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MEDICAL MENTAL PACKET

We look forward to meeting you at the following appointment.

Date: _______________________________  Time: ________________________________

Your office visit is located at:

Your first visit to our clinic is our educational seminar and requires a minimum of 1.5 hours. Please arrive 
15 minutes early.

You must submit your completed packet prior to scheduling your first individual appointment. 

Enclosed in this packet is a personal medical history form and a bariatric questionnaire, which must be 
completed in full. Please mail, email or deliver in-person prior to your first consultation. 
It is very important that you arrive on time for your scheduled office visits. If you are late, it may be 
necessary to reschedule. 

You are unable to keep your appointment, please call and notify us at least 24 hours in advance. This will 
allow us to reschedule with another patient. 

Thank you again for choosing Empower Surgical & Medical Weight Loss as you take this step toward 
improving your health. 

Thank you for choosing 
EMPOWER Surgical & Medical Weight Loss

Blackfoot
326 Poplar St.
(208) 782-3993

Idaho Falls
1975 Martha Ave. Ste. A
(208) 782-3993

Chubbuck
4742 Yellowstone Ave.
(208) 782-3993
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PATIENT HEALTH HISTORY QUESTIONNAIRE
The following information is very important to your health. Please take time to fully and completely fill out 
this questionnaire. If there is not room for a complete history, please use additional paper.

Name: ____________________________Preferred Name: ______________________ DOB: ________________

Email: __________________________________________________ Phone: ______________________________

Address: ____________________________________________________________________________________

SSN: _____________________________________ Race: _________________Ethnicity:____________________

Legal Gender: ______Gender at Birth:______ Language: ___________________ Religion:________________

Primary Care Physician (PCP): ___________________________________________________________________

What is the reason you are seeing the surgeon? ___________________________________________________

_____________________________________________________________________________________________

How long have you had this problem? ___________________________________________________________

Please list any specialty physicians you have seen in the past or are currently seeing if it relates to the issue, 
along with their addresses and phone numbers.

1. Allergies
List allergies and type of known reaction:

2. Medications
List your current medication including vitamins. All medications must be listed here.

Physician: ____________________________________

Specialty:____________________________________

Address:_____________________________________

_____________________________________________

Phone: _______________________________________

Allergies
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________

Medication(s)
_____________________________
_____________________________
_____________________________
_____________________________
_____________________________
_____________________________
_____________________________
_____________________________
_____________________________
_____________________________

For what condition?
_____________________________
_____________________________
_____________________________
_____________________________
_____________________________
_____________________________
_____________________________
_____________________________
_____________________________
_____________________________

Dosage
______________
______________
______________
______________
______________
______________
______________
______________
______________
______________

Frequency
________________
________________
________________
________________
________________
________________
________________
________________
________________
________________

Reaction
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________

Physician: ____________________________________

Specialty:____________________________________

Address:_____________________________________

_____________________________________________

Phone: _______________________________________
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List any herbal or over-the-counter medications you may be taking:

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Have you taken any weight loss medications? If so, list the name of medications and when you took it.

Do you take ibuprofen/NSAIDs or other anti-inflammatory medications?   Yes        No

List all hospitalizations, reason, and year:

Medication(s)
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________

Operation(s)
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

Hospitalization(s) and reason(s)
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

Date Taken
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________

3. Past Medical History
List all operations and the year they were performed (including endoscopies):

Year
______________
______________
______________
______________
______________

Year
______________
______________
______________

3a. Have you had the following?

Diabetes:  
Yes  No

High Blood Pressure:
 Yes  No

High Cholesterol:
 Yes  No

GERD (reflux/heart burn):
 Yes  No

Obstructive Sleep Apnea:
 Yes  No

Stress Incontinence:
 Yes  No

Lower Extremity Edema:
 Yes  No

Polycystic Ovarian Syndrome:
 Yes  No

Depression:
 Yes  No

Seizures, Stroke, Paralysis:
 Yes  No

Ulcers (stomach/intestinal):
 Yes  No

Kidney or Bladder Disease:
 Yes  No

Liver Disease:
 Yes  No

Asthma, Emphysema,
Tuberculosis, etc.:
 Yes  No

Arthritis:
 Yes  No

Bleeding Problems:
 Yes  No

Cancer:
 Yes  No

Infectious Diseases:
 Yes  No

Dialysis:
 Yes  No

Eating Disorder: 
 Yes  No

Heart Disease:
 Yes  No

Non Healing Wound:
 Yes  No

Venous Stasis:
 Yes  No

COPD:
 Yes  No

Autoimmune Disease:
Yes  No
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4. Weight History
Have you ever tired to “go on a diet” to lose weight?    Yes        No

How many attempts have been made to lose weight?    1-3        4-9        10-25       >25

Of these, how many were successful? Please describe the outcome briefly.

_____________________________________________________________________________________________

_____________________________________________________________________________________________

____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

At what age did you first have weight problems?

 5-10        11-15        16-20       21-30       31-40       41-50

Highest adult weight: _______________lbs

Lowest adult wight: __________________lbs

Highest weight 1 year ago: ____________lbs

Highest weight 2 years ago: ___________lbs

Highest weight 3 years ago: ___________lbs

Did life events trigger weight change (having children, 

job, surgery, etc.) 

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

4a. Have you ever had weight loss surgery before?   Yes        No

If no, move to section 5.

4b.If yes, what type? __________________________________________________________________________

What was the date of your surgery? _____________________________________________________________

If you had any complications, please describe them: _______________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Where was it done (hospital/city/state)?: _________________________________________________________

Who was your surgeon?: _______________________________________________________________________

What was your highest weight prior to your weight loss surgery?: ___________________________________

What was the lowest weight you got to after surgery?: _____________________________________________

What issue(s) are you having from that surgery leading you to come and see the team at Empower?  

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________
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6. For Female Patients only:
Age started menses: __________________________

Last period: __________________________________

Date of last PAP/Pelvic Exam: __________________   Normal? Yes  No

Date of last breast exam: _______________________   Normal? Yes  No

Number of pregnancies: _______________________

Number of children: ___________________________

Have you ever had a miscarriage: Yes  No

Do you plan to have more children? Yes  No

7. Social History
 Single	  Married	      Divorced	  Widowed	        Other

Do you have children? Yes  No    If yes, how many? ______________

What is your current occupation?: _______________________________________________________________

If retired, what was your occupation?: ___________________________________________________________

If disabled, what is your disability?: ______________________________________________________________

Have you ever smoked? Yes  No 	 If yes, how much and how long? _________________________

If you quit smoking, when did you quit? (month/year)______________________________________________

Other nicotine use?     Vaping    Chew    Patches    Pouches     Hooka     Pipe	    

Do you drink alcohol?  Yes  No    If yes, how much? ____________________________________________

Have you ever used recreational drugs? Yes  No  If yes, what drugs? When? ______________________

Hobbies / how do you spend your free time?: ___________________________________________________

_____________________________________________________________________________________________

What’s your ‘why’? ___________________________________________________________________________

_____________________________________________________________________________________________

____________________________________________________________________________________________

Bleeding Disorders:
No Yes  Who? _____________

Stroke or Paralysis
No Yes  Who? _____________

Cancer
No Yes  Who? _____________

Family History of Obesity?
No Yes  Who? _____________

Family history of Anesthesia
Complications?
No Yes  Who? _____________

Diabetes:
No Yes  Who? _____________

High Blood Pressure
No Yes  Who? _____________

Lung Disease (Asthma, emphysema, TB)
No Yes  Who? _____________

5. Family History
Have there been any of the following diseases in your family? Please indicate if any family members died 

from these diseases.

Other? Please list: ____________________________________________________________________________

_____________________________________________________________________________________________
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MUSCULOSKELETAL 
Back pain
Falls
Joint pain
Muscle pain
Neck pain

BEHAVIORAL/PSYCH
Depression
Hallucinations
Trouble sleeping
Nervous/anxious
Substance abuse
Suicidal ideations
Anxious

ENDOCRINE
Frequent urination
Frequent drinking
Poor wound healing
Excessive eating
Skin dryness

ALLERGY/
IMMUNOLOGIC
Severe allergic reaction
Swelling
Hay fever
Hives

OTHER
_______________________
_______________________
_______________________
_______________________
_______________________
_______________________
_______________________
_______________________
_______________________
_______________________
_______________________
_______________________

8. Initial History and Review of Symptoms

RESPIRATORY
Cough
Coughing up blood
Shortness of breath
Sputum production
Wheezing

CARDIOVASCULAR
Chest pain
Pain with walking
Leg swelling
Trouble laying flat
Palpitations

GASTROINTESTI-
NAL 
Abdominal pain
Blood in stool
Constipation
Diarrhea
Heartburn
Black stools
Nausea
Vomiting

HEMATOLOGIC/ 
LYMPHATIC
Easy bruising/bleeding
Environmental allergies
Swollen glands

GENITOURINARY
Pain with urinating
Flank pain
Frequency in Urination
Blood in urine
Urgency
Urinary infection
Urinary retention
Decline in erection

INTEGUMENT/BREAST
Patchy hair loss
Itching
Rash
Skin changes on breast
Nipple discharge

NEUROLOGICAL
Dizziness
Focal weakness
Loss of consciousness
Seizures
Sensory change
Speech change
Tingling
Shakiness

CONSTITUTIONAL
Chills
Sweating
Fever
Malaise/fatigue
Night sweats
Weakness
Weight gain
Weight loss
 
EYES
Blurred vision
Double vision
Eye discharge
Eye pain
Eye redness
Light sensitivity

ENT, MOUTH, FACE
Congestion
Ear discharge
Ear pain
Headaches
Hearing loss
Nose bleeds
Sore throat
Ringing in the ears
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STOP-BANG SLEEP APNEA QUESTIONNAIRE
Chung Fetal Anesthesiology 2008 and BJA 2012

STOP
Do you SNORE loudly? (louder than talking or loud enough to be 

heard through closed doors?

Do you often feel TIRED, fatigued, or sleepy during the daytime?

Has anyone OBSERVED you stop breathing during sleep?

Do you have or are you being treated for high blood PRESSURE?

SCORE
BANG
Is your BMI more than 35kg/m²?

Is your age over 50 years old?

Is your neck circumference > 16 inches (40cm)?

Is your gender male?

Total Score _________________ (office use only)

 

Yes  No

Yes  No

Yes  No

Yes  No

 

Yes  No

Yes  No

Yes  No

Yes  No

9. CPAP Use

9a. Please complete the Stop-Bang Sleep Apnea Questionnaire to the best of your ability. We can assist 

you at your first appointment if necessary.

Do you use a CPAP, BiPap, or supplemental oxygen? No Yes   If no, please complete questions in 9a.



8

BARIATRIC SURGERY PROGRAM PATIENT PLEDGE
Please read and check each item

 I agree to discuss with my provider any aspect of my surgery or treatment that I do not understand. I agree to 
ask any questions I may have to any member of the Empower team. 

 I agree to read all information and directions given to me by members of the Empower team. 

 I agree to follow all instructions and directions given to me by my provider or members of the Empower team. 
This includes taking all medications, including vitamins, as directed by my provider during my pre/postoperative 
care and for the rest of my life as required. 

 I agree to follow the dietary instructions given to me by members of the Empower team, understanding that 
they are designed by Registered Dietitians to provide me with a healthy plan to allow for optimal healing and  
maximum weight loss

 Pre-surgery, I agree to avoid weight gain. My provider has advised me that if 
I gain weight, my surgery may be rescheduled.

 I understand that mental health is important to my success and will follow all recommendations given to me by 
the Bingham Healthcare psychologist, understanding that this is in my best interest and may include additional 
therapy or treatment.

 I agree to walk and exercise as directed by the Empower team, including while I am in the hospital, 
understanding it promotes safe healing and optimum weight loss.

 I agree to keep all suggested appointments with my provider and keep them informed of my progress. I agree 
to keep all postoperative appointments at 2 weeks, 30-60 days, 3-6 months, 1 year, and annually thereafter. 

 I understand that missing appointments or nutrition classes may require me to repeat sessions, add additional 
appointments, or restart the program.

 I agree to be on time to my appointments, acknowledging that I should arrive 30 minutes prior to my initial 
consultations with the provider and 15 minutes prior to follow-up appointments. I understand that I could be 
discharged from the program for excessive no shows or cancellations. 

 I agree to stop smoking or avoid using nicotine products for at least 3 months prior to my surgery. I also 
understand that smoking should never be started or resumed after bariatric surgery.

 I understand that it is against medical advice to become pregnant within 12 months of weight loss surgery. I 
understand that pregnancy within 12 months of weight loss surgery may increase the risks of pregnancy.

 I understand that Facebook groups and social media can be utilized for additional support but that they do not 
replace medical advice or instructions from the Empower team. I agree to bring all my medical and surgical questions 
to Empower. I also understand that Facebook and social media are not appropriate ways to contact the Empower 
providers and staff and that I should utilize the phone, email, or patient portal for medical questions instead.

 I understand that the preoperative bariatric program is an extensive evaluation process to see if I am an 
acceptable candidate for weight loss surgery. I understand that surgery will not be offered to me if I am not found 
to be a safe or acceptable candidate. I understand that this decision is made by my providers when all information 
is available and agree it is in the best interest of my health and well-being.

My signature indicates that I have read, understood, and agree to the statements listed above. 

SIGNATURE ____________________________________________________________ DATE _________________________

WITNESS _______________________________________________________________DATE _________________________


