
 

Surgical Weight Management Program 
  

 

 
 

Initial Intake Questionnaire  
 

Name   _________________________________________ 
Street Address _________________________________________ 
City, State, Zip _________________________________________ 
Home Phone __________________  Ok to leave a message:  Yes ___ No ___ 
Work Phone  _________________    Ok to leave a message:  Yes ___ No ___ 
Cell Phone                                        Ok to leave a message:  Yes ___ No ___ 
 Email Address _________________________________________ 
Date of Birth _________________________________________ 
Social Security # _________________________________________ 
Insurance Plan   _________________________________________ 
 Plan ID# _________________________________________ 
 
Emergency Contact 
 
 Name __________________________________________ 
 Relation to you     spouse__  partner__  child__     parent__     friend___     other___ 
 Address_________________________________________ 
 Phone _________________________________________ 
 
Primary Care Physician 
 
 Name _________________________________________ 
 Address_________________________________________ 
 Phone _________________________________________ 
 
Cardiologist (if you have one) 
 
 Name___________________________________________ 
 Address_________________________________________ 
 Phone _________________________________________ 
 
How did you hear about our program?________________________________________ 
 If newspaper ad which one?___________________________________________ 
 
Which surgical procedure are you interested in? 
Gastric Bypass ____   Gastric Banding  _____    Sleeve Gastrectomy ____  Undecided _____ 

  
 
 
Today’s date___________________________ 
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Name: ________________ 

1. Have you had any surgery in the past?   __________ 
 If yes, please list all procedures including the date and reason for surgery 
____________________________________________________________________________________________________ 
____________________________________________________________________________________________________ 
____________________________________________________________________________________________________ 
____________________________________________________________________________________________________ 
____________________________________________________________________________________________________ 
 
 
2. Medical History 
Do you or a family member have or ever had any of the following?         (Leave blank if answer is…  NO) 
 
Disorders or surgeries of:   Self Family                     Please explain if YES 
 Head           __ __ ___________________________________________ 
 Eyes   __ __ ___________________________________________ 
 Ears   __ __ ___________________________________________ 
 Nose   __ __ ___________________________________________  
 Throat   __ __ ___________________________________________ 
Head Injury   __  ___________________________________________ 
Multiple Sclerosis  __ __ ___________________________________________ 
Seizure    __ __ ___________________________________________ 
Headache   __ __ ___________________________________________  
TIA    __ __ ___________________________________________ 
CVA (Stroke)   __ __ ___________________________________________ 
Cardiac History 
 Chest pain  __ __ ___________________________________________ 
 *High Blood Pressure __ __ ___________________________________________ 
 Palpitations  __ __ ___________________________________________ 
 Swollen ankles  __ __ ___________________________________________ 
 Irregular heart beat __ __ ___________________________________________ 
 *Elevated cholesterol __ __ ___________________________________________ 
 Angina   __ __ ___________________________________________ 
 MI (Heart attack)  __ __ ___________________________________________ 
 Congestive Heart Failure __ __ ___________________________________________ 
Respiratory History 
 TB   __ __ ___________________________________________ 
 Bronchitis  __ __ ___________________________________________ 
 Pneumonia  __ __ ___________________________________________ 

Unusual Shortness of Breath__ __ ___________________________________________ 
Number of stairs you can climb  __________________________________________ 
Chronic Cough  __ __ ___________________________________________ 
Asthma   __ __ ___________________________________________ 

 COPD   __ __ ___________________________________________   
Sleep apnea  __ __ ___________________________________________ 

Heartburn/Reflux/GERD  __ __ ___________________________________________  
Hepatitis   __ __ ___________________________________________ 
Hiatal Hernia   __ __ ___________________________________________ 
Gastritis    __ __ ___________________________________________ 
Stomach Ulcers   __ __ ___________________________________________ 
Constipation   __ __ ___________________________________________ 
Liver Disease   __ __ ___________________________________________ 
Kidney Stones   __ __ ___________________________________________ 
Urinary Tract Infections  __ __ ___________________________________________ 
*Stress incontinence (leaking urine)__ __ ___________________________________________ 
Blood in urine   __ __ ___________________________________________ 
Breast Lumps   __ __ ___________________________________________ 
Breast Cysts   __ __ ___________________________________________ 
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Name: ________________ 

2. Medical History (cont’d) 
Do you or a family member have, or have you ever had any of the following?     (Leave blank if answer is…  NO) 
 
Disorders or surgeries of:   Self Family                     Please explain if YES 
*Menstrual problems/Infertility __ __ ___________________________________________ 
*Arthritis   __ __ ___________________________________________ 
*Chronic Joint Pain  __ __ ___________________________________________ 
Bone Fractures   __ __ ___________________________________________ 
Vascular Disease   __ __ ___________________________________________ 
Cancer    __ __ ___________________________________________ 
*Diabetes   __ __ ___________________________________________ 

Insulin dependant  __ __ ___________________________________________ 
Oral hypoglycemic __ __ ___________________________________________   

    
Thyroid problems   __ __ ___________________________________________ 
Anemia    __ __ ___________________________________________  
Depression/Anxiety  __ __ ___________________________________________ 
Psychological Trauma  __  ___________________________________________ 
Severe Obesity (Please list all family members that are very overweight).         
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
How did you hear about our program?_______________________________________________________ 
 
 
Have you discussed weight loss surgery with your primary care physician?  Yes/No 
Does your primary care physician feel surgery for weight loss is a good choice for you?  Yes/No   
Have any of your friends or family members undergone weight loss surgery? If yes, please describe 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
 
3. Medication History 
Are you allergic to any medicine?   Yes/No 
If yes, please list medicines and what happened when you took it. (For example: itching, hives, swelling, upset stomach, 
vomiting, etc.) 
Medication   What happens when you take this medication? 
______________________ ___________________________________________ 
______________________ ___________________________________________ 
______________________ ___________________________________________ 
 
Are you allergic to Latex products?    Yes / No  
If YES, please describe your reaction ___________________________________________________ 
 
Please list all medications that you currently are taking, including all over the counter medications. (Aspirin, Motrin, 
ibuprofen, acid controllers, etc.) Remember to include all patches, eye drops and inhalers as well as any pain medicine you 
take even on an occasional basis. 
 
Medicine and dosage  How many times each day Reason for taking 
_____________________  ______________________ _______________________ 
_____________________  ______________________ _______________________ 
_____________________  ______________________ _______________________ 
_____________________  ______________________ _______________________ 
_____________________  ______________________ _______________________ 
_____________________  ______________________ _______________________ 
_____________________  ______________________ _______________________ 
 
Do you presently use any herbal remedies?  Yes / No 
If yes, please describe:________________________________________________________________________ 
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Name: ________________ 

4: Psycho/Social History 
Education: Last grade completed____________ 
Have you ever sought, received or been referred for treatment of any of the following? 
 YES NO 
 ____ ____ Weight or nutritional counseling 
 ____ ____ Alcohol problems 
 ____ ____ Drug problems 
 ____ ____ Psychological difficulty (stress, depression, nervous tension) 
 ____ ____ Physical or sexual abuse 
 
Are you currently working outside the home?  Yes  /   No 
 If yes, what is your occupation?_____________________________________________________  
Does your weight interfere with your job?  Yes   / No 
 If yes, please describe_____________________________________________________________ 
 
Are you disabled?  Yes / No 
If yes , what is the nature of your disability?___________________________________________________ 
If you are disabled now, would you like to return to work? Yes    No    Unsure  
 
Marital Status_______________ 
Number of Children__________ 
People living in your household 

Name   Age  Relationship to you 
___________________  ____  __________________ 
___________________  ____  __________________ 
___________________  ____  __________________ 
___________________  ____  __________________ 
___________________  ____  __________________ 
 

If you have weight loss surgery, will you have support from friends or relatives?   Yes  /  No 
Please list those that will give you most support. 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
Please circle the correct number 
 
If you have had to change any of your health habits in the past, how difficult was it for you?  . 
 

0  1  2  3  4  5 
not difficult                 very difficult 
 

Do you feel you want and can make changes in your health habits at the present time? 
 

0  1  2  3  4  5 
not ready to                yes, I want to 
 

How much support will you get from family and friends outside the group while participating in our program? 
 

0  1  2  3  4  5 
none at all                     very much 
 

Do you have family or close friends that do not want you to have surgery for weight loss? 
 

0  1  2  3  4  5 
none at all                     very many 
 

In general, please rate your overall health 
 

0  1  2  3  4  5 
poor                        excellent 
 
 

In the past when you have been successful at changing something, what has helped you the most? 
____________________________________________________________________________________ 
 

Do you have any religious or spiritual practices that are important to you?_________________________ 
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Name: ________________ 

5. Tobacco/Alcohol /Drug Use History 
 
Please indicate your usual consumption of alcoholic beverages in drinks per week. 
 (1 “drink”= 1 oz hard liquor, 4 oz wine or 8 oz beer) 
 None__<1/week__ 1/week__ 2-7 drinks/week__  8-14 drinks/week__  >14 drinks/week____ 
 

Do you smoke cigarettes?   Yes currently___           Former______      Never_______ 
 If current, usual number of cigarettes per day:  <5___   5-14___   15-29___   30+___ 
 If current smoker, how many years have you been smoking? _____________ 
 If former smoker, when did you quit?__________  

How many years did you smoke?______ 
How many per day were you smoking?______ 

Do you smoke cigars or chew tobacco?          Yes currently___          Former____         Never_____ 
In the past, have you ever taken non-prescription “street“ drugs  Yes _____      No _______ 
Are you now or have you ever, abused prescription pain medications? Yes_____     No_____ 
   If yes, please describe all drugs used, the last time you used them, and any treatment received in past or currently.  
___________________________________________________________________________________________ 
___________________________________________________________________________________________ 
___________________________________________________________________________________________ 
 
6. Weight History 
 
At what age were you first significantly overweight? ___________________________________________ 
How much did you weigh at that time?_______________________________________________________ 
What was your approximate weight 5 years ago? ______________________________________________ 
What is your current height and weight?       ___Ft. ___In.             Wt. ______      BMI(if known)_______ 
 

How many pounds would you like to lose?________  
 

What do you feel are your significant problems related to your obesity? 
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________ 
 
7.  Diet History 
 
Please fill out this section completely giving as much detail as possible. Establishing/documenting your previous diet 
attempts is very important to the evaluation process. 

Type of Weight  
Loss Program How many times? 

How long did 
you follow the 

program? 

Dates 
(be specific) 

How much weight 
did you loose? 

short 
term 

long 
term 

Physician Supervised Diets     
 Including any of the following:     
 prescription medications  

(e.g. Phen-fen, Redux, Meridia)     
 Nutrition Counseling     
Psychotherapy  
     group or individual     
Behavior Modification     
Hypnosis     
Weight Watchers     
TOPS     
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Name:  ____________ 

Overeaters Anonymous     
Jenny Craig     
Nutrisystem     
Unsupervised Diets  
    list all attempts      
 Slim-Fast     
 Atkins     
 South Beach     
 Calorie Counting     
 Medifast     
 Optifast     
 Others – please list     
      
      
      
Exercise Programs     

 Curves     

 YMCA     

 Classes (yoga, pilates, etc)     
 
How long have you been overweight?              Entire Life  
                                                                           Since Age _____  
 
Is anyone else in your family overweight?    Yes      No 
 
What is the most weight you have ever lost?  _______ pounds 
 
How long were you able to keep the weight off?  _________________________    
 
Highest adult weight?  _______ pounds    
 
Lowest adult weight?  _______ pounds  
 
Physical limitations: 

   Climbing stairs 
   Airline/theater/classroom seats 
   Tying shoes  
   Personal hygiene 
   Difficulty playing with children 
   Lifting objects from the floor 
   Exercising 
   Other 
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Name:  ____________ 

 
Does your weight negatively affect your life?    Yes      No 
      If yes, please specify which areas of your life are affected and explain: 
 
   Physical: How do you manage ordinary chores or activities of daily life? 

 
 

 
   Financial:  Impact of your weight on your ability to work for a living? 

 
 

 
  Social:  Impact of weight on your relationships with family and friends? 

 
 

 
   Other Limitations:  Restrictions to participate in recreational activities? 

 
 

 
 
8.  Eating Patterns 
Do you eat when you are nervous or upset?  Y N 
 How often does this occur?   ____ Daily ____ Weekly ____ Monthly 
Do you have a”sweet tooth (eat lots of candies, pastries, etc) ?     Y N 
 How often do you eat sweets? ___Daily ___Weekly ___Monthly 
Do you tend to “binge” eat (eat very large amounts at one sitting)? Y N 
 How often do you binge eat?  ___Daily ___Weekly ___Monthly 
Do you tend to wake up at night to eat? Y N 
 How often does this occur?     ___ Nightly ___Weekly ___Monthly 
How many times a day do you eat?  
 Meals __1 __2 __3 __4 __5 __6 
 Snacks __1 __2 __3 __4 __5 __6 
In an average day, how does the amount of food you eat compare to most people? 
 Please check only ONE 
 _____Less than most people 
               _____About the same as most people 
 _____More than most people 
 _____A lot more than most people 
Do you tend to skip meals? 
 Which meals are you most likely to skip regularly?________________ 
Do you tend to eat more food when you are eating alone OR with other people? ________________ 
Have you ever used vomiting, purging or laxatives as a means of weight control?_______________ 
Do you have a history of anorexia?________________________ 
 
Who usually prepares the meals at home?           How often? 
 

_______Self   ____________________________________________ 
_______Spouse/Significant other ____________________________________________ 
_______Other (please specify) ____________________________________________ 
 

Who usually does the grocery shopping?  How often? 
 _______Self   ____________________________________________ 
 _______Spouse/significant other ____________________________________________ 
 _______Other (please specify) ____________________________________________ 
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Name:  _________________ 

 
Which meals are usually eaten away from home on weekdays?  How often? 
  
 _______Breakfast  __________________________________________ 
 _______Lunch   __________________________________________ 
 _______Dinner   __________________________________________ 
 
 
9.  Activity / Energy History 
 
The following items are about activities you might do in a typical day.  Does your present physical condition now limit 
you in these activities?  If so,  how much? 
 
Light activities, (such as food shopping, walking short distances, doing the wash, making the bed, dusting the furniture, 
washing the dishes) 
 _____Yes, limited a little  ____Yes, limited a lot  ____No, not limited at all 
 
Moderate activities, (such as vacuuming, washing the floor, bowling, playing golf, playing with children) 
 _____Yes, limited a little  ____Yes, limited a lot  ___No, not limited at all 
 
Climbing 2 or more flights of stairs 
 _____Yes, limited a little  ____Yes, limited a lot  ___No, not limited at all 
 
During the past week, to what extent has your present physical condition or your emotional health interfered with your 
normal social activities with family, friends, neighbors or groups? 
____Not at all  ____a little  ___moderately   ___quite a bit  

 
10.  Stress and Relaxation 
 
What 3 ways do you presently use to relax or manage stress? 
 1:_____________________________________________________________ 
 2:_____________________________________________________________ 
 3:_____________________________________________________________ 
 
 Do you meditate or practice relaxation techniques? ___YES  ___NO 
 If YES, please describe the technique 
______________________________________________________________________________________ 
 
At this time, how much stress would you say is in your life? 
 
0  1  2  3  4  5 
No stress                   High stress 
 
Which situations create the most stress in your life? 
________Home  ______Job  _____Health  _____Other 
 
11. Physical Activity 
 
Do you have any problems that cause you pain or stiffness in the following areas? 
 NO YES Diagnosis or treatment by physician, Physical therapy, Medications, Surgery 
 
Feet __ __ __________________________________________________ 
Knee __ __ __________________________________________________ 
Hip __ __ __________________________________________________ 
Low Back__ __ __________________________________________________ 
Neck __ __ __________________________________________________ 
Shoulders__ __ __________________________________________________ 
Other __ __ __________________________________________________ 
 
 



 9 
Name:  ____________ 

Are any of the above being actively treated now? YES NO 
 If YES, please describe: 
____________________________________________________________________________________________________
____________________________________________________________________________________________________ 
 
12. Daily Activity Assessment (please check those which apply to your routine day) 
 
A: Days are generally: 
 ______Structured (need to be certain places at certain times)  

______Unstructured (free to do what I want, when I want).  
B: Work 
 __Full time   __Homemaker 
 __Part time   __On leave from work 

__Retired   __Commute greater than 45 minutes one-way 
C:   Am responsible for:  
 __Child care   __Elderly care 
D:  Participation in organization and/or club meetings (please fill in frequency if applicable)  
 __None  ___  Weekly____   ___Monthly______ 
 
E: Hobbies_____________________________________________________________________ 
 
House/Yard work responsibilties: 
 
Limited         Major 
0  1  2  3  4  5 
no housework      care and upkeep of home and yard 
 
Typical weekend activity: 
 ___Less active than during week 
 ___More active 
 ___Similar intensity of activity as during the week 
 
Do you have regular exercise time apart from your routine day? 
 ___YES  ___NO 
 
 Type of Exercise  How many minutes How Hard How often 
 ______________  ______________  ________ ________ 
 ______________  ______________  ________ ________ 

 
Please describe any other regular activity in your lifestyle that hasn’t been addressed. 
____________________________________________________________________________________________________ 
____________________________________________________________________________________________________ 
____________________________________________________________________________________________________ 
 
How does your activity level change according to the time of the year? 
 
  Sedentary Mildly active Moderately active Very active 
 
Year round _____  _____  _____   _____ 
Winter  _____  _____  _____   _____ 
Spring  _____  _____  _____   _____ 
Summer  _____  _____  _____   _____ 
Fall  _____  _____  _____   _____ 
 
What type of home exercise equipment is available to you?_______________________ 
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Name:  __________ 
13. Quality of Sleep 
Epworth Sleepiness Scale 
Please answer the following statements with the most appropriate number, using the following scale:  
 0 = Would never doze 
 1 = Slight chance of dozing 
 2 = Moderate chance of dozing 
 3 = High chance of dozing       
 
Sitting and Reading…………………………………….. _______  
Watching TV…………………………………………… _______ 
Sitting inactive in a public place  (i.e.  theater)…………. _______ 
As a car passenger for an hour without a break………… _______ 
Lying down to rest in the afternoon……………………. _______ 
Sitting and talking to someone…………………………. _______ 
Sitting quietly after lunch without alcohol……………… _______ 
In a car, while stopping for a few minutes in traffic……. _______ 

 
Have you ever been told you have sleep apnea?     Yes    No 
 If   YES…..Do you use C-PAP or Bi-PAP     Yes     No 
 
Do you fall asleep unexpectedly?  Yes      No 
Do you snore loudly?   Yes      No 
Do you wake frequently at night?  Yes      No       How many times? ____                                                                                                                                                        
Are you well rested after a night’s sleep?     Yes     No 
Do you wake in the morning with a headache?  Yes    No 
Do you have difficulty concentrating?    Yes     No  
What is your neck size? (in inches)     __________inches  
 
14. Health Goals 
If you are accepted as a candidate for the Comprehensive Surgical Weight Management Program, what specific health goals 
would you like assistance in working towards while enrolled in the Heart and Wellness post-operative Risk Reduction 
Program? 
 
     Comments 
 
______Smoking cessation (pre-operatively) _____________________________________ 
______Weight loss   _____________________________________ 
______Exercise    _____________________________________ 
______Improved quality of diet  _____________________________________ 
______Education regarding 
 addictive eating habits  _____________________________________ 
______Reduce blood lipids  _____________________________________ 
 (cholesterol & triglycerides) 
______Reduce blood pressure  _____________________________________ 
______Improve diabetes   _____________________________________ 
______Stress management   _____________________________________ 
______Improve joint pain   _____________________________________ 
 
Are there any other health concerns that have not been addressed? 
 
____________________________________________________________________________________________________
____________________________________________________________________________________________________ 
____________________________________________________________________________________________________ 
____________________________________________________________________________________________________ 
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Name:  ____________ 
 
15. Psychological Screening Questionnaire 

 
Please mark each question in terms of whether you have experienced this behavior in the past or currently (within the last 
year). 
 
 

1.    Have you been treated for an emotional disorder    � No    � In the Past     � Currently 
       (ie: depression, anxiety) by a mental health 
       professional or your personal physician? 
 

 2.    Have you been hospitalized for an emotional         � No    � In the Past     � Currently 
       Disorder? 
 
3. Have you had suicidal thoughts on a regular          � No    �In the Past      � Currently 

basis or made a suicidal attempt? 
 

4. Have you been treated as an outpatient for an        � No    � In the Past     � Currently 
alcohol or substance abuse program or attended 
a 12-step program such as AA?  

 
5. Have you been hospitalized or treated in a  

residential program for an alcohol or substance     � No    � In the Past     � Currently 
abuse problem? 
 

6. Have you been treated for an eating disorder         � No    � In the Past     � Currently 
such as anorexia, bulimia, or compulsive overeating? 

                                                                                                                                               
7. Have you engaged in binge eating or purging        � No    � In the Past    � Currently 

(vomiting) after eating? 
 
 

8. Have you been placed on disability or lost a          � No    � In the Past    � Currently 
job for an emotional or nervous disorder? 

 
 
 9.    Have you  been separated or divorced?                 � No    � In the Past     � Currently 

 
10. Have you been in a relationship within or            � No     � In the Past     � Currently 

outside the family that you considered  
abusive? 
  

 
11. Have you been prescribed medication for an        � No     � In the Past      � Currently 

emotional or nervous disorder? 
 
 

 
 
Please review all questions and answer as completely as you can.  We understand this is a very lengthy questionnaire 
but please realize it is important for both your insurance approval, and  more importantly, to the success in achieving 
your goals.  Bring this completed questionnaire to your initial information session. 
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Name:  ____________ 
 
The information that you have provided will be treated as privileged and confidential.  Your signature below 
authorizes us to copy this intake questionnaire, access and review information gathered from your lifetime clinical 
data in the Partners Healthcare system, and provide it along with a copy of your photograph   to all members of 
the Comprehensive Surgical Weight Management team for their review and evaluation. 
 
 
Signature___________________________________________       Date_______________________________ 

 
 
 
 
 
 
 
 
 
 
 

 
 

 
 

 


	Initial Intake Questionnaire
	Emergency Contact
	Primary Care Physician
	Cardiologist (if you have one)
	Which surgical procedure are you interested in?
	Name: ________________



	3. Medication History Are you allergic to any medicine?   Yes/No
	Name: ________________
	5. Tobacco/Alcohol /Drug Use History
	6. Weight History
	___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________...
	7.  Diet History
	10.  Stress and Relaxation
	11. Physical Activity
	Epworth Sleepiness Scale Please answer the following statements with the most appropriate number, using the following scale:   0 = Would never doze

	14. Health Goals
	Please mark each question in terms of whether you have experienced this behavior in the past or currently (within the last year).



