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Patient Name

You must include the following information with you r
packet :

A copy of your insurance card (front and back)

Letter of Medical Necessity from you primary care physician (example included) and
all medical records from treating physicians

Any and all supporting documents of attempted weight loss. This is to include any
booklets from commercial weight loss organizations (Weight Watchers, TOPS, etc.),
exercise club records, and all medical records _ supporting your weight loss attempts.

The above information is required by most insurance companies and must be
included with your packet before you will be considered for an evaluation with
Dr. Davenport.

*If this is not a covered benefit with your insurance company, you will need to make
arrangements to pay all fees in cash prior to service being provided.

Cash payment is due in full prior to your surgery date. The following is a break down
of the estimated total amount due:

Roux-en-Y Gastric Bypass

Surgeon 6,000
Anesthesiologist 2,100
Psychologist 400
Hospital fee 17,550
Total Due $26,050

**Please note that preoperative lab and x-rays and  the initial visit with the
surgeon are not included in the above fees.**

**This does not include a fee to remove your gallbl  adder (if
needed) or additional procedures performed.**



Patient Name

The following is a break down of the estimated total amount due for Laparoscopic
Adjustable Gastric Banding

**Please note that preoperative lab and x-rays and

Surgeon 4,000
Anesthesiologist 1125
Psychologist 400
Hospital Fee 8975
Total due: $14,500

surgeon are not included in the above fees. **

the initial visit with the

**This does not include the cost for any additional procedures

performed.**



Patient Name

Date:

To whom it may concern:

| am writing on behalf of my patient:
Height Weight BMI Age
Which places him/her in the morbidly obese catedBiyii>40).

| am currently treating him/her for the followingrditions which are either caused by
or exacerbated by his/her obesity:

1)
2)
3)
4)

He/She currently takes the following medications:
1
2
3
4
5 10

(o] [ool N} [ep]

The long term prognosis for obesity is poor. Olyegft untreated tends to progress, as
it has in this patients’ case. Unfortunately, weigdduction diets and medical treatment
have been unsuccessful.

At this time he/she meets or exceeds the critenadrgical intervention due to co-
morbidities that are affecting his/her health.dlféhat a significant reduction in weight
would reduce his/her health risk greatly. For thesesons | am referring him/her to Dr.
Donald Davenport for consideration of either lagaapic adjustable gastric band
placement or gastric bypass surgery at Medical &dthbspital.

Thank you for your consideration regarding thisqu#t

Respectfully yours,

Signature

Please print name
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BARIATRIC PATIENT ENROLLMENT

*Indicates Required Fields

Today's Date

*Which procedure are you interested in?(Please circle)

*Last Name

How did you hear about us?

*First Name

*Address

Gastric Bypass Lap Band

*City/State/Zip

*Social Security Number

*Date of Birth

*Gender *Marital Status *Race

*Home Phone *Cell Phone

*Fax Number E-mail Pharmacy

*Height  *Weight *Frame (Please circle) Small Medium Large

*Emergency Contact *Relation

*Contact Phone

*Employer *Occupation

*Employers Address *City, State, Zip

*Employer Phone

*What type of payment can we expect? (Please circle) Self Pay Insurance
SPECIALTY FIRST AND LAST NAME | ADDRESS/CITY/STATE/ZIP T ELEPHONE

Primary Care Physician

Internist

Gynecologist

Orthopedic Specialist

Psychiatrist

Psychologist

Therapist

Other

Pt history questionnaire 2009-04-15




Patient Name

*** Please include front and back copy of your inswance card(s). ***

Insurance Company Insurance Plan

Insurance Address

City State Zip

Member ID Group Number

Name of Insured Relation

If insured is other then self please fill out information below.

Insured Social Security # Insured DOB

Insured Employer Employer’'s Phone

Insured Employer’s Address

City State Zip

Do you have a Secondary Insurance? (please circle) Yes No

Secondary Insurance Company

Secondary Insurance Plan

Secondary Insurance Address

City State Zip
Secondary - Member ID Group Number
Secondary - Name of Insured Relation

If insure is other then self please fill out insured employer information below.

Insured Social Security # Insured DOB

Insured Employer Employer’s Phone

Insured Employer’'s Address

City State Zip

Does patient have either of the following? (Please circle) Living WilDurable Power of Attorney

PATIENT HISTORY QUESTIONNAIRE

Pt history questionnaire 2009-04-15
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The information requested in this questionnaire is very important. To provide you with ticareesnd to
obtain insurance approval, we ask that you complete answers. Please be thorough.

Name:

Date:

Age: Gender (Circle ong Occupation:
Male Female

WEIGHT HISTORY : Please estimate as closely as possible for all that applies.

Age Weight
Birth Weight

Obese as a Child? (Please circle ong) Yes No

Beginning High School Weight

Marriage

Age first time 100 Ibs over ideal body weight
Number of Years 100 Ibs over ideal body weigh
Highest Weight

Age obesity first a problem

—

Patient Measurement Measurement on Exam

Actual Body Weight
Height

BMI
Body Frame (Circle One) Small

Medium Large

In your own words, please describe what you hope to accomplish and how you believenide will change
by losing weight.

DIET HISTORY
Pt history questionnaire 2009-04-15




Approximate age when you first seriously dieted.

Patient Name

Diet: Please list all Date(s) Duration MD Max Loss Weight
diets and diet programs you've | Month/Day/Year (How Supervised Regained

tried long?) (circle one)
Acupuncture Yes No Yes No
American Heart Yes No
Association Yes No
Atkins Yes No Yes No
Biggest Loser Yes No Yes No
Cabbage Soup Yes Ng Yes No
Grapefruit Yes No Yes No
Herbalife Yes No Yes No
Hollywood Yes No Yes No
Jenny Craig Yes No Yes No
LA Weight Loss Yes No Yes No
Lindora Yes No Yes No
Meridia Yes No Yes No
Metabolic Research Yes No
Center Yes No
Metabolife Yes No Yes No
Nutri System Yes No Yes No
Opti/Medi Fast Yes No Yes No
Overeaters Yes No
Anonymous Yes No
Phen/Fen Yes No Yes No
Redux Yes No Yes No
Slim Fast Yes No Yes No
T.0.P.S. Yes No Yes No
Weight Watchers Yes No Yes No
Weigh of Life Yes No Yes No

List any physician-supervised and documented weight loss attempt. Incle any diets not listed above

MEDICAL HISTORY

Pt history questionnaire 2009-04-15
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Patient Name

Have you had or do you have any of the followivejght relatedlinesses?
(Please check all that apply)

1. Asthma [ ]Yes [ ]No Year diagnosed

ER visits in last 2 years
Hospitalization(s) in last 2 years
Steroid use in last 2 years

2. Diabetes [ ]Yes [ ]No Year diagnosed
Gestational []Yes [ 1No
Type | [ ]Yes [ 1No
Type lI [ ]Yes []No
Neuropathy [ ]Yes [ 1No
Controlled with [ ] Diet [ ]Insulin  [_] Medication
Last fasting Blood Sugar
3. Gallbladder disease[ ] Yes [ ]No Year diagnosed
*How diagnosed?
Ultrasound []
Physical Exam L]
4. GERD [ ]Yes [ ]No Year diagnosed
(Gastroesophageal Reflux Disease)
Upper Gl series [ ] Yes [ 1No
Endoscopy [ ]Yes [ ]No
5. Heartburn/esophagitis/
hiatal hernia [ ]Yes [ ]No Year diagnosed
Upper Gl series [ ] Yes [1No
Endoscopy [ ]Yes [ 1No
6. Heart Disease [ ]Yes [ ]No Year diagnosed
[ ] Angina [ ] M.I. (heart attack)
[ ] Abnormal EKG [ _] CABG (coronary artery bypass graft)
[ ] Palpitations [ ]Stress Test to rule out cardiac problems
7. High cholesterol [ ] Yes [ ]No Year diagnosed

[ ] High triglycerides
8. High Blood Pressurd_| Yes [ INo Year diagnosed

Average pressure
Dietary restrictions (if applicable):

MEDICAL HISTORY
Pt history questionnaire 2009-04-15



9. Irregular periods or infertility

If Yesplease explain

Patient Name

[ ]Yes [ ] No

Age at first period
Date of last period

Number of pregnancies
Number of live births
Miscarriages/abortions

Obstetric complications:

Do you presently use: Birth control pills [_] Yes (Type) : No
Estrogens: [ ]Yes (Type) No
Pregnancy Year Weight at Weight at Provider Comments
Start Delivery
#1
#2
#3
#4
10. Leakage of urine with laugh/cough/sneede] Yes[ | No
Wear pads frequently [ ]Yes [ ]No
11. Low back pain/strain/sciatica []Yes [ ] No
Seen by chiropractor []Yes [ 1No
Seen by orthopedic surgeon []Yes 1 No
Seen by family doctor []Yes [ 1No
Other
12. Obesity hyperventilation syndrome [ ] Yes [ 1No
13. Shortness of Breath [ ]Yes [ ] No
Can walk on level ground-how long? blocks
How many stairs flights

14. Sleep Apnea Syndrome

Last sleep study (month/year)
[ ] Yes[_] No Setting
[ ]Yes[ |No
[ ]Yes[ |No
[ ]Yes[ ]No

CPAP use

Morning Headaches
Daytime drowsiness

Restless sleep

Snoring

Awakenings at night
Observed apneic episodes

MEDICAL HISTORY

[ ] Yes[ ] No Year diagnosed

[ ]Yes[ |No
[ ]Yes[ |No
[ ]Yes[ ] No Sleep study ordered

Pt history questionnaire 2009-04-15
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15.
16.

17.

18.

19.

Patient Name

Swelling in Legs []Yes [ 1No
Thyroid Disease [ ]Yes [ ] No
Thyroid medication [ ]Yes [ ] No
Weight Bearing Joint Pain
Pain in hips [ ]Yes [ ] No
Pain in knees [ ]Yes [ ] No
Pain in ankles [ ]Yes [ ] No
Pain in feet [ ]Yes [ ] No
Seen by chiropractor [ ] Yes [ INo
Seen by orthopedist [ ] Yes [ INo
Seen by family doctor[_] Yes [ INo
Other
Walk Unassisted [ ]Yes [ ] No
Use of assistive device:
Cane [ ]Yes [ ]No
Walker [ ]Yes [ ]No
Wheelchair [ ]Yes [ ] No

Weight related injuries and trauma

Have you ever been diagnosed with or experienced the following?

(Please check all that apply)

ogkhwhE

© oo~

10.
11.

Anemia [ ]Yes
Arthritis [ ]Yes
Blood clots [ ]Yes
Cancer [ ]Yes

Congestive Heart Failure []Yes
COPD (Chronic Obstructive

Pulmonary Disease) []Yes
Coronary Artery Disease []Yes
Depression []Yes
Fibromyalgia []Yes
Polycystic Ovarian Disease [ ] Yes
Seizure Disorder [ ]Yes

[ ] No
[ ] No
[ ] No
[ ] No
[ ] No

[ ] No
[ ] No
[ ] No
[ ] No
[ ] No
[ ] No

Do you have any other medical condition not listed previously? Please include now

MEDICAL HISTORY
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Identify which of the following childhood ilinesses you have experienced

Age

Asthma
Rheumatic Fever
Heart Murmur
Obesity

Bleeding disorder

Please list below all serious illnesses/hospitalizations you have expeded as a child or as an adult.

Major lliness Date Treatment

SURGICAL HISTORY

Please list below all surgical procedures you have had in the past as a child oaasadult.

Major Surgery Date month/Day/Year Open or Laparoscopic
(Please be as accurate as possible)

PROVIDER COMMENTS: _

CURRENT MEDICATIONS

Pt history questionnaire 2009-04-15
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Please list ALL medications you currently use, including DOSE, FREQUECY, and REASON for use.
Please be accurate and use your prescription bottles to assist you with ggelling. Include any over
the counter or herbal medicines you take as well.

Medication Dose and Frequency Reason for Taking

ALLERGIES

Are you allergic to any medications?_] Yes [ 1No
If yes, please list MEDICATION and REACTION:

Are you allergic to surgical tape? [ | Yes [ 1No
If yes, please list REACTION

Are you allergic to Latex? [ ]Yes [ ] No
If yes, please list REACTION:

SOCIAL HISTORY

Pt history questionnaire 2009-04-15



Patient Name

Do you use tobacco? [ ]Yes [ ] No Frequency/How long?
**Are you willing to quit? []Yes [ 1No

Do you use alcohol? []Yes [ 1 No Frequency

Do you use illegal substances? [ ] Yes [ 1 No Frequency

***Are you willing to quit? []Yes [ 1No

FAMILY HISTORY

Family Member Living Current age | Age deceasec lliness(es) Cause of death
(circle one) if living
Mother | Yes No

Father | Yes No
Maternal Grandmother Yes No

Maternal grandfather | Yes No

Paternal grandmother | Yes No

Paternal grandfather | Yes No

SIBLINGS (circle one) Yes No

Brother Sister| Yes No
Brother Sister| Yes No
Brother Sister| Yes No
Brother Sister| Yes No
Brother Sister| Yes No

FAMILY HISTORY OF (PLEASE CHECK ALL THAT APPLY)

[] Bleeding tendencies [ ] Heart disease [ ] Lung disease, asthma, or emphysema
[ ] Breast cancer [] High blood cholesterol [_] Obesity

[] Colon cancer [] High blood pressure

[ ] Diabetes [ ] Kidney disease

Other significant family illness/health issues:

REVIEW OF SYSTEMS: Check all symptoms that you have had within the last year.
Please write in any additional problems.
Pt history questionnaire 2009-04-15



Head, eye, ears, nose and throat

Patient Name

[_] Blurry vision [ ] Halo around lightk ] Loss of night vision [ ] Sore throat

[ ]Buzzinginears [ ] Hay fever [ ] Lump in throat [ ] Stuffy nose
[] Discharge from ears | Headache [ ] Pain with swallowing [] Trouble swallowing
[ ] Dizziness [ ] Hoarseness [ ] Ringing in ears [ ] Vertigo

[ ] Double vision [ ] Loss of balance [_] Runny nose

[ ] Earache [ ] Loss of hearing [ ] Sinus trouble

Additional

Respiratory

[ ] Asthma [_] Shortness of breath on exertion

[ ] Blood in Sputum [] Use of 2 pillows for sleep

[ ] Bronchitis [ ] Wake at night short of breath

[ ] Emphysema [ ] Wake at night coughing or choking

[ ] Shortness of breath at redt | Wheezing

Additional

Cardiovascular

[ ] Abnormal EKG [] High Blood pressure [ ] Pains in legs

[] Blue fingers [ ] Irregular heartbeat [ ] Pains in neck

[ ] Blue toes [ ] Loss of pulses [ ] Pounding in chest

[ ] Cold feet [ ] Pains in arms [ ] Skipping heartbeat

[ ] Heart attack [ ] Pains in chest [ ] Squeezing in chest

[ ] Heart Murmur

Additional

Gastrointestinal

[ ] Acid stomach [] Constipation [ ] Heartburn [ ] Vomiting
[] Belching fluid in throat [ ] Cramps [ ] Hemorrhoids

[ ] Blood in Stool [ ] Diarrhea [_] Irritable colon

[_] Burning in stomach [ ] Fissures [ ] Nausea

[] Burning in throat [ ] Food sticking in chest [_] Pain with bowel movement
[ ] Colitis [ ] Gassiness [ ] Stomach pain

Additional

Genitourinary

[] Awakening at night to urinate  [_] Kidney infection

[ ] Small urine stream

[ ] Blood in urine [ ] Kidney stones [] Trouble starting urine
[ ] Frequent urination [ ] Leak urine with cough or sneeZe] Trouble stopping urine
[ ] Kidney failure [ ] Pain with urination [ ] Urinary tract infections
Additional

Women

Pt history questionnaire 2009-04-15
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] Irregular periods [ ] Vaginal bleeding

[] Pain with intercourse [ ] vaginal discharge

Additional

Men

[] Difficulty maintaining erection [ ] Loss of erection

[] Discharge from penis [] Painful erection

Additional

Endocrine

[ ] Adrenal Gland Tumor [_] Frequent heavy sweating [ ] Hyperthyroidism
[] Cold intolerance [ ] Goiter [ ] Hypothyroidism

[ ] Diabetes [ ] Graves disease [] Thyroid nodules
[ ] Frequent Flushing [ ] Heat intolerance [] X-ray to thyroid

Additional

Musculoskeletal

[] Ankle pain [ ] Fluid in joints  [_] Knee pain [ ] Slipped disk

[ ] Arthritis [] Foot pain [ ] Low back pain [ ] Sprains

[ ] Broken bones [ ] Herniated disk(s)[_] Pain in joints [_] Swelling in joints

[ ] Flat feet [ ] Hip pain [ ] Sciatica [ ] Redness of skin over joints
[ ] Warm joints

Additional

Neurological

[ ] Convulsions/fits/seizures [ ] Loss of consciousness [ ] Tremors

[ ] Dizziness [ ] Numbness [] Twitching of muscles

[ ] Fainting [ ] Pins and needles feeling | Vertigo

[] Falling at night [ ] Shakiness [ ] Weakness of any muscles

[] Falling to the side [ ] Tingling [ ] Weakness of grip to one or both sides

Additional

Psychological

[ ] Anxiety [ ] Nervousness [ ] Suicide Attempts
[_] Depression [] Psychiatric counseling [_] Thoughts of suicide
[ ] Hospitalization for emotional problems [_] Psychiatric treatment

Additional

[ ] NO SYMPTOMS: check here if none of the above apply.

EXERCISE
What kind of exercise, if any, do you do? Please list below.

Pt history questionnaire 2009-04-15
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Type of Exercise Duration (how many | Frequency (how many| When did you begin
minutes each time) times per week) this program?

If unable to exercise, please share why:

FOOD DIARY

If you do not fill out your food diary you will not be able to complete your Initial Visit and will

have to reschedule the Nutrition Consult portion of your Initial Visit. Please write down
everything you eat or drink over the next 7 days. Be as thorough as possible. This is an important
part of your journey to better health. It is imperative you fill this out and see thaabiet

Date
(Month/Day) Breakfast Lunch Dinner Snack/Other

Day 1

Day 2

Day 3

Day 4

Day 5

Day 6

Day 7

Pt history questionnaire 2009-04-15
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