Maryland Bariatrics

	   Today’s Date:                                                                     (Please Print)                        

	PATIENT INFORMATION

	   Primary Care Physician:      
	  Referring Physician:      

	   First Name:      
	   MI:      
	   Last Name:      

	    FORMCHECKBOX 
 Mr.    FORMCHECKBOX 
 Mrs.    FORMCHECKBOX 
 Miss    FORMCHECKBOX 
 Ms.  FORMCHECKBOX 
 Sr.    FORMCHECKBOX 
 Jr.    FORMCHECKBOX 
 III
	

	   Street address:      
	   City:                                            County:      

	   Street address 2:      
	   State:                                          ZIP Code:      


	Home no.: (     )            
	Cell no:   (     )             
	Birth date:                        Age:      



	Work no.:  (     )            
	Email:                         @                    
	Social Security no.:                 

	Sex:  FORMCHECKBOX 
 M          FORMCHECKBOX 
 F
	Marital Status:  Single  FORMCHECKBOX 
   Married  FORMCHECKBOX 
   Divorced  FORMCHECKBOX 
   Separated  FORMCHECKBOX 
   Widowed  FORMCHECKBOX 
  Partnered  FORMCHECKBOX 


	RACE:           
	 FORMCHECKBOX 
  

 Black
	 FORMCHECKBOX 
 

Chinese
	 FORMCHECKBOX 
 Filipino
	 FORMCHECKBOX 
Hispanic
	 FORMCHECKBOX 
Japanese
	 FORMCHECKBOX 
 Native American
	 FORMCHECKBOX 
 Native Hawaiian
	 FORMCHECKBOX 
 Other
	 FORMCHECKBOX 
   Oriental/Asian
	 FORMCHECKBOX 
 Pacific Islander
	 FORMCHECKBOX 
 Caucasian

	Occupation:     
	Employer:     
	Status: FT FORMCHECKBOX 
   PT  FORMCHECKBOX 
   Ret  FORMCHECKBOX 
   Tmp  FORMCHECKBOX 
   Other:  FORMCHECKBOX 


	Employer Address:      
	City:                                            County:      

	Employer Address 2:      
	State:                                          ZIP Code:      

	INSURANCE INFORMATION    (Please give your insurance cards to the receptionist)

	Is this visit related to a work injury (Workman’s Compensation)
	 FORMCHECKBOX 
 YES               FORMCHECKBOX 
 NO
	

	Primary Insurance Name
	
	 FORMCHECKBOX 
  HMO
	 FORMCHECKBOX 
  PPO
	 FORMCHECKBOX 
  POS
	 FORMCHECKBOX 
 Open Access

	Street address:      
	City:                               State:       ZIP:                                      

	Street address 2:      
	Telephone No:      

	Subscriber’s name:  (If different from above)
	Subscriber’s S.S. no.:
	Birth date:
	Policy no.:
	Group no.:

	     
	     
	     
	     
	     

	Patient’s relationship to subscriber:
	 FORMCHECKBOX 
 Self
	 FORMCHECKBOX 
 Spouse
	 FORMCHECKBOX 
 Child
	 FORMCHECKBOX 
 Other
	     

	Subscribers Place of Employment:
	
	Tel Number:      

	
	Secondary Insurance Information
	
	
	
	

	Secondary Insurance Name
	
	 FORMCHECKBOX 
  HMO
	 FORMCHECKBOX 
  PPO
	 FORMCHECKBOX 
  POS
	 FORMCHECKBOX 
 Open Access

	Street address:      
	City:                               State:       ZIP:                                      

	Street address 2:      
	Telephone No:      

	Subscriber’s name:  (If different from above)
	Subscriber’s S.S. no.:
	Birth date:
	Policy no.:
	Group no.:

	     
	     
	     
	     
	     

	Patient’s relationship to subscriber:
	 FORMCHECKBOX 
 Self
	 FORMCHECKBOX 
 Spouse
	 FORMCHECKBOX 
 Child
	 FORMCHECKBOX 
 Other
	     

	Subscribers Place of Employment:
	
	Tel Number:      

	IN CASE OF EMERGENCY

	Name of local friend or relative (not living at same address):
	Relationship to patient:
	Home phone no.:
	Work phone no.:

	     
	     
	(     )      
	(     )      


	AUTHORIZATION TO LEAVE MESSAGES

	 FORMCHECKBOX 
 DO NOT 
	 FORMCHECKBOX 
 YES
	 FORMCHECKBOX 
 LEAVE A MESSAGE ON MY ANSWERING MACHINE/VOICE MAIL AND/OR 
 FORMCHECKBOX 
 LEAVE A MESSAGE WITH ANYONE IN MY HOUSEHOLD WHO ANSWERS THE PHONE 
(MESSAGES MAY INCLUDE APPOINTMENT REMINDERS)

	If you do not want us to leave messages for you, please check “DO NOT” above. A “YES” above indicates your consent.


	AUTHORIZATION/RELEASE

	I HEREBY GIVE PERMISSION FOR MY CLINICAL INFORMATION TO BE SHARED WITH SHADY GROVE ADVENTIST HOSPITAL AND AMERICAN SOCIETY FOR METABOLIC AND BARIATRIC SURGERY FOR QUALITY ASSURANCE PURPOSES AND POSSIBLE DATA PUBLICATION PROVIDED THAT I AM NOT IDENTIFIED IN ANY PUBLICATION.

	 FORMCHECKBOX 
 YES                                           FORMCHECKBOX 
 NO

	AUTHORIZATION/RELEASE

	I HEREBY AUTHORIZE THE FOLLOWING PERSON(S) TO RECEIVE MEDICAL INFORMATION, MAKE APPOINTMENT CHANGES, RECEIVE RESULTS, AND HAVE COMMUNICATIONS ON MY BEHALF.

	Last Name:
	First Name:


	NOTICE OF PRIVACY PRACTICES

	By signing below, I am verifying that I have reviewed a copy of Advanced Weight Loss Surgery, PC’s “Notice of Privacy Practices,” that I have had the opportunity to ask questions regarding the information provided within the notice, that I understand the information contained within the document, and that I may obtain a copy of the document upon request at any time. 

	Patient/Guardian signature
	Date

	PATIENT FINANCIAL TERMS AND CONDITIONS

	We are committed to providing you with the best possible care and service. If you have medical insurance, we are happy to assist you to receive your maximum allowable benefits. In order to achieve these goals, you will need to remit all relevant insurance policy information to the provider at the time of service. 

Please understand:     1. Your insurance is a contract between you and the insurance company. 

                                   2. You are responsible for whatever portion of our charges your insurance does not pay.  

                                   3. Not all services are a covered benefit in all contracts. Some insurance companies arbitrarily select certain 
                                       services they will not cover. These charges are your responsibility.

Unless otherwise agreed upon by the provider, payment for services is due at the time services are rendered. We accept cash, checks, MasterCard, or Visa. We will be happy to help you process and/or directly submit your insurance claim-form for reimbursement. 

We will gladly discuss your proposed treatments and charges, and will answer any questions relating to your services.

A copy of this form may be used in place of the original for proof of signature for insurance companies.

Returned checks will be subject to a $35.00 bad check fee. A $25.00 charge will also be applied for missed appointments and appointments cancelled without 24 hours advance notice. In the unfortunate event that collection procedures are required to collect an outstanding account balance, the patient shall be responsible for all collection fees in addition to the past due balance.

If you have any questions about the above information or any uncertainty regarding insurance coverage, PLEASE don’t hesitate to ask us. We are happy to help you.

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am financially responsible for any balance. I also authorize Advanced Weight Loss Surgery, PC, or my insurance company to release any information required to process my claims.

By my signature, I indicate that I have read, understand and do hereby accept the terms of this agreement.

	Patient/Guardian signature
	Date

	MEDICARE PATIENTS ONLY

	I request that payment of authorized Medicare benefits made either to me or on my behalf be provided to Advanced Weight Loss Surgery, for any services furnished by that physician or supplier. I authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents any information needed to determine these benefits payable for related services.

I request that payment of authorized Medigap benefits be made either to me or on my behalf to Advanced Weight Loss Surgery, for any services furnished by that physician. I authorize any holder of medical information about me to release to the above named Medigap insurer, any information needed to determine these benefits payable for related services.

	Patient/Guardian signature
	Date
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	Today’s Date:     

	HEALTH HISTORY QUESTIONAIRE

	All questions contained in this questionnaire are strictly confidential and will become part of your medical record.

	Name (Last, First, M.I.):
	     
	 FORMCHECKBOX 
 M     FORMCHECKBOX 
 F
	DOB:
	                          AGE:      

	Please describe the reason for your visit today

	

	GENERAL

	Please answer the following questions by checking the appropriate box and provide DETAILS for each item where you checked YES.

	                                                                                                                                             DETAILS

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Have you had any change in appetite or any weight loss or gain not attributed to dieting?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Have you ever had cancer?  If so, please describe how it was treated.
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Have you or any blood relative ever had an adverse reaction to or problem with anesthesia?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Have difficulty with hearing, sinus problems, post-nasal drip, ringing in the ears, mouth sores, loose teeth, ear pain, nosebleeds, sore throat, facial pain or numbness?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Have you had heart disease (e.g. rheumatic fever, heart attack, abnormal rhythm, heart murmur, mitral valve prolapse)?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Have you had high blood pressure?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Have swelling of feet or legs, pain in legs with walking?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Do you routinely take antibiotics before dental work or surgery?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Have you had lung disease (e.g., asthma, emphysema, tuberculosis, pneumonia)?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Have shortness of breath, prolonged cough, coughing up blood, use home oxygen?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Have you had gastrointestinal problems (e.g., heart burn, ulcer, chronic diarrhea or constipation, hemorrhoids, piles)?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Have you had any recent change in bowel habits or blood in stools?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Have you had any jaundice or liver disease?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Have you had urinary tract problems (e.g., infection, kidney stones, bloody urine, incontinence, prostate problems, impotence)?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Have you ever had any venereal or sexually transmitted disease?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Have you had arthritis?  Do you have any pain, stiffness or swelling in any muscles or joints?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Have you had head trauma, broken bones, and accidents?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Have you ever had a stroke or any other neurological disease?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Have you ever had any fits, convulsions or seizures?  Have you ever fainted?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Do you have numbness, tingling or weakness in any part of your body?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Have persistent rash, itching, new or change in skin lesion, hair loss?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Do you have a history of depression or other psychiatric illness?  Insomnia, irritability, anxiety, recurrent bad thoughts, mood swings, hallucinations?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Have you had any endocrine disorder (e.g., thyroid or adrenal gland problems)?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Do you have diabetes?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Have you had any clotting or bleeding abnormalities (e.g., anemia, sickle cell anemia, leukemia) or lymph gland disorders?  Do you bruise or bleed easily?
	

	    date                                                            
	
	NAme: 
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Have you ever had a blood transfusion?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Are you currently taking Aspirin or blood thinners?   
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Are you infected with HIV (the AIDS virus)?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Have you ever used IV drugs?
	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Have you had any exposure to HIV or Hepatitis?  
	


	WOMEN ONLY

	Age at onset of menstruation:      
	Date of last menstruation:      
	

	Number of pregnancies        
	Number of live births      
	Age at first pregnancy       

	

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Are you pregnant or breastfeeding?

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Did you ever Nurse?  How Long? 

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Have you ever taken birth control pills or hormone therapy?  When?

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	Are you taking hormone therapy now?  What kind?

	Have you ever had:   FORMCHECKBOX 
 breast Surgery,  FORMCHECKBOX 
 breast implants,  FORMCHECKBOX 
 breast reduction or  FORMCHECKBOX 
 breast biopsy?  Please Describe.

	Have you ever had:  FORMCHECKBOX 
 breast tenderness,  FORMCHECKBOX 
 lumps,  FORMCHECKBOX 
nipple discharge or  FORMCHECKBOX 
 any other breast problems?  Please Describe.


	FOR OFFICE USE ONLY

	          Examination:       Height                               Weight                                 BMI     
          Lungs

          Heart

          Abdomen

          Extremities
 FORMCHECKBOX 
 Clear

 FORMCHECKBOX 
 Other

 FORMCHECKBOX 
 RRR

 FORMCHECKBOX 
 Neck 

 FORMCHECKBOX 
 Soft          

 FORMCHECKBOX 
 Non tender

 FORMCHECKBOX 
 Non Distended

 FORMCHECKBOX 
 No Masses/Hernias present

 FORMCHECKBOX 
 Umbilical Hernia

 FORMCHECKBOX 
 Ventral Incisional Hernia

 FORMCHECKBOX 
 NO clubbing, cyanosis, or edema

 FORMCHECKBOX 
 Trace Edema      FORMCHECKBOX 
 Moderate Edema

 FORMCHECKBOX 
 Extreme Edema

         Cardiac Clearance Required     FORMCHECKBOX 
  NO             FORMCHECKBOX 
  YES                     


	          Patient Discussion                                                                                          Depression Questionnaire Score =                          

	          Risks
	 FORMCHECKBOX 
 Bleeding
	 FORMCHECKBOX 
 Infection
	 FORMCHECKBOX 
 Weight Loss Pre- Op
	 FORMCHECKBOX 
 Lifestyle Change

	
	 FORMCHECKBOX 
 Injury to Organs
	 FORMCHECKBOX 
 Clot leading to PE
	 FORMCHECKBOX 
 Exercise Pre and Post OP
	 FORMCHECKBOX 
 Vitamins for Life

	
	 FORMCHECKBOX 
 Leak
	 FORMCHECKBOX 
 Stricture
	 FORMCHECKBOX 
 Hair loss/Thinning
	 FORMCHECKBOX 
 B-12

	
	 FORMCHECKBOX 
 Ulcer
	 FORMCHECKBOX 
 (if applicable)Band 

slippage / erosion
	 FORMCHECKBOX 
 Malabsorption
	 FORMCHECKBOX 
 Iron
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	Date:      
	

	Surgery you are interested in :    FORMCHECKBOX 
 Sleeve Gastrectomy           FORMCHECKBOX 
 Roux-en-Y Gastric  Bypass          FORMCHECKBOX 
  Lap Band  

	BARIATRIC HEALTH HISTORY QUESTIONNAIRE

	All questions contained in this questionnaire are strictly confidential and will become part of your medical record.

	Name (Last, First, M.I.):
	     
	 FORMCHECKBOX 
 M     FORMCHECKBOX 
 F
	DOB:                  
	                         AGE:      

	Marital status:
	 FORMCHECKBOX 
 Single      FORMCHECKBOX 
 Partnered      FORMCHECKBOX 
 Married      FORMCHECKBOX 
 Separated      FORMCHECKBOX 
 Divorced      FORMCHECKBOX 
 Widowed

	Primary Care Physician:
	     
	Date of last physical exam:
	     

	Physician Address:      
	
	

	City, ST, Zip:                                                                                                              

	

	Please check any of the following diseases for which you are treateD

	 FORMCHECKBOX 
 Arthritis:  FORMCHECKBOX 
 Ankles FORMCHECKBOX 
 Back FORMCHECKBOX 
 Knees
	 FORMCHECKBOX 
 Gall Bladder removed 
	 FORMCHECKBOX 
 Pulmonary Disease

	 FORMCHECKBOX 
 Asthma
	 FORMCHECKBOX 
 Gastro esophageal Reflux Disease
	 FORMCHECKBOX 
 Sleep Apnea

	 FORMCHECKBOX 
  DVT (Deep Venous Thrombosis)
	 FORMCHECKBOX 
 Heart Disease
	 FORMCHECKBOX 
 Venous Stasis

	 FORMCHECKBOX 
 Depression
	 FORMCHECKBOX 
 Hyperlipidemia
	 FORMCHECKBOX 
 Urinary Stress Incontinence

	 FORMCHECKBOX 
 Diabetes
	 FORMCHECKBOX 
 Hypertension
	 FORMCHECKBOX 
 Other : (Please describe)

	 FORMCHECKBOX 
 Edema
	 FORMCHECKBOX 
 Fatty Liver 
	

	 FORMCHECKBOX 
 Gallstones 
	 FORMCHECKBOX 
 Menstrual Abnormalities
	

	

	PLEASE LIST ANY PRIOR SURGERY, DATE, AND THE TYPE OF ANESTHESIA
DATE

TYPE OF OPERATION

TYPE OF ANESTHESIA
Previous Abdominal Surgery:   yes   FORMCHECKBOX 
   no  FORMCHECKBOX 

If yes, please describe


	Please list your medications and dosages

	Medication Name
	Strength (MG)                                        Times per day                                 Prescribing Physician

	     
	                                                                                                                

	     
	                                                                                                                

	     
	                                                                                                                

	     
	                                                                                                                

	     
	                                                                                                                

	     
	                                                                                                                

	     
	                                                                                                                

	     
	                                                                                                                

	

	Please list your vitamin/supplement and dosages

	Vitamin/Supplement Name
	Amount (MG)                                        Times per day                                 Prescribing Physician
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	Allergies to medications

Name the Drug

Reaction You Had

     
     
     
     
Please list any Family History of Cancer

FAMILY MEMBER
TYPE OF CANCER
Age:                                        FORMCHECKBOX 
 Living     FORMCHECKBOX 
  Deceased
Age:                                        FORMCHECKBOX 
 Living     FORMCHECKBOX 
  Deceased
Age:                                        FORMCHECKBOX 
 Living     FORMCHECKBOX 
  Deceased
Age:                                        FORMCHECKBOX 
 Living     FORMCHECKBOX 
  Deceased
Age:                                        FORMCHECKBOX 
 Living     FORMCHECKBOX 
  Deceased
Daily Diet Regimen

 FORMCHECKBOX 
   High calorie diet        FORMCHECKBOX 
   High Carbohydrate / Fast foods         FORMCHECKBOX 
  Large portion eater
 FORMCHECKBOX 
 Other:

WHICH DIETS HAVE YOU TRIED?



	         FORMCHECKBOX 
 Atkins
	 FORMCHECKBOX 
 Phentermine        FORMCHECKBOX 
 Phen-Phen
	 FORMCHECKBOX 
 Fat Burners                           

	         FORMCHECKBOX 
 Jenny Craig
	 FORMCHECKBOX 
 South Beach
	 FORMCHECKBOX 
 Xenical

	         FORMCHECKBOX 
 Meridia
	 FORMCHECKBOX 
 T-Factor
	 FORMCHECKBOX 
 Optifast/Liquid Diet

	         FORMCHECKBOX 
 Nutrisystems
	 FORMCHECKBOX 
 Weight Watchers
	 FORMCHECKBOX 
 Other : (Please describe)

	

	physician directed weight loss

	           Have you had Physician directed weight loss?   FORMCHECKBOX 
  NO     FORMCHECKBOX 
  YES        Do you have 6 months of documented weight management     FORMCHECKBOX 
  NO     FORMCHECKBOX 
  YES   

	           Name of Physician 
	Date(s)

	
	     

	
	     

	

	PERSONAL SOCIAL HISTORY

	          Do you have a family history of obesity?    FORMCHECKBOX 
  NO                     FORMCHECKBOX 
  YES

	           Exercise
	 FORMCHECKBOX 
 Sedentary (No exercise)
	 FORMCHECKBOX 
 Mild exercise (i.e., climb stairs, walk 3 blocks, golf)

	
	 FORMCHECKBOX 
 Occasional vigorous exercise (i.e., work or recreation, less than 4x/week for 30 min.)

	
	 FORMCHECKBOX 
 Regular vigorous exercise (i.e., work or recreation 4x/week for 30 minutes)

	
	

	          Caffeine
	( None
	 FORMCHECKBOX 
 Coffee
	 FORMCHECKBOX 
 Tea
	 FORMCHECKBOX 
 Cola

	
	# Of cups/cans per day?      

	            Alcohol


	Do you drink alcohol?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	If yes, what kind?      

	
	How many drinks per day?            How many drinks per week?            

	          Tobacco
	Do you use tobacco?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	 FORMCHECKBOX 
 Cigarettes – pks./day      
	 FORMCHECKBOX 
 Chew - #/day      
	 FORMCHECKBOX 
 Pipe - #/day      
	 FORMCHECKBOX 
 Cigars - #/day      

	
	 FORMCHECKBOX 
  # of years      
	 FORMCHECKBOX 
 Or year quit      

	          Other drugs used:
	( None
	Describe:
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