Bariatric Patient Questionnaire


Name: _____________________________ Date:___________

Personal Life:

Marital Status:  FORMCHECKBOX 
 Single  FORMCHECKBOX 
 Married  FORMCHECKBOX 
 Separated  FORMCHECKBOX 
 Divorced  FORMCHECKBOX 
 Remarried

If Remarried, how many time have you been remarried?_______________

Do you have any children?    FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Family Patterns of Obesity  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If Yes, how many members of your immediate family are obese?____________________

If Yes, which immediate family members are obese?  FORMCHECKBOX 
 Mother   FORMCHECKBOX 
 Father   FORMCHECKBOX 
Brother(s)   FORMCHECKBOX 
 Sister(s)

Education Level:  FORMCHECKBOX 
 less than 9th Grade  FORMCHECKBOX 
 9-12th Grade  FORMCHECKBOX 
 High School Graduate or GED 

 FORMCHECKBOX 
  2 Year College Graduate  FORMCHECKBOX 
 4 Year College Graduate  FORMCHECKBOX 
 Post Graduate  FORMCHECKBOX 
 Unknown

Job Status:  FORMCHECKBOX 
 Full Time (40 hrs/wk)  FORMCHECKBOX 
 Part-Time  FORMCHECKBOX 
 Unemployed  FORMCHECKBOX 
 Unemployed due to disability 

 FORMCHECKBOX 
 Other_______________

Number of days out of work due to illness? ___________

If student, number of days out of school due to illness?______________
Ambulatory Status:

Do you require assistance with ambulation?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If Yes, What type?  FORMCHECKBOX 
 Walker  FORMCHECKBOX 
 Cane  FORMCHECKBOX 
 Motorized Cart  FORMCHECKBOX 
 Other__________________

Do you have shortness of breath while walking?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If Yes, When  FORMCHECKBOX 
 After less than 1 Block  FORMCHECKBOX 
 After 2-4 Blocks  FORMCHECKBOX 
 After 5 Blocks or more

Can you walk up a flight of stairs?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

While performing activities of daily living, do you have pain?

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Occasionally   FORMCHECKBOX 
 Sometimes   FORMCHECKBOX 
 Regularly   FORMCHECKBOX 
 Constantly

While performing activities of daily living, do you have movement limitations? Ex..Getting out of bed, bathing, dressing.

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Occasionally   FORMCHECKBOX 
 Sometimes   FORMCHECKBOX 
 Regularly   FORMCHECKBOX 
 Constantly











over
Current Medications:

Please list all medications you are currently taking: __________________________________________________________________________________
__________________________________________________________________________________    
__________________________________________________________________________________

Vitamin Supplements: (Indicate Brand Name)        
                                         Name                 Dose
           **(Frequency)        
        Route 
-Calcium* ____________________________________________________________________        
-Iron    _______________________________________________________________________    
-Multivitamin __________________________________________________________________    
-B12         __________________________________________________  FORMCHECKBOX 
 Sublingual   FORMCHECKBOX 
 Oral 
-B Complex ___________________________________________________________________   
-Biotin Supplement______________________________________________________________
*Calcium: 1 Calcium Citrate 2 Calcium Oxalate 3 Other (specify)

**Frequency:    1 Daily    2.  (2)  Times per day   3. (3) Times per day   4. Inconsistent                   


Mode of Exercise:
EXERCISE #1

 FORMCHECKBOX 
 Walk   FORMCHECKBOX 
 Bicycle   FORMCHECKBOX 
 Eliptical   FORMCHECKBOX 
 Swim   FORMCHECKBOX 
 Weights   FORMCHECKBOX 
 None   FORMCHECKBOX 
 Other____________ 
Duration of Exercise

 FORMCHECKBOX 
 Less than 30 Min    FORMCHECKBOX 
  30-60 Min    FORMCHECKBOX 
 Greater than 60 Min

How often do you Exercise?

 FORMCHECKBOX 
 1-2 Times per week   FORMCHECKBOX 
 3-4 Times per week  FORMCHECKBOX 
 5-6 Times per week   FORMCHECKBOX 
 Daily

 EXERCISE #2
 FORMCHECKBOX 
 Walk   FORMCHECKBOX 
 Bicycle   FORMCHECKBOX 
 Eliptical   FORMCHECKBOX 
 Swim   FORMCHECKBOX 
 Weights   FORMCHECKBOX 
 None   FORMCHECKBOX 
 Other____________

Duration of Exercise

 FORMCHECKBOX 
 Less than 30 Min    FORMCHECKBOX 
  30-60 Min    FORMCHECKBOX 
 Greater than 60 Min

How often do you Exercise?

 FORMCHECKBOX 
 1-2 Times per week   FORMCHECKBOX 
 3-4 Times per week  FORMCHECKBOX 
 5-6 Times per week   FORMCHECKBOX 
 Daily

Please Complete At Initial Visit Only:   Check Applicable





Referral: Self Referral _______ Referral by Physician _________





If Referred by Physician who?_____________________________





What specialty (ies)?_____________________________________ 











Daily Protein Intake: Grams- Circle Applicable





  Less than 30 grams 	30-60 grams	60-80 grams	 Greater than 80 grams		
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