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Beth Israel Deaconess
Medical Center



Weight Loss Surgery Center
330 Brookline Avenue, Shapiro 348

Boston, MA 02215

Phone: 617-667-2845   Fax: 617-667-2866







www.bidmc.org/wls
Screening Application

Please complete, then email, fax or mail

         $500 Program Fee – Due at the 1st Visit (not covered by insurance)
Date:
_______________    Name:   ____________________________________  SS# ________ - ______- _________
Address:  _________________________________________________________________________________________


   Street





City



State


Zip
Phone # s:   Home (____)___________________Cell (____)___________________ Work (____)___________________
Sex: __________   Date of Birth:  ____/____/____   Marital Status: ____ Email:  ________________________________
How did you hear about our program?  _________________________________________________________________

Current Weight or Best Estimate:  ______________   Current Height or Best Estimate:  _______ ft _______in

I am interested in:   □ Gastric Bypass         □ LapBand             □ Gastric Sleeve            □ Not Sure _________________________________________________________________________________________________
Medical Health Care Providers
Primary Care Physician: ____________________________________________  Phone: (____)____________________

Therapist or Mental Health Counselor: _________________________________  Phone: (____)____________________

Insurance Information

Insurance Co. Name: ____________________________________________  Policy/ID #: _________________________

Name of Insured: ___________________________________  Relationship to Patient: ___________________________
*Please be sure to call/contact your insurance company to ensure weight loss surgery is covered under your insurance plan. Please see our Insurance Guide to help you with this process. Official authorization is submitted after completion of evaluation process.
_________________________________________________________________________________________________

Hospitalizations

Please list all inpatient hospitalizations, including psychiatric and substance abuse treatment.

	Approximate Date
	
	Problem
	
	Location/Hospital

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


 Substance Use History
List all of the below that you currently use
	
	Type of Substance
	
	Amount Used
	
	How often do you use this substance?

	Alcohol
	
	
	
	
	
	(per day)
	
	(per week)

	Tobacco
	
	
	
	
	
	(per day)
	
	(per week)

	Recreational Drugs
	
	
	
	
	
	(per day)
	
	(per week)


Past Surgical History

Please list all previous surgeries
	Approximate Date
	
	Surgery
	
	Anesthesia Used

(general, local, spinal or epidural)
	
	Location/Hospital

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Medications

Please list all your current medications, supplements and remedies (including psychiatric medications and birth control)
	Name and Dose
	
	Reason for Taking
	
	Date Started

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Medical and Psychiatric History

Please check each of the following conditions that you are experiencing now, or have experienced in the past.

	
	High blood pressure
	
	
	Polycystic ovary syndrome
	
	
	Gastroesophageal reflux (GERD)

	
	Chest pain/angina
	
	
	Infertility
	
	
	Colon (hemorrhoids, polyps)

	
	Coronary heart failure
	
	
	Migraines
	
	
	Celiac disease

	
	Congestive heart failure
	
	
	Numbness or tingling in hands/ft
	
	
	Shortness of breath

	
	High cholesterol
	
	
	Seizures
	
	
	Asthma

	
	Leg swelling
	
	
	Anemia or Iron deficiency
	
	
	COPD

	
	Stroke
	
	
	Gout
	
	
	Pulmonary embolism

	
	Peripheral vascular disease
	
	
	Arthritis
	
	
	Depression

	
	Blood clots
	
	
	Impaired mobility
	
	
	Panic attacks

	
	Kidney disease
	
	
	Heartburn
	
	
	Past suicide attempts

	
	Kidney stones
	
	
	Crohn’s disease
	
	
	Bipolar disorder

	
	Prostate issues
	
	
	Ulcerative colitis
	
	
	Binge Eating

	
	Hypoglycemia (low blood sugar)
	
	
	Ulcers  Where: _____________
	
	
	Anorexia

	
	Thyroid disease
	
	
	Liver (hepatitis, cirrhosis)
	
	
	Vomiting/purging


Are you a diabetic?  ____ Yes  ____ No     If yes, what is your current A1C level  ________ (documentation required)

Do you have a diagnosis of sleep apnea?  ____ Yes  ____ No    If yes, ______ C-PAP  ______ BiPAP

Please list your previous formal weight loss attempts: ______________________________________________________
___________________________________________________ (documentation may be required for insurance approval)
Functional Health Status
________  Independent – no assistance needed to complete activities of daily living

________  Partially Dependent – some assistance needed

________  Totally Dependent on others for self-care

_______________________________________________________________________________________________

I have carefully read all the materials in this assessment and have answered the questions as truthfully as possible.


______________________________________________

___________________________



           Signature





          Date

Once you have completed this screening form, please submit the form to the program via fax, email or mail:

Fax:  
(617) 667-2866

Email: 
WLS@bidmc.harvard.edu
Mail: 
BIDMC - Weight Loss Surgery Center

330 Brookline Avenue, Shapiro 348


Boston, MA 02215

One of our staff members will be in touch with you once we have received your form. While you are waiting, please visit our website at www.bidmc.org/wls for more information. We also strongly recommend you attend one of our information sessions.
You have come to the right place for weight loss surgery.
We look forward to working with you to improve your overall health!

