HEALTH HISTORY QUESTIONNAIRE
Puget Sound Surgical Center
Robert W. Landerholm, MD, FACS, ASBS

| PUGET.SOUND |

SURGICAL CENTER Peter S. Billing, MD, ASBS

Matthew R. Crouthamel, MD
Please complete and return this form to PSSC by March 5.

Fill & Fluoro Medical History

Provide the following information on your lap band surgery:
Date of surgery:
Place of surgery:
Type of band:
Date of last fill and fluoro (if applicable):

Patient Name:

Address:

Day time telephone: Evening telephone:
Primary Care Physician: Referring Physician:
Address: Phone number:
Phone number: E-mail:

Weight History:

Age: Height: Current Weight: BMI:
Approximate Weight:

20 years ago: 10 years ago: 5 years ago: 2 years ago:
1 year ago: 6 months ago:

What age did you become obese? IBW

What was your lowest adult weight? % IBW

What was your highest adult weight? Goal

What is your desired or goal weight?

Please describe your age and situation (major stress, if any) at the onset of your obesity:

WEIGHT LOSS PROGRAMS/DIETS/MEDICATIONS
Maximum weight loss on any program:
Maximum length of time you kept the weight off:

Questions? Call 425-778-2220.

Puget Sound Surgical Center
21911 76th Ave W, Suite 106, Edmonds, WA 98026
Www.pugetsoundsurgicalcenter.com | ph 425-778-2220 | fax 425-778-7701



