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Augustus E. Lyons, M.D.

Medical and Diet History Questionnaire
Obesity and its associated diseases and risk factors increase mortality and surgical complications.  Therefore, it is imperative that a detailed medical history be performed.  Please try to answer the following questions as best as you can and bring it with you at the time of your consultation.  Thank you.
Full Name:      ___________________________________
Address:         ___________________________________

            ___________________________________
Home Phone
____________________
Business Phone  
________________
Cell Phone
____________________
Fax


________________

E-Mail Address  _________________________________
SSN:

____________________
Date of Birth

________________

Occupation
__________________________________________________________

Marital Status _________________________________

Emergency Contact Name  _______________________  Phone #  ________________

Support Person Name*         _______________________Phone # _________________


*Person who will provide support during your post-operative period

Seminar Date:________________
Seminar Location:____________

Surgical Procedure Interested in:   _____ Roux-n-Y Gastric Bypass


       


       _____ Lap Band 





       _____ Sleeve Gastrectomy
INSURANCE INFORMATION

Insurance Company _______________________________________________

ID/Group Number_________________________________________________

Phone Number____________________________________________________

REVIEW OF MEDICAL PROBLEMS  (please explain anything you check)
Cardiovascular

_____ High Blood Pressure
_____ Previous Heart Attack
_____ Chest pain or Tightness
_____ Racing Heart/Skipping
_____ Shortness of Breath
_____ High Cholesterol

_____ High Triglycerides

_____ Blood Clots

Diabetes and Endocrine System
_____Diabetes type I or II
When first diagnosed? 

Oral Medications? (how long)

Insulin? (how long) 

Does diabetes improve with weight loss?  

How often do you test your blood sugar at home? 

What are your usual blood sugars? (give a range) 

_____ Pre-Diabetic (abnormal glucose tolerance test)

_____ Gestational Diabetes
_____ Hypoglycemia
_____ Thyroid problems (requiring medication)
Gastrointestinal
_____ Gallbladder Problems




Gallstones diagnosed by ultrasound?



Removed? (when) 

_____ Stomach Ulcers



Medication _______________ 

_____ Heartburn


Medication _______________ 

_____Colon Problems



Diarrhea


Constipation


Ever had a colonoscopy?              When?                 Findings?

Respiratory

_____Asthma



Last attack?

_____Emphysema or COPD
_____ Bronchitis



Number of times in past 2 years?



Pneumonia?

_____ Smoking History



Starting age


When did you stop?



How many packs per day?

_____ Sleep Apnea history



Sleep Study?          When?               Where?  

(Please have a copy of results faxed to our office)



CPAP or BIPAP?

If you answered NO to the previous questions on Sleep Apnea, please answer the following questions:


_____Do you snore?


_____Have anyone said you hold your breath or stop breathing during sleep?


_____Do you wake up gasping for breath?


_____Do you awaken with headaches?


_____Do you fall asleep frequently while reading?


_____Have you fallen asleep while driving or stopped at a light?


_____Do you have jerking movements while sleeping?


_____Do you often wake up with a dry mouth or sore throat?


_____Do you still feel exhausted after 8 hours of sleep?

**If you answered YES to more than four of the above questions, you may have sleep apnea and wither you should talk to your doctor about a sleep study, or we will make arrangements for one to be done.  This study is painless and can significantly help improve the safety of the operation.

Musculoskeletal       (Please rate as mild, moderate or severe)

_____ Hip Pain

_____Knee Pain
_____ Ankle Pain

_____Foot Pain
_____ Back Pain

_____Neck Pain
_____Arthritis

_____ Do you use any anti-inflammatory or pain medication? 

_____ Do you have swelling of your legs or feet?

_____ Do you have ulcers of the leg?

Skin
_____Abnormal Moles
_____Rash/ Itching (please circle)
Cancer

______________Please specify
Kidney and Bladder

_____ Do you spill urine when coughing or laughing?

_____ Have you had bladder or kidney infections?

_____ Have you had kidney stones?

Blood
_____ Have you ever had a bleeding problem?

_____ Have you ever had low platelets?

_____ Have you ever had a blood transfusion?


Any problems?

For Women
_____ Any problems conceiving?

_____ Are you on Birth Control Pills?
_____ How many pregnancies?

_____ Have you had a tubal ligation?

_____ How many children?

_____ Any pain with periods?

Neuro-psychiatric

_____ Depression



Because of obesity?



Requiring medication?



Been in counseling?
_____ Seizures



Requiring medication?

_____ Severe Headaches



Requiring medication?

_____ Visual problems



glasses or contacts?

_____ Alcohol use



Number of drinks weekly?



History of any abuse?




How long sober?

_____ Drug abuse



Recreational?



Prescription?

_____ Eating disorders



Bulimia?



Anorexia nervosa?



Binge eating?

PAST SURGICAL HISTORY (please list date and whether open or laparoscopic)

_____ Cholecystectomy (removal of gallbladder)

_____ Appendectomy (removal of appendix)

_____ Hysterectomy (removal of uterus)

_____ Cesarean Section (C-Section)

_____ Other (list)

MEDICATIONS (list name, dose, frequency and the condition you are taking it for)

	Medication
	Dosage
	Frequency
	Condition

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


ALLERGIES (Include Medication, Food or other agents)

	Medication/Agent
	Reaction

	
	

	
	

	
	

	
	


FAMILY HISTORY 
	
	Mother
	Father
	Sibling
	Aunt/uncle
	Grandparent

	Obesity
	
	
	
	
	

	Diabetes
	
	
	
	
	

	Heart Disease
	
	
	
	
	

	High blood pressure
	
	
	
	
	

	Cancer
	
	
	
	
	

	Arthritis
	
	
	
	
	

	Early Death 

(list cause)
	
	
	
	
	

	Other:
	
	
	
	
	

	
	
	
	
	
	


WEIGHT LOSS HISTORY            -It is critical that you fill this out in detail-
Height:

______________________

Weight:
______________________

What was your best weight loss with dieting?  _______________________

Obesity History:  Please list highest weight for each of the past 5 years



2007:________

2006:  _______



2005:  _______



2004:  _______



2003:  _______

Many insurance companies require documentation of your weight for the past 3-5 years.  Please have your doctor fax us records that document your highest weight for each year.

NON-SUPERVISED WEIGHT LOSS ATTEMPTS
	Diet
	Year(s) Attempted

	Atkins
	

	Blood Type Diet
	

	Body for life/Bill Phillips
	

	Calorie Counting
	

	Diabetic Diet
	

	Gloria Marshall
	

	Grapefruit Diet
	

	High Protein
	

	Hypnosis
	

	Low Carb
	

	Low Fat
	

	Optifast
	

	Pritikin
	

	Richard Simmons
	

	Scarsdale
	

	Stillman Diet
	

	Sugar Busters
	

	Slim Fast
	

	South Beach
	

	Weight Watchers
	

	Other:
	

	
	


SUPERVISED WEIGHT LOSS ATTEMPTS (please provide details such as year, physician, pounds lost, etc.)
Diet Pills from physician:  __________________________________________________

________________________________________________________________________

Diet Center:  _____________________________________________________________

________________________________________________________________________

Overeaters Anonymous:  ___________________________________________________

________________________________________________________________________

Optifast:  ________________________________________________________________

________________________________________________________________________

Weight Watchers:  ________________________________________________________

_______________________________________________________________________

Nutri-System:  ___________________________________________________________

_______________________________________________________________________

TOPS:  _________________________________________________________________

________________________________________________________________________

Jenny Craig:  ____________________________________________________________

_______________________________________________________________________

Other:  _________________________________________________________________

_______________________________________________________________________

MEDICATION PRESCRIBED FOR WEIGHT LOSS

(Please check any that apply and state how long you were on them)

Acutrim

_____

Adipex-P

_____

Amphetamines
_____

Anorex


_____

Benzphetamine
_____

Dexatrim

_____

Dexfenfluramine
_____

Didrex


_____

Fastin


_____

Fen-Phen

_____

Fenfluramine

_____

Lonamin

_____

Mazanor

_____

Meridia

_____


Obalan


_____

Orlistat


_____

Phendiet

_____

Phentermine

_____

Phentrol

_____

Plegine


_____

Pondimin

_____

Redux


_____

Sanorex

_____

Tepanol

_____

Tenuate

_____

Wehless

_____

Xenical

_____

Other


_____
SOCIAL (Describe you work and home life….. family members etc)

DESCRIBE HOW OBESITY IS AFFECTING YOUR LIFE
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