
 
 

Bariatric Surgery for Morbid Obesity 

Almost two-thirds of adults in the United States are overweight or obese. Whether the extra 
pounds are a result of genetics, metabolism, or lifestyle, their health is at risk. Obese individuals 
are at increased risk to develop or may already have developed many health problems 
(comorbidities) including diabetes, high blood pressure, coronary artery disease, 
hyperlipidemia, osteoarthritis, acid reflux, sleep apnea, depression, certain types of cancer, etc. 

More than 500,000 Americans die prematurely from obesity-related diseases each year. Obesity 
is one of the leading causes of preventable death.  

Weight loss has been shown to reduce morbidity and mortality related to obesity. These patients 
should consult a doctor, a nutritionist, or a dietician. It is very important to follow their 
guidance about diet control and exercise.  

Defining Weight 

Body mass index (BMI) is a screening tool used to assess the overall health risk of a person 
based on his height and weight. (See attached chart) 

BMI = body weight in kg/height in meters x height in meters 

Or BMI = weight in pounds x 703/height in inches x height in inches 

 Optimal BMI is 18.5 to 24.9 
 Overweight refers to a weight above the “normal” range: 25-29.9 
 Individuals with a BMI of 30 to 34.9, or a BMI between 25 and 29.9 with one or more 

risk factors for cardiovascular disease (diabetes, hypertension, hyperlipidemia) are at 
moderate risk of developing serious health problems. They should be counseled about 
weight loss interventions including diet, physical activity, behavioral modification, and/or 
pharmacologic therapy. 

 Individuals with a BMI of 35-40 are at high risk of developing serious health problems. 
 Those with a BMI above 40 are at very high risk of developing serious health problems 

from their obesity. 
 Individuals in the high-risk categories should receive the most aggressive treatment. 

 

 

 

 



 
 

Surgical Treatment for Morbid Obesity 

In 1991, the National Institutes of Health (NIH) endorsed weight loss surgery as a treatment for 
medically severe obesity.  

 

Clinical confirmed effective procedures include adjustable gastric banding, gastric bypass, and 
sleeve gastrectomy.  

At the Horizon Health Center for Weight Management, we focus on the sleeve gastrectomy 
procedure for bariatric surgery. With this procedure, the stomach will be made smaller by 
stapling and dividing the majority of the stomach. The excess stomach is then removed from the 
body. This reduces the volume of the stomach; as well as, the hormone produced by the 
stomach. This hormone is found to play a very important role in regulating hunger and 
modulating energy distribution and expenditure.  

 

 

 

 

 

 

 

 

Candidate for Bariatric Surgery 

A person who is a candidate for surgical weight loss: 

1. Has a BMI greater than 40, or has a BMI between 35 and 40 with one or more significant 
obesity-related conditions including high blood pressure, diabetes, arthritis, sleep 
apnea, and/or high cholesterol, etc.  

2. Understands and accepts the operative risks. 
3. Has failed attempts with diet plans and behavioral and medical therapies. 
4. Has realistic expectations and is motivated. Has a commitment to prolonged lifestyle 

changes.  

 

 



 
 

 

 Gastric Banding Sleeve Gastrectomy 
(performed here at 

Horizon Health) 

Gastric bypass 

How quickly will I lose 
weight? 

Gradually Less Quickly Usually quickly 

Can it be done through 
a scope? 

Yes Yes Yes 
 

Will my intestines be 
re-routed? 

No No Yes 

Will a device stay in my 
body? 

Yes No No 

Will I need regular 
follow up with a 

nutritionist? 

Yes Yes Yes 

About what percentage 
of my extra weight can 
I expect to lose after 1 

year? 

50 to 60 60 to 65 60 to 75 

About what percentage 
of my extra weight can 
I expect to lose after 2 

to 3 years? 

45 to 75 50 to 75 50 to 75 

Should I expect my 
other medical 

problems to improve? 

Yes Yes Yes 

Will I have trouble 
absorbing nutrients 

and medicines? 

No Minimal if any Some 

Will it be possible to 
adjust the size of my 

stomach or how much I 
can eat? 

Yes No No 

 

 

 

 

 

 

 



 
 



 

 

 

 

 



 
Health/Weight History Questionnaire 

Please complete and return this form to be considered for evaluation 

Name_____________________________________ 

Age_____ Date of Birth___/___/____ Sex M__ F___ 

___African American ___Caucasian ___Hispanic ___Native American ___Asian ___Other 

 

How do you hear about our program? __________________________________________________ 

 

Current Height ____feet ____inches   Current weight ____lbs 

Number of years overweight _______ 

Highest weight _________ At what age __________ 

 

Have you previously had bariatric surgery?  ___ No ___ Yes 

If yes, when__________ Where____________________ What type of surgery______________ 

Reason(s) for seeking a revision ____________________________________________________ 

 

Address ___________________________________ City_________ State_____ Zip code ______ 

Preferred phone ______________________________ Alternative phone __________________ 

Email address ___________________________________________ 

 

Primary Insurance ____________________ ID # ___________________ Group # ____________ 

Policy Holder ___________________ Relationship _________________ 

Customer service phone# ____________________ 

Secondary Insurance __________________ ID # ___________________ Group # ____________ 

Policy Holder ___________________ Relationship _________________ 

Customer service phone # ___________________ 

 

Highest Level of Education __________________ 



 
Occupation ___________________________ Part time ____ Full time ____ 

 

 

 

Marital Status ___ Single ___Married ___ Separated ___ Divorce 

Do you have children: ___ No ___ Yes     How Many? _____ 

 

For Female Only: Current birth control method ______________________________ 

Number of pregnancies _________ Number of vaginal deliveries _________ C-sections ____________ 

 

Do you smoke? ___ No ___ Yes    Packs per day _______   Number of years?  Quit for ____years 

Do you drink alcohol? ___ No ___ Yes Drinks per day?  ______. What kind? ______.  Quit for ___years 

Do you use drugs? ___ No ___ Yes What kind? __________________________. Quit for ____years. 

 

 

Allergies __________________________________________________________________________________ 

Surgical History 

Abdominal surgery 

Type _____________________________________ Reason _______________________ at age _____________ 

Type _____________________________________ Reason _______________________ at age _____________ 

Type _____________________________________ Reason _______________________ at age _____________ 

Type _____________________________________ Reason _______________________ at age _____________ 

Other surgery 

Type _____________________________________ Reason _______________________ at age _____________ 

Type _____________________________________ Reason _______________________ at age _____________ 

Type _____________________________________ Reason _______________________ at age _____________ 

Type _____________________________________ Reason _______________________ at age _____________ 

 



 
 

 

 

 

Obesity related problems: 

Past / Now Condition Medication/Treatment (name and dose) 
□         □ High blood pressure  
□         □ Heart disease  
□         □ Diabetes  
□         □ Sleep apnea  
□         □ Snoring  
□         □ High cholesterol  
□         □ High triglyceride  
□         □ Fatty liver  
□         □ Reflux  
□         □ Back pain  
□         □ Hip pain  
□         □ Knee pain  
□         □ Arthritis/osteoarthritis  
□         □ Asthma  
□         □ Emphysema  
□         □ Blood clot  
□         □ Stroke  
□         □ Kidney disease  
□         □ Seizure  
□         □ Depression  
□         □ Schizophrenia  
□         □ Anorexia  
□         □ Bulimia  
□         □ _____________Cancer  
□         □   
□         □   
□         □   
□         □   

 

Weight gain pattern (age 18 to current) 

___ No pattern 

___ Steady, gradual increase of weight over years 



 
___ Sudden increases of weight with pregnancy 

___ Variable weight gain/loss due to intermittent diet and exercise, regain when stopped program 

 

 

Family history (Please mark X in all appropriate places) 

 Obese Severely  
obese 

Normal  
weight 

Bariatric  
surgery 

Heart  
disease 

Diabetes 

Father       
Paternal grandfather       
Paternal grandmother       
Father’s brothers       
Father’s sisters       
Mother       
Maternal grandfather       
Maternal grandmother       
Mother’s brothers       
Mother’s sisters       
Your brothers       
Your sisters       
Your sons       
Your daughters       

 

Eating History 

What do you consider to be your daily eating pattern? 

___Less than normal ___Normal ___Overeat ___Binge ___Excessive snacking 

Do you eat snacks? ___No ___Yes   How many times per day? _______ 

Do you eat before sleep?  ___No ___Yes 

Do you drink pop?  ___No ___Yes How many 12 oz servings per day? Diet______ Regular_____ 

Do you drink juice? ___No ___Yes What kind? ____________ How much per day? __________ 

 

Exercise history 

___ I am unable to exercise due to: ___ Severe joint pain ___shortness of breath ___wheelchair/bed 

___I am able to exercise but I do not have a routine 

___I walk/run ___times per week for _____ minutes. 



 
___I swim ____ times per week for _____minutes. 

___Other: ______________________________________________________ 

 

Weight loss attempts 

 List supervised diet attempts over the past 5 years (most recent first) 
 Insurance requirements can be different from one policy to another. Most require monthly 

documentation showing a minimum of 3-6 months duration. 

Refer to the following when listing who supervised the diet attempt: 

1. Medically supervised = monitored monthly, by a licensed clinical professional: physician, physician 
assistant, nurse practitioner, licensed/ registered dietitian  

2. Supervised by commercial program staff: (Weight watchers, Jenny Craig, Nutri-System, etc.) 
3. Self-Monitored 

Program name/type of diet attempt __________________________________________________ 

Dates on diet (month/year) ____/____ to ____/____ (# of months________) 

Beginning weight _________pounds.  ___________ pounds lost. ________ pounds gained. 

Supervised: _____ Medically. _______Licensed/Registered Dietitian. ______Commercial program.  _____ Self. 

Program name/type of diet attempted ________________________________________________ 

Dates on diet (month/year) ____/____ to ____/____ (# of months________) 

Beginning weight _________pounds.  ___________ pounds lost. ________ pounds gained. 

Supervised: _____ Medically. _______Licensed/Registered Dietitian. ______Commercial program.  _____ Self. 

Program name/type of diet attempted ________________________________________________ 

Dates on diet (month/year) ____/____ to ____/____ (# of months________) 

Beginning weight _________pounds.  ___________ pounds lost. ________ pounds gained. 

Supervised: _____ Medically. _______Licensed/Registered Dietitian. ______Commercial program.  _____ Self. 

Program name/type of diet attempted ________________________________________________ 

Dates on diet (month/year) ____/____ to ____/____ (# of months________) 

Beginning weight _________pounds.  ___________ pounds lost. ________ pounds gained. 

Supervised: _____ Medically. _______Licensed/Registered Dietitian. ______Commercial program.  _____ Self. 

 

Patient Name (Printed): ___________________________________________ 



 
Patient Signature: ________________________________________________ 

Date: __________________________ 


