University Hospitals
Case Medical Center
Bariatric Surgery Program

Please complete this questionnaire before your first appointment. Do not leave any questions blank. If the
question does not apply, please write “NA”. **If you fail to reveal all of your medical history, or give false

information, it could lead to severe complications. Failure to reveal all of your medical information
will be considered non-cooperation and reason to release you as a patient.

Name: Date of Birth:

Age Height Weight

Nickname or preferred name:

Address:
Phone Numbers:
Home Cell Work
E-mail address: Fax:
Race: Sex: Occupation:
Insurance Company: primary secondary:

Employer’s Address:

Marital Status: S/M /D /W /Partnered Spouse’s Name:

Primary Care Physician’s (PCP) Name:

PCP’s address:

PCP’s phone #: fax #:

Names of other physicians seen in last year:

Are you or have you ever been treated for any of the following (circle all that apply):
Anemia Eating Disorder Kidney disease
(Bulimia/binging/purging)

Abnormal Bleeding Gallstones Pneumonia

or clotting

Anrthritis Heart disease Seizure
Asthma Heartburn/reflux Sleep Apnea
Blood Clots High Blood Pressure Stroke

Cancer High Cholesterol Suicide attempt
Depression Infertility Ulcer

Diabetes Irritable Bowel Venous Stasis

Syndrome (IBS)



Any other illnesses not listed above:

List Any Surgeries or Previous Hospitalizations:

Date
(month/yr)

Reason for Hospitalization

Which Hospital

List All Current Medications (even if taken occasionally):

Medication

Dose

Frequency

Reason for Taking




List all things to which you are allergic (including medication):

Type of Reaction
1.
2.
3.
4,
S.
6.
Family History:
Father’s present age: or age at death: Cause of death:
Health problems: Obesity? Yes / No
Mother’s present age: or age at death: Cause of death:
Health problems: Obesity? Yes / No

Names & ages of brothers and/or sisters and health problems. Please include stepbrothers/stepsisters:

1. Obesity? Yes / No
2. Obesity? Yes / No
3. Obesity? Yes / No
4. Obesity? Yes / No
5. Obesity? Yes / No
6. Obesity? Yes / No
7. Obesity? Yes / No

8. Obesity? Yes / No




Women

Number of Pregnancies

Number of children delivered
Number of children now living
Date of Last Menstrual Period

Are your menstrual cycles:
(circle all that apply please)

regular  irregular  heavy

Date of Last Mammogram

Date of Last PAP smear

Names & ages of your children:

Men
Date of last testicular exam

Date of last prostate exam

light no longer menstruating

1. Obesity? Yes / No
2. Obesity? Yes / No
3. Obesity? Yes / No
4, Obesity? Yes / No
5. Obesity? Yes / No

Social History:
What is the highest grade completed?

Do you smoke? Yes/ No  How many cigarettes a day?

When did you stop smoking?

Do you drink alcohol? Yes/No How much alcohol do you drink in a week?

Have you ever been addicted to alcohol? Yes/No Ever in treatment for alcohol addiction? Yes/ No

Do you use illicit drugs? Yes/ No What drug(s)?

When did you last use drug(s)?

Who do you live with?

Ever in treatment for drug addiction? Yes/No

Do you currently participate in any exercise activity? Yes/ No If so, what type of exercise do you do and how long

(minutes) do you exercise?

How often do you exercise?

I have carefully completed all the forms and have reported all of my medical history and do verify it to be

true and correct**

Signature of Patient
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Date



