4131 Spicewood Springs Rd. #E-2 7801 N. Lamar, Suite F-§

Austin, TX 78759 Austin, TX 78752
Phone: {512) 343-8307 Phone: (312) 452-6383
Fax: {512} 45

2-7282

Fax: (512) 452-7282

e-mail: iz

Please print this form and fill out the following information to the best
of your ability. It is impertant that you bring this form with you when
you attend your psychological evaluation. If you de not have access to a
printer, it will be necessary for you to come 45 minutes early to your
appointment to fill out this paperwork. If you forges to bring your form
to the appointment, your appointment may need io be rescheduled.

How tall are you?

How much do yeu weight currently?

What is the lowest (adult) weight you ever attained (through deliberate effort)?
(Weight attained)
For how long did you maintain this weight?

(i different from above),
how long do you typically maintain a major weight loss?

What is the highest your weight has ever been, and when was this?

Weight , Date/age

Think about a typical day. Please list all of the foods/meals you eat during a typical day, including
snacks.
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When you have fried to lose weight in the past, has anything worked well? How
long did it take, and how long did you keep it off? What was it that made that
method helpful? What factors led to weight regain?
{For gach method that has worked well, record the approximate date, how much weight loss was
achieved, how Jong it took to achieve weight loss, how long weight loss was maintained, what iad to
regain, and whal factors made this method successfuliwhat they liked or disliked sbout it.)

! Year : Method Amount Time Time | Regain trigger(s) Heipfut factors
: Lost to maintained :
achieve |

Use the space below if you need more room to write the above information.
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Is there anything you have fried in the past fo lose weight that did not work well?
Why do you think it was nof effective?

(For each method that has not worked well, record the approximate date, how long it
was tried, what the resuit was {e.g., lost only 5# and “gave up"), and the patient’s
theories about why this method did not work

Year | Method Result Duration | Why not effective

Use the space below if you need more room to write the above information.

Food Preferences and Sources

Do you have a certain type of food(s) that vou consider your “weakness(es)”7

How often do you drink high-calorie beverages like soda, juice, sports drinks, of

other sweet drinks?

Who shops for and prepares most of your food?

Where do you get meals when you are at school/work?

How often do you eat af restauranis? . times per week
How often do you eat take-ouf? __ imes per week
How often do you eat fast food? ___ times per week
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Eating palterns

" Do you have a reqular eating pattern? (YIN?)

What is it?

How many meals or snacks do you eatin

a typical day?

' What is the timing of your meals and
snacks?

| Do you frequently go more than 3-4 (YIN?)
hours without eating anything?

(If yes) Does this lead to eating more the | (Y/N7)
next time you eat?

Do you tend to eat when you are hored? | (Y/N?)

Have you ever had a time when you’ve eaten a very large amount of food {i.e.,, 2 ot more than most
people would eat in a similar situation) in a short space of time (say, under two hours)?

What did you eat last time this happened (specify amount)?

Did vou feel out of control while you were eating this way? Did you feel you could not stop?
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Do you or have you ever tried to control your weight by “getting rid of” what

you'd eaten in any of the following ways?

) Frequency
Purging Current Past (e.g., 2x/wk)
{Specify

_when}

'\ Duration

{e.g., 6 months)

Self-induced
vomiting

Laxatives

{2+ times normal
dose)

Diuretics

{2+ times normat
dose}

Diet pills

{2+ times normal
dose}

Excessive
exercise

Cther
(Specify: )|

Grazing

Do you tend to eat set meals and snacks, or do you find that you have times when

you will eat continuously during the day or the evening?
Yes

(If yes) When is this most likely to happen?

Mo

Emotional Eating

Bo you find that you frequently (> 2x/wk} eat in response (o negative
emotions?

Do you find that you frequently (> 2x/wk} use food as a coping
mechanism?

Bo you find that you frequently (> 2x/wk} use food to calm or “medicate” B

yourself?

Are your current emotions or stressors contributing to your weight by
causing you to eat more?

Do you feel that eating in resp"onse to emotions contribufes significantly

to your weight or makes it difficult to lose weight?
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Night Eating

1. Do you ever wake up
in the middle of the (YIN)
night?

1a. When you wake up
in the middie of the
night, how often do you

eat at that time? (> 3 timesiweek? Y/N)

2. Do you think that“at {use food _record' to

least a quarter of your evaiuate, i possible)

day’s calories are eaten | (YIN)

after dinner? If no to both 1a and 2,
stop here

3. Do you find that you
are nof hungry when you (YIN)
wake up in the morning? |

4. Are you very
distressed bye this (YIN)
pattern of eating?

What do you think are the main confributors 1o your weight? (e.g.. genstics. poor food
choices, large portions. meal/snack patterns, emotional eating, time constraints, lack of exercise, smoking
cassation, medications, menopause, other medical conditions, etc.)
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P'm going to list a few reasons why some people want to have weight loss
surgery. On a scale of 1-5, how important is each one to your desire 10 have this
surgery? Which one is the most important reason?

1 = Not At All 2 = Slightly 3 = Moderately
4 = Considerably & = Extremely N/A = Not Applicable

i
i

| Circlej the most important reason

increased mobitity ...
Increased energy
Resumefadopt new activikes
Improved social life

Enhanced occupational funclioning e
Improved heatlth

Prevent future health probiems

Increased longevity

Decreased pain

Feel better

Improved appearance

Improved self-esteem

Improved sex life

Improved relationship with pariner or spouse

Practical reasons {fz mio arplane seal, lie shoes, clothes shopping, elc.)

Other (describe )

o vou have any medical/physical health problems currently?

List any medications that you are currently taking.

Have you ever received a mental health diagnosis or had a psychiatric/psvehological problem (e.g.,
depression, anxiety)?
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Have you ever been in psychological treatment {e.g., counseling)?

Is there any history in your family of mental health/psychiatric problems?

Has anyone else in your family struggle with weight/tryiag to lose weight?

e Alcohol

What is your current use of alcohol?

(If no current problem drinking). Has there ever been a time in the past
when you were drinking more at a time, or more frequently?

(If applicable): Has {current/past) use of alcohol ever created any
probiems for you?

* Drugs

What is your current use of drugs?
(If present, assess with regard to DSM criteria for abuse/dependence)

Have you ever used any drug regularly in the past?
(If yes, assess with regard to DSM criteria for abuse/dependence)
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e Smoking

Do you currently smoke cigareties?

{if yes): How long have you been smoking?

{If yes): How many cigarettes do you smoke on a typical day?

(if yes): How would it be for you to stop smoking if your surgeon
required it7?

Thank you for completing this form. Please remember to bring this
completed form with you to your appointment.
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