 The Nutrition & Diabetes Management Center

409-C Parkway Drive

Greensboro, NC  27401-1616

Phone: 336-271-4936/ FAX 336-271-4954

Bariatric Pre-Op Nutrition Assessment

Name:____________________________________            _ 
Date of Birth:___________

Occupation:______________________________________
Age:________  Sex:  M     F

Referred by:_______________________________

Procedure:
Bypass
Band                           

Telephone/Cell phone #:_____________________  Email address:___________________________

Circle last year of school attended:  

8   9   10   11   12    College/Advanced Degree 

Anthropometrics









NDMC screener section:

Present Weight:_______________
Ht:___________
BMI:________________




Goal weight
:_______________


            BMI:________________

Weight 1 year ago:____________
             IBW/RBW:___________

Weight at  18:_______________



Waist Circ:____________   










Hip Circ:______________ 


     22:________________



     30:________________

     40:________________

     50:________________

Social History

Choose one:


Married

Single

Partnered

Do you live alone?

Yes
No, with_____________________________________________





Are they overweight? ________________________________________

Do you do the cooking/shopping?

Yes 

No, done by ________________________

Family history of overweight/obesity?
Yes, who____________________________

NO

Where were you born?_________________
Where have you lived the longest?__________________

Women only:   # of pregnancies_______
# of live births:________
Ave. wt gain:___________

Yes
No

(
(
Have you ever been diagnosed with PCOS? (poly-cystic ovarian syndrome)

Diet History

Out of 21 meals/week (7 breakfasts, 7 lunches, and 7 dinners), how many do you skip?    _______/21


How many do you eat out, get take out or otherwise not prepare your own food? _______/21


Name 2 places where you are most likely to eat out or get take out:


____________________________________
_________________________________

Which of the following weight loss methods have you tried? (Put the # of times each was used)

______ Weight Watchers, Jenny Craig, etc.
         _______ Overeaters Anonymous, TOPS, etc

______ High Protein, Atkins, etc.                           _______ Counting calories/fat/carbohydrates

______ Fasting/Modified Fasting                            _______ Other:_________________________

Medications:

_____Amphetemines

_____HCG

______ Laxatives

_____Enemas

_____Fastin


_____Redux

_____Phen/phen

_____Diuretics

_____ Meridia


_____Xenical

_____Other:__________________________

Which method was most successful?______________________ How much did you lose?________

What weight did you get down to?__________ How long did you maintain that weight?________
Yes
No

(
(
Have you ever experienced periods of uncontrollable eating(binge)?



If yes, type and amount of food eaten________________________

(
(
Have you experienced feelings of self-hate, shame and guilt after eating too much?

(
(
Do you ever make yourself vomit or use laxatives after a binge?

( 
(
Have you ever received behavioral/psychological support for eating issues?

(
(
Do you know how and are you willing to keep a food and beverage diary?



Do you understand the following post-op nutrition guidelines:

(
(

I will be on a high protein diet until 75% of my excess weight is lost.

(
(

I will abstain from fruits, vegetables and starches until the 75% goal.

(
(

I will need to purchase and take vitamins daily for the rest of my life.

(
(

I will need to drink 64-100 ounces of water a day.

(
(
Do you have any food intolerances/allergies or special diet needs?




IF yes, please list:______________________________________________

(
(
Do you eat under the following circumstances? (Circle all that apply)




Sadness
Shame

Happiness
Boredom
Anxiety




Frustration
Anger

Depression
Celebration
Revenge




In bed?

In the car?
In front of the tv/computer?

(
(
Do you know the difference between hunger and thirst?

(
(
Can you tell when you are full?

Alcohol History

Yes
No

(
(
Do you drink alcoholic beverages? If yes, estimate ounces per week_________________

(
(
Are you aware that alcohol intake is highly discouraged after surgery?

Smoking History

(
(
Have you ever smoked cigarettes? If yes, how many per day?_______________________



If yes but quit, what year did you quit?___________

(
(
Do you smoke marijuana?

Miscellaneous History

List current medications: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List over the counter/ vitamin supplements/herbal remedies you presently take:

List drug allergies:

Exercise history

Yes
No


(
(
Do you exercise on a regular basis (at least three times per week)?



If yes, list activities:_______________________________________________________



If no, what would you enjoy doing?___________________________________________



How many hours/day do you spend watching tv/using the computer?________________

General Information 

(
(
Are you being treated for chronic pain? If yes, name of provider: ___________________

(
(
Any concerns about our program?  If yes, please explain: __________________________



________________________________________________________________________

(
(
Any previous gastric bypass/lap band education? If yes. Where/ with whom: __________



________________________________________________________________________



How will gastric bypass/gastric banding procedure affect your life?



_________________________________________________________________________



_________________________________________________________________________



_________________________________________________________________________



_________________________________________________________________________

The Nutrition & Diabetes Management Center

3 DAY FOOD LOG

*Record everything  for three days, both solids and liquids

*“Guesstimate” or measure the amount in ounces, cups, pieces, etc.

*Every time you put something in your mouth, write it down- mints, gum, etc.

	Date/Time
	Food or Beverage
	Amount

	
	
	


