Juice:
0
1
2
3
4
5
6
7
8
9+

Sports drink or energy drink:
0
1
2
3
4
5
6
7
8
9+

Alcoholic Beverage:
0
1
2
3
4
5
6
7
8
9+

How many meals per week do you eat out? (either fast food or restaurant)__________________________

In the last 6 months, have there been times where you’ve eaten what you feel other people would regard as unusually large amounts of food in a two-hour time period? (example: a quart of ice cream or full-size bag of chips)  □Yes     □No

Do you feel like you are hungry all the time?
□Yes     □No

Do you feel your appetite is:
□Increased     □Decreased     □Normal

Do you participate in formal exercise (in addition to tasks of your daily living or job)?
□Yes     □No

If yes, what type of exercise? (ex: walking, swimming, weights)__________________________________________

How many days per week do you do this exercise?_________
For how many minutes per time?___________
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