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SWAT Surgical Associates L.L.P.
Weight Loss History

Name_________________________________
                                      Chart #_______________


Date: ________________
Height__________

Current Weight__________

BMI____________

(  Please select the procedure you are interested in:
___Laparoscopic Roux-en-Y Gastric Bypass

___ Laparoscopic Sleeve Gastrectomy

___ Lap Band

___ Undecided

___ Other (describe) ____________________________________________________________

•  How did you hear about our Bariatric program? _________________

•  Have you ever attended a Bariatric seminar in the past? Yes
No
    If yes, what physician  _______________________________________

( Please check any previous weight-loss surgery that you’ve had and the year you had it:

______ Vertical Banding Gastroplasty

______ Lap-Band ™

______ Mini Gastric Bypass

______ Roux-en-Y Gastric Bypass

______ Stapling (or other restrictive procedure)

______ Other (please describe):  ___________________________________________

**Please note:  If you have had previous weight loss surgery, you must obtain your operative records from the surgeon or hospital where the procedure was performed and provide them to our office prior to making an appointment.

● Have you ever had a sleep study? Y  N

If yes, when ___________      where_________________

   
Are you currently using a CPAP?  Y  N

Nutrition Questionnaire

●Please place a check beside any previous weight-loss methods used:

	 
	Atkins
	 
	LA Weight Loss
	 
	Obinex
	 
	South Beach Diet

	 
	Body for Life
	 
	Liquid Diet
	 
	Phen-Fen*
	 
	Starvation

	 
	Cabbage Diet
	 
	Low-calorie diet
	 
	Physician Weight Loss
	 
	Susan Powters

	 
	Dexatrim
	 
	Low-carb diet
	 
	Redux
	 
	TrimSpa

	 
	Exercise
	 
	Low-fat diet
	 
	Richard Simmons
	 
	Weight Watchers

	 
	Grapefruit Diet
	 
	Meridia
	 
	SlimFast
	 
	Xenedrine

	 
	Hollywood Diet
	 
	Metabolife
	 
	Somersize
	 
	Xenical

	 
	Jenny Craig
	 
	Nutrisystem
	 
	Soup Diet
	 
	 


Other (please describe) __________________________________________________________

*If you took Phen-Fen, please enter date and type: ___________________________________

Weight History

      1.  How long have you been considering weight loss surgery?

          _________________________________________________

2. Do you have a family history of obesity? Y  N  

      If yes, who_______________________________________________________

3.  What is your desired goal weight at 12-18 months after surgery?  ________lbs

4. How many pounds do you need to lose to achieve your weight goal?  _______lbs

5. When did your weight problem begin?  _____childhood ____adolescent ____teenager  ____10 years ago  ____20 years ago  ____30 years ago  ____throughout life  ____other__________________________________________

6.  What do you think is the reason for your weight gain?

     ____injury  ____pregnancy  ____overeating  ____poor eating habits  ___heredity  

      ____lack of exercise  ____marriage  ____smoking cessation ____stress   

      ____divorce  other__________________________________________________

7. What has been your highest adult weight? ________lbs

8. When you lost weight in the past, how many pounds did you lose on average with each attempt?  Weight loss_____small(<15 lbs)  _____moderate (15-49 lbs.)  ____large (>50 lbs.)

9. What has been your most successful diet? ________________________________

Why?  ____________________________________________________________

Exercise History

      10.  Do you currently exercise?    Y
N
       If yes, what type of exercise? ____________________________________________

       How many days per week?  _____________________________________________

       Time spent per day?  ___________________________________________________

       If no, Why?  _________________________________________________________

Diet Assessment

11.  How many meals per day do you eat?  ____one meal ____two meals____three meals  ____one to two meals  ____two to three meals  ____three or more meals

If you skip meals, what meal(s) do you usually skip?

____breakfast    ____lunch    ____dinner

How many days a week do you skip this meal? __________________________

12. I eat out for Breakfast  ____rarely  ____sometimes  ____often  ____daily

        Lunch       ____rarely  ____sometimes  ____often  ____daily

        Dinner      ____rarely  ____sometimes  ____often  ____daily

13. Are your meals?

____large portion  ____extra large portions ____high fat  ____high carbohydrate  ____high sugar

14. How often do you snack?

____a.m. snack  ____p.m. snack  ____evening snack  

____snack between all meals  ____grazing on food throughout the day

15. What beverages do you drink (please mark how many ounces you drink of each daily)

	Beverage
	ounces
	Beverage
	ounces

	water
	 
	whole milk
	 

	diet soda
	 
	2% milk
	 

	regular soda
	 
	1% milk
	 

	regular coffee
	 
	skim milk
	 

	decaf coffee
	 
	juice
	 

	regular tea
	 
	sweet tea
	 

	decaf tea
	 
	unsweet tea
	 

	
	
	
	


16. Do you take a multivitamin?  Y    N

17. From the list below, what triggers you to eat:

	 
	availability of food
	 
	depression

	 
	loneliness
	 
	boredom

	 
	habit
	 
	hunger

	 
	lack of appetite awareness
	 
	self reward

	 
	external cues
	 
	comfort

	 
	stress
	 
	PMS

	 
	social situations
	 
	anxiety

	 
	sadness
	 
	other

	 
	anger
	 
	 


18. How would you describe your eating habits? (check all that apply)

	 
	skip one meal per day
	 
	overeating

	 
	often eating (I.e. grazing)
	 
	feeling disgusted or guilty after eating

	 
	rapid eating
	 
	eating large amounts of food

	 
	eating throughout the day
	 
	eating until uncomfortably full

	 
	eating alone out of embarrassment
	 
	middle of the night eating


Written Agreement to Comply with Therapy

I have reviewed all the information including the bariatric manual, the bariatric seminar provided to me by Dr. Eggl about my obesity, the Roux-en-Y Bypass/Sleeve Gastrectomy/Adjustable Gastric Band, the strict postoperative dietary program, lifestyle modifications including and not limited to increased exercise.  I also understand that follow-up clinic visits are an important aspect of care to avoid potential complications and for optimal weight loss.

I have been given an opportunity to ask questions about management of my obesity, alternative forms of treatment, risk of non-treatment, the procedures to be used, and the risk and hazards involved.  I believe that I have sufficient information concerning the Roux-en-Y Gastric Bypass/Sleeve Gastrectomy/Adjustable Gastric Band surgery.

I agree to comply to the best of my ability with all therapy and recommendations made by my physicians and healthcare providers including: (please initial each)

____ I will take vitamins and supplements as directed for the rest of my life.

____ I will follow the guidelines of the pre and postoperative diet.

____ I will exercise on a regular basis after surgery.

____ I will NOT get pregnant for at least 2 years after my surgery.

____ I will be tobacco free 2 months before surgery and remain tobacco free for the

         rest of my life.

____ I will come in for follow-up appointments at 2 weeks, 3 months, 6 months, 

         12 months and at least every year thereafter.

Please sign legibly
___________________________

____________________

(Signature of Patient)



(Date)

___________________________

_____________________

(Witness)




(Date)

PATIENT WAIVER TO USE PHOTOS

The photos we take throughout your care will stay in your file and we will not use the photos in any of the areas below before we have an after picture to accommodate the ‘before’ picture.  If you do not have surgery with our office, we will keep the pictures in your file and nothing else will be done with your photos.  All patients will have their picture taken for their initial consultation as part of your medical consultation.  Once you have achieved your results, most of our patients WANT to show off their new body and be profiled on our site, our billboards or other respectful events we do to celebrate YOU for the work you have done and the health you have achieved.


(PRINT NAME)


        (Please circle do or Do Not

I _____________________________DO (Do Not) authorize Dr. Eggl to use my photograph(s) in both promotional materials, brochures and/or the website.  Photographs are those taken by Dr. Eggl or photographs given to Dr. Eggl by my authorized representative or myself. I understand that the photographs will be used for the purpose of showing my before and after progress with weight loss surgery.  I further agree to provide these photographs free of charge to Dr. Eggl for the express purposes listed above.  Dr. Eggl agrees not to sell my photographs for any reason.

SIGNED: ____________________________________DATE: ___________________

                Patient, Parent or Legal Guardian

PRINTED NAME: _____________________________DATE: ____________________
Patient Sleep Screen

Check the box of each that may pertain to you.
· 1. Do you snore?

· 2. Have you been told that you’re breathing stops or pauses at night?

· 3. Do you fall asleep if you sit in a quiet place too long?

· 4. Are you sleepy during the day even though you slept that night?

· 5. Do you toss and turn a lot at night?

· 6. Do you sweat a lot at night?

· 7. Do you have waking headaches or dry mouth?

· 8. Are you over your ideal weight?

· 9. Do you suffer from depression, anxiety, or mood swings?

· 10. Do you have high blood pressure or diabetes?

Name: _____________________________ Date: ______________

