David Oliak, M.D.                                      255 W Central Ave,  Suite 101                   brea, CA 92821

tel: 714-582-2530 • Fax: 714-582-2537

BARIATRIC PATIENT QUESTIONNAIRE
In order to better serve you, we need your assistance in obtaining all of the required documentation to submit a request for insurance approval. It is very important that you fill out all of the requested information below. When complete, you may email, fax or mail this form to our office. 
IMPORTANT: We also need copies of your insurance card, front and back. 
Name






 Today’s Date





Phone Primary 



Phone Secondary 





Email Address












Address












City





State



ZIP


 

Sex
     Age

 Height 
      Current Weight 

     Birth Date



Social Security #




CHOICE OF SURGERY
( LAP-BAND®

 
( REALIZE® Band

( Laparoscopic Gastric Bypass
( Sleeve Gastrectomy

( Uncertain
PATIENT INFORMATIONAL SEMINAR

Have you attended or are you scheduled to attend an informational seminar?    ( Yes
     ( No
Date of seminar:




Location of seminar:   
( Chapman Medical Center
( Other








REFERRAL SOURCE

I heard about Dr. Oliak from:
( Former Patient     ( Primary Care Physician     ( Insurance Company
    ( Internet     ( Other 
Describe (name of patient, doctor, or website): 







PRIMARY CARE DOCTOR

Primary Care Physician’s Name









Address












City




 State

 Zip

 Phone (      )



Maximum Weight:

  Age first became 75 lbs. or more overweight: 




Number of weight loss methods tried pre-op (please provide a number even if unsure):


  
How many times have you lost 20 or more pounds?

10 or more pounds?



What is your primary reason for wanting weight loss surgery? 
Which of the following are problem eating behaviors for you?

Large portions……………………………...……………………………………...
( No
( Yes

Bad food choices…………………………………….............................................
( No
( Yes

Emotional eating……………………………………..............................................
( No
( Yes

Snacking……………………………………...........................................................
( No
( Yes

Sweets……………………………………...............................................................
( No
( Yes

Skipping meals……………………………………………………….…………....
( No
( Yes
INSURANCE VERIFICATION
Primary Insurance Company Name 




Phone 




Insurance Company Address 










City 





State 


 Zip 




IPA/Medical Group 











Insured’s Name 




 Insured’s SS # 




Relationship to Patient 



 Insured’s Employer 




Insured’s Policy Number 


 
Insured’s Group Number 



Secondary Insurance Company Name 




 Phone 




Insurance Company Address 





 City 




State 

 Zip 


 Insured’s Name 






Relationship 



 Insured’s Employer 






Insured’s Policy Number 


 Insured’s Group Number 




In order to submit a claim for payment to us for services covered under your policy, we must have your authorization to release medical information to your insurance carrier. 

Medicare and Medicaid: I certify that the information given by me in applying for payment under Title XVIII of the Social Security Act is correct. I authorize any holder of medical or other information about me to release to the Social Security Administration or its intermediaries or carriers any information needed for this or a related Medicare claim. I request that payment of authorized benefits be made on my behalf. I assign the benefits payable for physician services to the physician or organization furnishing the services or authorize such physician or organization to submit a claim to Medicare for payment to me. I request that payment under the medical insurance program be made either to me or to David Oliak, MD, Inc. on any bills for services furnished me by David Oliak, MD, Inc. during the next 12 month period. 

All Other Insurance: I hereby authorize David Oliak, MD, Inc. to submit a claim to my insurance carrier or its intermediaries for all covered services rendered by the physician(s) and authorize and direct my insurance carrier or its intermediaries to issue payment check(s) directly to the physician(s) rendering the covered services for the next 12 month period. I authorize David Oliak, MD, Inc. to furnish complete information to my insurance carrier or its intermediaries regarding services rendered.  

Payment Default: In the event of payment default, I agree to be responsible for any and all collection fees. 

I have read and agree to the above statement.

Signature: 






  Date: 




MEDICAL HISTORY
HAVE YOU HAD PRIOR WEIGHT LOSS SURGERY?
( Yes    ( No   Describe: 









 
LIST PREVIOUS OPERATIONS:

Operation (Attach a separate page in needed)


Date


         



_____________________










_____________________










_____________________










_____________________







Has any blood relative ever had difficulty or problems with Anesthetics (e.g. malignant hyperthermia)

( Yes
( No
MEDICAL PROBLEMS:

Do you have diabetes?……………………………………………………………………...
( No
( Yes

If yes, for how long?


 How many medications do you take?



Do you have sleep apnea?.………………………………………………………………….( No
( Yes


If yes, for how long?


 Have you been prescribed CPAP?



Do you have high blood pressure?………………………………………………………….
( No
( Yes

If yes, for how long?


 How many medications do you take?



Do you have high cholesterol?……………………………………………………………..
( No
( Yes

If yes, for how long?


 How many medications do you take?



Do you have heart disease?………………………………………………………………...
( No
( Yes

If yes, please describe?










Do you have heartburn or GERD?………………………………………………………….( No
( Yes


If yes, how many days per week?

 Do you take medication?



Do you have joint pains that limit your activity level?…………………………………….( No
( Yes


If yes, which joints (e.g. low back, knees)?







What medications do you take?









Have you ever had a blood clot or pulmonary embolism?………………………………….( No
( Yes

Has anyone in your family ever had a blood clot or pulmonary embolism?……………….( No
( Yes

List all other current and past medical problems: 
MEDICATIONS: 
List all medications you are taking, including dosage and frequency. Include all over the counter medications and supplements you take (attach a separate page if needed).
MEDICATION:


 DOSE:


 FREQUENCY:


ALLERGIES

Are you allergic to any medications?………………………………………………………
( No
( Yes

If yes, which medications 










SMOKING AND DRINKING

How many cigarettes (packs) do you smoke a day?







Do you drink alcohol? ( Never
( Rarely (2 times per month of less) ( Occasionally (once a week or so) 
( Daily
REVIEW OF SYSTEMS

SLEEP
Has anyone told you that you stop breathing while sleeping?..............................................( No 
( Yes

For the following questions, answer “Yes” if they occur 2 or more days a week – otherwise answer “No”.

Do you have restless sleep or frequent awakening?………………………………………
( No
( Yes

Do you snore?……………………………………………………………………………...
( No
( Yes

Do you have daytime sleepiness?………………………………………………………….
( No
( Yes

Do you have morning headaches?…………………………………………………………
( No
( Yes

Do you wake at night with a snort or gasp?……………………………………………….
( No
( Yes

NEUROLOGICAL

Headaches?....................................................................…………………….
( Never
( Past
( Now



( <1 per week

( >1 per week

Numbness, weakness, or sensation change in arms or legs?..........................     ( Never
( Past
( Now 


Epilepsy or seizures?…………………………………………………..…… 
( Never
( Past
( Now

Brain disease or strokes?……………………………………………….........
( Never
( Past
( Now

RESPIRATORY
Shortness of breath at rest…………………………………………………..…..( Never
( Past
( Now

Frequent pneumonia………………………………………………………….……………..
( No
( Yes

Frequent bronchitis……………………………………………………….………………
( No
( Yes

Have you been diagnosed or treated for asthma?…………………….……………………
( No
( Yes
Do you experience wheezing?............................…………………….……………………
( No
( Yes

Year of last chest X-ray?
 Normal?…………………….………………….............
( No
( Yes

CARDIOVASCULAR
Chest pain or angina pectoris?……………………………….……………….. 
( Never
( Past
( Now

Heart murmur?…………………………………………….…………………..  
( Never
( Past
( Now

Have you ever had palpitations/arrhythmia?………………………………………………
( No
( Yes

Have you had a heart attack?………………………………………………………………
( No
( Yes

Do you have shortness of breath after climbing one flight of stairs?…………..…………..
( No
( Yes

How many blocks can you walk without having to stop for breath?

______
GASTROINTESTINAL
Do things ever feel like they get stuck when you swallow?……………..…….…………..
( No
( Yes
Do you experience frequent nausea or vomiting? …………….…………………………..
( No
( Yes
Have you ever vomited blood? …………….…………………………………..…………..
( No
( Yes
Have you ever had gastritis or ulcers? …………….……………………………………….
( No
( Yes
Have you ever had liver disease (e.g. hepatitis, cirrhosis, etc) …………………………….
( No
( Yes
Have you been told that you have gallstones?……………………………………………..
( No
( Yes

Do you get recurring abdominal pain? …………….………………………………………
( No
( Yes
Have you had a recent change in bowel habits? …………….…………………………….
( No
( Yes
Do you ever have rectal bleeding? …………….………………………………..…………
( No
( Yes
Do you get recurring constipation or diarrhea? .………………………………..…………
( No
( Yes
GYNECOLOGIC (women only)
Menstrual difficulties?
      ( None  
 ( Irregular periods     
( Heavy periods       ( Painful periods
Have you had ovarian or uterine problems?…………………..........................
( Never
( Past
( Now
Have you had infertility issues?...........................................................................................
( No
( Yes

Do you lose small amounts of urine with coughing or straining?……………….…………
( No
( Yes

GENITOURINARY

Have you had kidney stones?…………………….……………………………………….. 
( No
( Yes 
Have you had kidney infections? ……………….……………………………………….. 
( No
( Yes
Do you get frequent bladder infections? ……………….…………………………………  ( No
( Yes
Do you have any type of kidney disease? ……………….……………………………….. 
( No
( Yes
Have you had blood in your urine?………………..……………………………
………….
( No
( Yes
MUSCULOSKELETAL

Do you have arthritis?………………..……………………………………………………
( No
( Yes
Do your ankles ever swell? ……………………..…………………………………………
( No
( Yes

Do you have joint pain – back?………….…………………………………………………
( No
( Yes

Do you have joint pain – hips?……….…………………………………………………….
( No
( Yes

Do you have joint pain – knees?…………….……………………………………………..
( No
( Yes

Do you have joint pain – ankles? …………………….……………………………………
( No
( Yes

Do you have joint pain – feet? ……………………..………………………………………
( No
( Yes

SKIN

Do you get frequent skin infections or rashes?…………………………….………
………
( No
( Yes
Do you have any unusual moles or lumps?………………………………..……………….
( No
( Yes
PSYCHOLOGICAL/EMOTIONAL

Do you often feel depressed?………………………………………………………………
( No
( Yes


Do you often feel anxious or nervous?…………………………………………………….
( No
( Yes

Do you ever wish you were dead and away from it all?…………………………………...
( No
( Yes
Have you ever seen a psychiatrist or psychologist?………………………………………..
( No
( Yes

Have you ever been hospitalized for psychiatric reasons?…………………………………
( No
( Yes

Are you satisfied with your social life?…………………………………………………….
( No
( Yes
Were you ever emotionally, physically and/or sexually abused? ………………………… ( No
( Yes 

How would you rate your self esteem level?………………………………………………
( High
( Low


How would you rate your energy level?……………………………………………………
( High
( Low
HEMATOLOGICAL

Have you had anemia?..……………………………………………… ……………………( No
( Yes 
Have you had excessive bleeding or abnormal bruising?…………………….…………… 
( No
( Yes 
Have you ever received a blood transfusion?…… ……………………………………….. 
( No
( Yes 

If yes, when?








PAST WEIGHT LOSS ATTEMPTS
DIET PROGRAM:


 APPROX YEAR:
 APPROX WEIGHT LOST:

1
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