





List all surgeries you have had:

Surgery

Date

Open or Laparoscopic

List allergies to any medication and include type of reaction and date of allergy:

[] Penicillin [] Latex [] lodine
Medications:
Medication Dose & Frequency Condition
example: Prilosec OTC 30mg once a day Heartburn

Please enclose an additional sheet if necessary to list ALL medications




Do you CURRENTLY have a problem with any of the following?

O Fever O Snoring O Pregnancy

O Night Sweats O Palpitations O Last period:

O Lethargy O Bleeding O Breast

O Loss of Appetite O Nausea O Trouble walking

O Dizziness 0O Vomitting 0O Weakness in arms/legs

O Headache O Difficulty swallowing O Numbness/tingling

O Change in vision O Bloating O Joint pain

O Hearing O Diarrhea O Swelling

O Sinuses O Constipation O Infection

O Nose Bleeds O Bloody Stool O Anxiety

O Chronic Cough O Change in stool O Sadness

O Shortness of breath O Urination O Fear

O Wheezing O Kidneys

Social History

Do you use tobacco currently? How many pack/day?
How many years have you smoked? Have you tried to quit?
Did you smoke in the past? How many pack/day?
How many years did you smoke? Have you tried to quit?
Do you use any recreational drugs? Which ones?

Have you ever had an addiction to drugs?

Sleep History

How likely are you to doze off or fall asleep in the following situations? This refers to your usual way of
life in recent times. Even if you have not done some of these things recently, try to work out how they
would have affected you. Please fill out the box below.

0= would never doze 2= moderate change of dozing
1= slight change of dozing 3= high chance of dozing
o 1 2 3

Sitting and Reading
Watching TV

Sitting, inactive in a public place (a theater or in 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 lunch without alcohol

In a car, while stopped for a few minutes in traffic (at a traffic light)




Mother

Family History

Father

Sibling  Aunt/Uncle Grandparent

Obesity

Diabetes

Heart Disease

High Blood Pressure

High Cholesterol

Cancer

Arthritis

Early Death (Cause)

Physicians

Please list all physicians that are currently or recently caring for you:

Primary Care
Physician

Gynecologist

Pulmonologist

Psychiatrist/

Psychologist

Orthopedic

Other
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Referring Physician

Referring Physician: Phone Number:

Address: Fax Number:

How did you hear about the Floyd Center for Bariatric Services?

Procedure Preference

Which surgical procedure are you currently most interested in?

[] Gastric Bypass []Lap-Band []JRealize Band [] Sleeve Gastrectomy

[] No Preference
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