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MEDICAL HISTORY 
Please (√) check any medical problems, current or past. 

 

  Allergies (Environmental) 
  Anemia 
  Arthritis 
  Asthma 
  Binge Eating Disorder 
  Biopsies 
  Bleeding Disorder 
  Blood Transfusion 
  Constipation 
  Cancer 
  Chronic Fatigue Syndrome 
  Depression  
  Diabetes 
  Emphysema 
  Epilepsy 
  Fainting/Dizzy Spells 
  Fatty Liver 
  Fibromyalgia 
  Gallbladder Disorder 
  Gastritis/GERD (reflux) 

  Glaucoma 
  Gout 
  Gum Disease 
  Heart Attack/Disease 
  Hernia 
  Hemorrhoids 
  Hepatitis 
  High Blood Pressure 
  High Cholesterol 
  Infertility 
  Insomnia 
  Irritable Bowel Syndrome 
  Jaundice 
  Kidney Disease 
  Kidney Stones 
  Lactose Intolerance 
  Liposuction 
  Liver Disease (other than 

Hepatitis) 

  Lund Disease (other than 
Emphysema) 

  Migraines 
  Osteoporosis 
  Peripheral Neuropathy 
  Poly Cystic Ovarian 

Syndrome 

  Rheumatic Fever 
  Sinusitis (Frequent) 
  Sleep Apnea 
  Stomach Ulcers 
  Swelling Feet/Ankles 
  Thyroid Disease 
  Transient Ischemic Attack 

(TIA) 

  Tuberculosis 
  Ulcers of Legs/Feet 
  Valvular Heart Disease 
  Vertigo 

 

 

 

Other Conditions:  ___________________________________________________________________________ 

__________________________________________________________________________________________ 

 

Have you had serious accidents or injuries: � Yes � No If yes, please specify below. 

 Event: ___________________________________________ Date: _____________ 

 Event: ___________________________________________ Date: _____________ 

 

Have you had surgery:    � Yes � No If yes, please specify below. 

 Surgery: ___________________________________________ Date: _____________ 

 Surgery: ___________________________________________ Date: _____________ 

 Surgery: ___________________________________________ Date: _____________ 
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Medications: Are you taking any medications (prescription or over-the counter), vitamins, mineral, or 

nutritional/herbal supplements at the present time? � No � Yes, please specify below 

 

Example:       Lasix    20mg   One every morning 

Name of Medication Strength How Much/How Often 

   

   

   

   

   

   

   

   

   

 

 

 

 

Please list any weight loss medications you have taken in the past.   

_________________________________________________________________________________   � None  

 

How often do you forget to take your medication? _______________________________      � Never 

Do you have any allergies to any medications?   � No     � Yes, please list medications and reactions: 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 

 

 

 

MENTAL HEALTH HISTORY: Please check any mental health problems, current or past which you have been diagnosed. 

  Anxiety 
  Depression 
  Stress 
  Alcoholism 

  Nervous Breakdown 
  Substance Abuse 
  Binge Eating 
  Panic Attacks 

  Suicide Attempt 
  Bipolar Disorder 
  Schizophrenia 

 

Was there ever a time in your life when you were sexually, physically, or mentally abused? � Yes � No 

If yes, please circle which one. If yes, have you ever received counseling for this?     � Yes � No 

 

Have you ever been hospitalized for a psychiatric illness?   � Yes   � No  If yes, please explain. 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

What are your main worries now? ____________________________________________________________ 
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FAMILY HISTORY 
Please (√) check any medical problems, current or past. 

 

Family History 

Condition Mother Father Children Siblings Grandparents 

Diabetes � � � � � 
Hypertension � � � � � 
Heart Disease � � � � � 
Stroke � � � � � 
Cancer � � � � � 
Arthritis � � � � � 
Reflux � � � � � 
Morbid Obesity � � � � � 
Obesity � � � � � 
Overweight � � � � � 
Obesity Surgery � � � � � 
Blood Clot – Leg � � � � � 
Blood Clot – Lung � � � � � 
Other      
 � � � � � 
 � � � � � 
 � � � � � 
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SOCIAL HISTORY 
 

Circle the last year of school attended: 

 1   2   3   4   5   6   7 8   9   10   11   12  1   2   3   4       1   2   3   4 

      (Grade School)           (High School)     (College)  (Graduate School) 

 

Describe your present occupation:  __________________________________________ 

 �  Full time  �  Part time Work Hours: _________________ 

 

Present relationship status (please circle one): 

 SINGLE  MARRIED  PARTNERED  

 DIVORCED  SEPARATED  WIDOWED 

Is your present relationship situation stressful?   �  Yes   �  No 

List persons living in your household: 
   Name    Age   Relationship to you Supportive (Y/N) Overweight (Y/N) 

________________________ _____ ____________________ ______________ _______________ 

________________________ _____ ____________________ ______________ _______________ 

________________________ _____ ____________________ ______________ _______________ 

________________________ _____ ____________________ ______________ _______________ 

________________________ _____ ____________________ ______________ _______________ 

________________________ _____ ____________________ ______________ _______________ 

________________________ _____ ____________________ ______________ _______________ 

________________________ _____ ____________________ ______________ _______________ 

________________________ _____ ____________________ ______________ _______________ 

 
Are you the primary caregiver for anyone in your household or otherwise?   

�  Yes   �  No If yes, whom? _________________________________________ 

 

Do you drink alcohol?  �  Yes   �  No  

Please indicate quantity and frequency: _______________________ 

 

Have you ever had a problem with use of the following? (check all that apply) 

�  Alcohol    �  Amphetamines    �  Hallucinogens    �  Inhalants    

�  Marijuana    �  Cocaine     �  None 

� Prescription drugs: ______________________________________________ 

� Other: ______________________________________________ 

 

Do you currently smoke cigarettes?   �  No      �  Yes, for _____ years at ____ packs/day 

If you smoke, please indicate below how ready you are to quit: 

 l- 1 - 2 - 3 - 4 - 5    -l 

     Not at all thinking of quitting     Already trying to quit 

 

Have you smoked in the past? �  No    �  Yes, for _____ years at ____ packs per day 

When did you quit? _______________________________________________________ 
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EATING HISTORY 
 

Please carefully review the following. If you have EVER had any of these symptoms, please respond with the 

appropriate YES. 
       Yes, still a problem  Yes, no longer a problem 

A. Bingeing (Eating large amounts quickly with los of control)………. � ……………………….. � 

B. Purging (Vomiting, using laxatives, obsessively exercising       

 after eating calories  …………………………….  � ……………………….. � 

C. Sneaking food   …………………………….  � ……………………….. � 

D. Nocturnal eating (awakening from sleep to eat) ………………….  � ……………………….. � 

E. Eating frequently at places other than a table (in front of TV, bed)  .. � ……………………….. � 

F. Consume more than 50% of daily calories in the evening   ………  � ……………………….. � 

G. Cravings (intense desire for certain foods when not hungry) ……….  � ……………………….. � 

 If yes, what types of food? ___________________________________________________ 

H. Eat primarily fast food and/or “junk” food ………………………….  � ……………………….. � 

I. Experience hunger “all the time”  …………………………….  � ……………………….. � 

J. Don’t stop eating even if “full” (eat past fullness) ………………….  � ……………………….. � 

K. Skip meals   …………………………….  � ……………………….. � 

 

L. CURRENT FLUID INTAKE 

 1) Water: ___________________________________________________ 

 2) Caffeine: ___________________________________________________ 

 

M. OTHER 

 1) Unexplained weight loss (15 pounds or more) ………………….  � ……………………….. � 

 2) Insomnia   …………………………….  � ……………………….. � 

 3) Unexplained fever  …………………………….  � ……………………….. � 

 4) Other symptoms not mentioned …………………………….  � ……………………….. � 

 

  Other (explain): _____________________________________________________________________ 

     _________________________________________________________________________________ 

     _________________________________________________________________________________ 

 

GYNECOLOGIC HISTORY (For Women ONLY) 
 

 Pregnancies Number: _____________  Dates: ______________________________ 

 Natural Delivery or C-Section (specify): ______________________________________________ 

Do you have a history of frequent miscarriages (more than 2)? � No � Yes, please explain: ___________ 

_______________________________________________________________________________________ 

 

Have you had any complications of pregnancy (such as pre-eclampsia, gestational diabetes, etc.)? 

� No � Yes, please explain: _____________________________________________________________ 

 

Menstrual Periods: 

 Age of onset: _____________ Average Length: __________________________ 

 Are they regular?  � Yes � No, please explain:  ________________________________________ 

 Pain associated with period?  � Yes   � No Date of last menstrual period: ____________________ 

 Increased hunger of cravings around time of your period?  � Yes � No 

 Have you had a hysterectomy? � No � Yes, please explain why: ___________ 

 Hormone replacement therapy: � No � Yes, type: ___________ 

 Birth control pills: � No (Other type of contraception is ____________) 

    � Yes, type: ___________ 

 Date of last pelvic exam and Pap smear: ___________________________________ 

 Date of last mammogram: ___________________________________ � Have never had one 
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REVIEW OF SYSTEMS: Please carefully review the following symptoms listed below. If you have EVER had any of the 

symptoms, please respond in the appropriate YES box. Space is provided for you to comment on or explain any condition. 

Add additional pages if necessary. 

 

1) HEAD/NECK       YES        YES 

               Still a problem  No longer a problem 

A. Unrelieved dental/gum pain  …………………………….  � ……………………….. � 

B. Headaches    …………………………….  � ……………………….. � 

C. Neck swelling/lumps   …………………………….  � ……………………….. � 

D. Unusual change in vision  …………………………….  � ……………………….. � 

E. Sinus pain/pressure   …………………………….  � ……………………….. � 

F. Nosebleeds   …………………………….  � ……………………….. � 

G. Extreme snoring   …………………………….  � ……………………….. � 
 

2) RESPIRATORY       

A. Unusual shortness of breath  …………………………….  � ……………………….. � 

B. Persistent cough    …………………………….  � ……………………….. � 

C. Pain with breathing   …………………………….  � ……………………….. � 

D. Wheezing   …………………………….  � ……………………….. � 

E. Coughing up blood   …………………………….  � ……………………….. � 

F. Waking up short of breath at night …………………………….  � ……………………….. � 

G. Having to sit up at night to breathe …………………………….  � ……………………….. � 
 

3) CARDIOVASCULAR       

A. Irregular heartbeats (palpitations) …………………………….  � ……………………….. � 

B. Racing heartbeats   …………………………….  � ……………………….. � 

C. Racing heartbeats relieved with a maneuver (ie coughing)  …….....  � ……………………….. � 

D. Chest discomfort/pressure/tightness …………………………….  � ……………………….. � 

E. Any discomfort/pressure/tightness in the chest,  

             shoulders, arms, back, throat, or jaw with exertion    ….….  � ……………………….. � 

F. Leg/ankle swelling   …………………………….  � ……………………….. � 

G. Blood clots   …………………………….  � ……………………….. � 

H. Non-healing leg/foot ulcers  …………………………….  � ……………………….. � 

I. Cramps in legs/calves  

 1. When walking   …………………………….  � ……………………….. � 

 2. at night   …………………………….  � ……………………….. � 

J. Discoloration of extremities (fingers, toes) in cold exposure  …..….  � ……………………….. � 

K. Varicose veins   …………………………….  � ……………………….. � 

L. Temporary loss of vision, loss of movement,  

 Numbness, facial droop (“mini-stroke”)  …..……..……….  � ……………………….. � 

M. Lightheadedness with standing/exertion  ………………….  � ……………………….. � 

N. Unusual dizziness/spinning sensations………………………….. � ……………………….. � 

O. Fainting spells   …………………………….  � ……………………….. � 

P. Easy bruising or bleeding  …………………………….  � ……………………….. � 

 
4) MUSCULSKELETAL      

A. Low back pain   …………………………….  � ……………………….. � 

B. Generalized back pain (all over) …………………………….  � ……………………….. � 

C. Joint swelling    …………………………….  � ……………………….. � 

D. Knee pain   …………………………….  � ……………………….. � 

E. Hip pain    …………………………….  � ……………………….. � 

F. Neck pain   …………………………….  � ……………………….. � 

G. Muscle aches   …………………………….  � ……………………….. � 
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5) ENDOCRINE       

A. Heat intolerance   …………………………….  � ……………………….. � 

B. Cold intolerance    …………………………….  � ……………………….. � 

C. Hot flashes    …………………………….  � ……………………….. � 

D. Unusual hair growth or loss of hair …………………………….  � ……………………….. � 

E. Shakiness/jitteriness  …………………………….  � ……………………….. � 

F. Excessively dry skin  …………………………….  � ……………………….. � 

G. Loss of sexual drive  …………………………….  � ……………………….. � 

H. Change in voice (has become lower) …………………………….  � ……………………….. � 

 
6) DIGESTIVE       

A. Persistent nausea   …………………………….  � ……………………….. � 

B. Unusual vomiting    …………………………….  � ……………………….. � 

C. Acid indigestion/reflux/heartburn …………………………….  � ……………………….. � 

D. Frequent episodes of diarrhea  …………………………….  � ……………………….. � 

E. Frequent constipation  …………………………….  � ……………………….. � 

F. Black tarry stools   …………………………….  � ……………………….. � 

G. Rectal bleeding   …………………………….  � ……………………….. � 

H. Bowel cramps   …………………………….  � ……………………….. � 

I. Abdominal pain after eating  

J. Pain in right upper abdomen just after eating a fatty meal 

 (i.e.: French fries, pizza, fried chicken)  …………………………….  � ……………………….. � 

 
7) GENITOURINARY       

A. Blood in urine   …………………………….  � ……………………….. � 

B. Difficulty with sexual function/performance ………………….  � ……………………….. � 

C. Impotence    …………………………….  � ……………………….. � 

D. Frequent urination   …………………………….  � ……………………….. � 

E. Excessive nighttime urination (more than 2 times)………………….  � ……………………….. � 

 

8) NEUROLOGIC       

B. Unexplained loss of consciousness …………………………….  � ……………………….. � 

C. Loss of feeling in any part of your body  ………………….  � ……………………….. � 

D. Persistent tingling in any part of your body   ……………………….  � ……………………….. � 

E. Weakness in any part of your body …………………………….  � ……………………….. � 

F. Unexplained seizing or convulsing  ………………….  � ……………………….. � 

G. Persistent headaches on the same side of head; 

  worse in the morning. …………………………….  � ……………………….. � 

H. Numbness or burning in feet  …………………………….  � ……………………….. � 
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WEIGHT HISTORY 

 
Your weight history and family weight history can provide information to help understand the possible causes 

of your weight issues and help set reasonable expectations for weight management. 

 

Ideally, what would you like to weigh now? ________________  How did you choose that weight? 

___________________________________________________________ 

What was your highest weight after age 21 (excluding pregnancy)? ________ pounds at __________years old. 

What has been your lowest weight (not attributable to illness) in the past 5 years? _________ 

1 year? _____________ 

At what age were you first overweight by 15 pounds or more (excluding pregnancy)? _ years old _____ don’t 

know 

Are you a yo-yo dieter (do you intentionally lose weight and then regain the weight often)? � Yes � No 

How much did your weight fluctuate in a typical period during the last ten years? _________ 

If you have successfully lost more than 15 pounds in the past, how did you do it? 

____________________________________________________________________ 

___ Not 

Applicable 

Do you have a history of Bulimia Nervosa (bingeing and purging) or Anorexia? � Yes � No 

 

 

NUTRITION HISTORY 
 

How many times each week do you eat away from home? ____________________________ 

• Which meals are usually eaten away from home?____________________________ 

Where? ______________________________________________ 

Do you drink alcohol? 

• Type: _____________  How often: ________________  How much: ______________
� Yes � No 

Are you lactose intolerant? � Yes � No 

Do you take vitamins, minerals, herbs, or any other food or nutritional supplement? 

If yes, please list: _____________________________________________________ 
� Yes � No 

What do you snack on? _______________________________________________________ 

Do you skip meals often? 

If yes, list which meals you skip most often and why: _________________________________ 

____________________________________________________________________________ 

� Yes � No 

What time of the day are you most hungry? _____________ 

What do you think when you are thirsty? _______________ 

Are your eating habits different on days off or weekends? 

If so, how? ____________________________________________________________ 
� Yes � No 
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FOOD INTAKE RECORD 
 

The food intake record will provide your bariatric healthcare team with information about your current intake. 

Please keep the record 3 days without interruption to include two weekend days. 

 

Instructions for Keeping the Food Intake Record 

 

1. List the foods immediately after they are eaten. One food per line. Please print all entries in ink. 

2. Record the date, day, time and place food/beverages are consumed. For place indicate home or away. 

Using the codes on the record, tell us your mood when eating and your degree of hunger. 

3. Record amount of food/beverage consumed using household measures (teaspoon, tablespoons, cups 

and/or ounces). If food is not measured, place an “E” in front of the amount. See example below. 

4. Describe the food/beverage consumed to include 

1. Type or variety    Example: skim milk, low-fat cheddar cheese 

2. Brand name    Example: Campbell’s Chicken Noodle Soup 

3. Method of preparation   Example: Baked chicken breast without the skin 

4. Condiments    Example: Mayonnaise, margarine, oil, sauces, sugar 

5. If you eat combination foods, separate them into individual ingredients. Instead of recording a grilled 

cheese sandwich, record: 2 slices of white bread, 2 slices American cheese and 1 tablespoon corn oil. 

6. Don’t forget to record desserts, alcoholic beverages, water, gum, candies and food “tasted” while 

cooking. 

7. Record daily vitamin/mineral supplements. 

 

 

SAMPLE FOOD INTAKE RECORD: 

Name: I.M. Hungree Vitamin/Mineral Supplements: Centrum, 100 mg, 

Vitamin C 

Day/Date Time Mood 

Code 

Hunger 

Scale 

Place Amount Food/Beverage 

Description 

Kcal CHO Pro Fat 

Fri 

2/22 

8:00 AM G 3 Home E-1 c. Plain Quaker Instant 

Oatmeal 

    

     1 c. Nonfat milk     

     1 c. Orange Juice     

           

 

 

Hunger Scale:  0=Not Hungry to 5=Very Hungry 

Mood Codes:    B=Bored,  G=Good,  N=Neutral,  T=Tired,  R=Rushed,  S=Stressed,  U=Upset,  X=Specify 
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Food Intake Record - Day 1 

Name:  Vitamin/Mineral Supplements:  

 

Day/Date Time Mood CodeHunger 

Scale 

Place Amount Food/Beverage 

Description 

Kcal CHO Pro Fat 

           

           

           

           

           

           

           

           

           

           

           

           

           

           

           

           

           

           

           

           

           

 

 

Hunger Scale:  0=Not Hungry to 5=Very Hungry 

Mood Codes:    B=Bored,  G=Good,  N=Neutral,  T=Tired,  R=Rushed,  S=Stressed,  U=Upset,  X=Specify 
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Food Intake Record - Day 2 

Name:  Vitamin/Mineral Supplements:  

 

Day/Date Time Mood CodeHunger 

Scale 

Place Amount Food/Beverage 

Description 

Kcal CHO Pro Fat 

           

           

           

           

           

           

           

           

           

           

           

           

           

           

           

           

           

           

           

           

           

 

 

Hunger Scale:  0=Not Hungry to 5=Very Hungry 

Mood Codes:    B=Bored,  G=Good,  N=Neutral,  T=Tired,  R=Rushed,  S=Stressed,  U=Upset,  X=Specify 
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Food Intake Record - Day 3 

Name:  Vitamin/Mineral Supplements:  

 

Day/Date Time Mood CodeHunger 

Scale 

Place Amount Food/Beverage 

Description 

Kcal CHO Pro Fat 

           

           

           

           

           

           

           

           

           

           

           

           

           

           

           

           

           

           

           

           

           

 

 

Hunger Scale:  0=Not Hungry to 5=Very Hungry 

Mood Codes:    B=Bored,  G=Good,  N=Neutral,  T=Tired,  R=Rushed,  S=Stressed,  U=Upset,  X=Specify 
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PHYSICAL ACTIVITY 
 

Regular physical activity is associated with long-term weight control success. In this section, please tell about your 

current physical activity and exercise habits that you perform regularly. 

 

1. Please consider your physical activity over the last month.  Estimate as accurately as possible the total 

amount of time that you typically spent each day doing activities of various levels. Examples are listed. 

Estimate time in quarter hours (15-minute periods): total hours for the day should equal 24. 

 

 
Weekdays Weekend Days 

A. Sleeping, napping, lying down hrs hrs 

B. Sitting, reading, desk work, watching television hrs hrs 

C. Standing (little movement), grooming, cooking, light housework hrs hrs 

D. Standing (moderate movement), strolling, shopping, lifting, or 

carrying light objects 
hrs hrs 

E. Brisk walking (3-4 mph), moving digging, golf, social dancing, 

doubles tennis, sweeping, vacuuming or similar activity 
hrs hrs 

F. Running, jogging, singles tennis, cycling, physical labor or similar 

activity 
hrs hrs 

 

 

2. What is your usual pace of walking? 

 �  Casual or strolling (less than 2 mph)  �  Average or normal (2 to 3 mph) 

 �  Fairly brisk (3 to 4 mph)   �  Brisk or striding (4 mph or faster) 

 

3. How many times per WEEK do you engage in vigorous physical activity long enough to work up 

a sweat?  _____ times per week 

 

4. How much time could you realistically have to exercise per week? 

 �  30 minutes daily  �  30 minutes three times a week 

 �  45 minutes three times a week �  45 minutes five times a week 

 �  60 minutes five times a week �  Other __________________ 

 

5. What are your favorite hobbies? __________________________________________________ 

 

6. Have you had enjoyment with exercise in the past? �  No  �  If yes, what type? 

_________________________________________________________________________ 

 

7. Do you have a history of falls or balance problems? �  No  �  Yes, - if yes, what type of 

assistance is needed? ______________________________________________________ 

 

 Action plan: _______________________________________________________ 
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