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The Center for Bariatric Surgery and Metabolic Disease

New Patient History Questionnaire
Patient Name: ________________________________ Date Of Birth: ____________________
Name of referring doctor: ________________________Primary doctor: ___________________

What problems are you here for today?  What are the symptoms?  How long have you had this problem?  Explain briefly.

________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________

Do you have any pain now? Or have you had any pain in the last several weeks? 

Yes□ 
No□ 
Where is the pain?

________________________________________________________________________________________________________________________________________________________

On a scale of 1 to 10, how bad is/ was the pain? _____________________________________

Does eating make the pain better  FORMCHECKBOX 
, worse  FORMCHECKBOX 
, or has no effect  FORMCHECKBOX 
?

Are you taking any medications? (Prescribed or other),including holistic medications? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
If yes, please fill in below (and continue on back if necessary.)

	Name of Medication
	Dose (mg)
	How many times a day?

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


ALLERGIES:

Are you allergic to any medications? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes explain the list of medication and its reaction. _____________________________

_______________________________________________________________________

Foods?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
                                                                                                          

If yes, which ones and their reaction? _________________________________________

_______________________________________________________________________

Hay fever or other? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes, explain. ___________________________________________________________

_______________________________________________________________________

Latex?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
                                                                                                            

PAST MEDICAL HISTORY

Have you ever had any of the following?

(If yes, describe.  When did you have it and when did it begin?)
	Heart attack
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Stroke                                                    
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	High blood pressure
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Asthma or lung problems
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Diabetes
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Cancer
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Did you receive any chemotherapy?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Who was your oncologist?
	Cancer specialist: 

	Any other medical problems?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 




Have you ever been hospitalized? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	When?
	Why (What was the problem?)
	Which Hospital?

	
	
	

	
	
	

	
	
	

	
	
	


PAST SURGICAL HISTORY
Have you ever had surgery? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	When?
	Why (What was the problem?)
	Which Hospital

	
	
	

	
	
	

	
	
	

	
	
	


SOCIAL HISTORY
Marital Status: Single  FORMCHECKBOX 
 Married  FORMCHECKBOX 
 Sep.  FORMCHECKBOX 
Widow
Do you smoke cigarettes or chew tobacco?  



Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
                                                  
How many packs a day? _________________
How many years? ______________________

Did you smoke in the past and have now stopped? 



Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
                                          
When did you stop? ___________________

Alcohol use?                                                                                             
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

How many drinks per day? _____________

How often? _________________________

Other Non- prescribed drug use?                                                               
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes explain _________________________________________________________________

FAMILY HISTORY
Mother Living                                                                                           
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If no, cause of death? __________________________________________________________
Father Living                                                                                              
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If no, cause of death? __________________________________________________________
Children: Number of living children _____ Heath status ________________________________

Do you have any deceased children?                                                     
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes, cause of death __________________________________________________________

Siblings: Number living _____________ Heath status__________________________________

              Number deceased __________Cause of death _______________________________

Has anyone in your family ever had:           (If yes what is their relationship to you?)

Heart attack                                                                              Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
_________________
Stroke                                                                                       Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
_________________
Diabetes                                                                                   Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
_________________
High blood pressure                                                                 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
_________________
Cancer                                                                                      Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
_________________
      What type of cancer? ________________________________________________________
      Where did the cancer start?  __________________________________________________
      Relationship to you? ________________________________________________________
 Any other medical problems? Describe ____________________________________________
____________________________________________________________________________
REVIEW OF SYSTEMS

Check the box if you currently have or have had in the past.

Constitution/General

Do you have?                                                                                                      
 FORMCHECKBOX 
 Fever

 FORMCHECKBOX 
 Night sweats
 FORMCHECKBOX 
 Chills

Do you feel tired all the time?






Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Have you had any weight loss?                                                    

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

How much? _______________ over how much time? ____________________________

HEENT
Do you wear:                                                                                 
 FORMCHECKBOX 
 Glasses    FORMCHECKBOX 
  Contacts
Do you have:

 FORMCHECKBOX 
 Dry eyes

 FORMCHECKBOX 
 Irritated eyes
 FORMCHECKBOX 
 Double vision

 FORMCHECKBOX 
 Loss of vision
Do you suffer from:

 FORMCHECKBOX 
 Ear pain

 FORMCHECKBOX 
 Ear drainage

 FORMCHECKBOX 
 Ear infection
 FORMCHECKBOX 
 Ringing in ears
 FORMCHECKBOX 
 Nose bleeds
 FORMCHECKBOX 
 Snoring

Do you wear any dentures?






Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Do you have any loose teeth?




      
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Have you ever noticed changes in your voice?                             

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Cardiovascular

How many blocks can you walk without stopping? ______________________________

What causes you to stop? __________________________________________________

How many flights of stairs can you climb with out stopping? ______________________

What causes you to stop? ___________________________________________________

How many pillows do you sleep with? ________________________________________

Have you ever had any of the following?
 FORMCHECKBOX 
Heart murmur                                            
  FORMCHECKBOX 
 Stroke                                    
 FORMCHECKBOX 
 Heart attack                                               
  FORMCHECKBOX 
 Phlebitis
 FORMCHECKBOX 
 Chest pain□ Palpitations                           
  FORMCHECKBOX 
Varicose Veins
 FORMCHECKBOX 
 High blood pressure

Respiratory
Have you ever had any of the following?


 FORMCHECKBOX 
Pneumonia
 FORMCHECKBOX 
 Asthma
 FORMCHECKBOX 
Tuberculosis
 FORMCHECKBOX 
 Bronchitis
 FORMCHECKBOX 
 Emphysema
 FORMCHECKBOX 
Bronchoscopy
 FORMCHECKBOX 
 Pulmonary Embolism

Do you cough up phlegm in the morning?




Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


How much? _______________________


What is the color? __________________

Have you ever coughed up blood?




           
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Gastrointestinal

Have you ever had any of the following?


 FORMCHECKBOX 
Vomiting
 FORMCHECKBOX 
 Ulcer
 FORMCHECKBOX 
 Gallstones
 FORMCHECKBOX 
 Jaundice
 FORMCHECKBOX 
 Hepatitis
 FORMCHECKBOX 
 Diarrhea last more then a day
 FORMCHECKBOX 
 Constipation last more a few days
 FORMCHECKBOX 
 Change in color of stool
 FORMCHECKBOX 
 Blood in stool, toilet or toilet paper
 FORMCHECKBOX 
 Hemorrhoids
Have you ever had any of the following?


 FORMCHECKBOX 
 Colonscopy




 FORMCHECKBOX 
 Upper GI  Endoscopy

Are there any foods you avoid, because they bother you in some way? _______________

Genitourinary

Have you ever had any of the following?


 FORMCHECKBOX 
 Burning or pain when urinating








 FORMCHECKBOX 
 Blood in urine








 FORMCHECKBOX 
Urinary or bladder infection








 FORMCHECKBOX 
 Kidney infection








 FORMCHECKBOX 
 Kidney stones

Do you wait longer then you used to for your urine to start flowing?


Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

How long? ____________________________________________
Do you need to strain when urinating?





Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Do you wake up during the night to urinate?





Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 



How often? ________________________________
Do you leak urine when you cough or strain?




Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Do you urinate more frequently?






Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Do you have to hurry to the toilet to urinate?





Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


Musculoskeletal

Do you have?






 FORMCHECKBOX 
Joint pain 

 FORMCHECKBOX 
 Arthritis
 FORMCHECKBOX 
 Any broken bones
 FORMCHECKBOX 
 Muscles weaker then they were
Skin:
Have you ever had any of the following?


 FORMCHECKBOX 
  Cellulitis








 FORMCHECKBOX 
  Recent change on a wart or mole








 FORMCHECKBOX 
  Removal of a wart or mole








 FORMCHECKBOX 
  Skin lesion

Do you have any?








 FORMCHECKBOX 
  Skin rash








 FORMCHECKBOX 
  Itching








 FORMCHECKBOX 
 Skin ulcers

Neurological

Do you have?








 FORMCHECKBOX 
  Dizziness









 FORMCHECKBOX 
  Faintness









 FORMCHECKBOX 
 Loss of consciousness

Do you have frequent headaches?


                               
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Have you ever felt the room spinning while you are still?                           
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Have you ever had a seizure?                                                                      Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Do you have any numbness or 

Tingling on your arms, hands, legs, or feet?                                                 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Psychiatric

Have you ever had any of the following?









 FORMCHECKBOX 
 Anxiety disorder






                                    FORMCHECKBOX 
 Depression









 FORMCHECKBOX 
 Behavioral disorder









 FORMCHECKBOX 
 Insomnia









 FORMCHECKBOX 
 Memory loss

Hematologic/ Lymph

Do you have a history of easily bruising or bleeding that does not stop easily?









            
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Do your gums bleed after brushing your teeth?


 
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Do you have any swollen glands?




 
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


 Where? ___________________________________________________

Endocrine

Do you have any of the following:                                           FORMCHECKBOX 
 Diabetes?









  FORMCHECKBOX 
 High blood sugar









  FORMCHECKBOX 
 Low blood sugar









  FORMCHECKBOX 
 Thyroid problems

Do you get hot more easily than others do?


            
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Colder?








Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

FOR WOMEN ONLY

How old were you when you first had your period? _________________________

When was your last menstrual period? ___________________________________

How many days are there between periods? _______________________________

Have you ever used birth control pills?        Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 



When? ________ how long? _______________________________

How old were you at your first pregnancy? _________________________________



 How many live births? _____________________________________

Did you ever have a C-section  FORMCHECKBOX 

Tubal Ligation  FORMCHECKBOX 

When was your last pap smear? _________________ Results? __________________

Do you have any of the following breast related conditions?

□ Breast Lumps 
□ Drainage from nipple 
 FORMCHECKBOX 
change in shape of nipple 
 FORMCHECKBOX 
 Breast pain 
 FORMCHECKBOX 
Change of shape in breast 
 FORMCHECKBOX 
 Breast biopsy  FORMCHECKBOX 
 Skin changes 

When was your last mammogram? ___________________ results? ______________

FOR MEN ONLY
Do you have any of the following beast related conditions?

Breast Lump  FORMCHECKBOX 
 Drainage from nipples  FORMCHECKBOX 
 Breast pain  FORMCHECKBOX 
 Skin change FORMCHECKBOX 

Have you designated someone to be your health care proxy?

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Do you have a living will?
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Patient’s signature: _______________________________ Date:​​​​​​​​​​​​​​​​​​​​_______________________
My signature indicates that I personally reviewed the patient history with the patient.

Physician Signature ____________________________________________________________

Physician Name (printed) ___________________________ Date ________________________
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