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Dear Patient: 
 
Thank you for inquiring about our weight loss surgery program!  The decision to undergo weight loss 
surgery is not a decision you made quickly; in a similar fashion, the process of preparing you for 
surgery also cannot occur quickly, nor be rushed.  Please take the time to fill out the enclosed intake 
form carefully and return it to the address listed above.  Our staff will then contact you to give you an 
appointment date.  In the meantime, we encourage you to attend our bariatric seminars, which we hold 
at Sinai Hospital’s Zamoiski Auditorium, usually on the first Monday of every month from 6-8 pm.  
We will all be present each month as will our nurse coordinator, program nutritionist and patients from 
all stages of surgery (pre- and post-operative).  Anyone is invited to attend, but be sure to verify the 
date on our website (http://www.lifebridgehealth.org/bariatricsurgery/) or call (410) 601-4486. 
 
We understand that this waiting period between sending the application form and your initial 
appointment is frustrating, but you can still be productive during this period.  As we begin the 
insurance pre-certification process, your plan will likely require extensive documentation to ensure 
that they will approve the surgery.  If you prefer, you can obtain some of this documentation BEFORE 
your initial consultation.  If you can obtain the documents, it will allow us to schedule your surgery 
more quickly. 
 
The following are REQUIRED of all patients prior to scheduling surgery: 
 
1) Proof of attendance at a minimum of one of our bariatric seminars. 
2) Participation in our pre-surgical nutrition class, presented by the Bariatric surgery program’s 

dietitian. 
3) A letter from your primary care physician.  This letter should summarize your diet history, your 

obesity-related medical problems and any physician-supervised weight loss attempts that you have 
had.  It should also include a sentence or two stating that your physician feels that you are a good 
candidate to undergo surgery.   

4) Psychology/psychiatry clearance: all patients are required to undergo a psychological evaluation 
prior to surgery, so that we can document adequate knowledge of the procedure, reasonable weight 
loss expectations, and the ability to comply with the rigorous dietary restrictions post-operatively.  
You can obtain clearance from your own psychologist or psychiatrist if you prefer. 

 
Every patient will require additional pre-operative testing, but these tests will be ordered on an 
individual basis after you have met with one of us.  Also, some insurance companies (Blue Cross/ Blue 
Shield from MD, MAMSI, Aetna, Cigna) are requiring that policy holders be seen by a physician 
monthly for 3-6 consecutive months to document weight loss attempts and progress.  If you hold one 
of these policies, your surgery will be scheduled more quickly if you start seeing your doctor now. 
 
Once all of the above requirements, including your additional preoperative tests, are met we will be 
able to select a date for surgery.  If you have any questions about the Bariatric Surgery Program at 
Sinai Hospital, please contact Danielle Onheiser at 410-601-8604. 
 
We look forward to meeting you in the near future. 
 
 
Alex Gandsas, MD, FACS   Christina Li, MD, FACS   John Koppman, MD 
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Patient Application  
(Applic ant to c omplete a ll shaded areas ONLY)  Date: _________________ 
 
I am interested in seeing: 
- CHOOSE ONE SURGEON ONLY - 

I am interested in having: 
-CHOOSE A PROCEDURE -  

  Dr. Alex Gandsas     Gastric  Bypass  

 
  

 
  Laparoscopic  Band   

 

  
Dr. Christina Li   

  Sleeve Gastrec tomy  
    
 

 
Soc ial Sec urity No. :     

First Name: Middle Initia l   

Last Name:  Gender:   

Mother's Maiden Name:    

Birth date:  Age:   

Weight:  Height:  BMI   

     
 

 Primary #1  Secondary #2  

Insurance Carrier Name     

Group Number     

ID Number     

Polic yholder’s name     

Polic yholder’s DOB     

Polic y Holder SS#     

Relationship to Insured     

Insurance Address     

City, Sta te, ZIP     

Phone:     

Fax:     
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NAME : _________________________________ 
 

Home Address   

City:  State:  Zip   

Home Phone:  Work Phone   

Cell Phone:  E-mail   

Employed: YES  NO  Fulltime:  Part Time:   

Employer:  Occupation:   
     
 
 

Emergency Contac t  Relationship:   

Home Address  State and Zip    

Phone:     

     

Pharmacy:  Pharmac y Phone:   

     
 
 

 Primary Care  
 

Other Physic ian 
 

Name     

Spec ialty     

Address     

Address 2  
 

 
 

City  
 

 
 

State  
 

 
 

ZIP     

Phone:     

Fax:     
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NAME: _________________________________ 
 
 
I heard about Sinai Bariatric s through: 

[  ] Primary Care   [  ] Family/ Friend [  ] Internet 

[  ] TV [  ] Newspaper [  ] Insurance 

[  ] Magazine [  Other [  ]  

 
 
 
 

• Please include copy of insurance card & drivers license   
(front &back) with application 

 
 
 

• HMO'S, POINT OF SERVICE, AND MANAGED CARE PLANS 
If your insurance company is an HMO, point of service, or managed care plan, 
you must obtain a written out-of-network referral before your consult with the 
surgeon. You must follow the rules of your insurance company in order to 
obtain the highest level of benefits. Your primary care physician's office will 
need to contact the insurance company for a referral. You may make an 
appointment with the surgeon, however, the referral must be received or 
brought with you to the appointment.  

 
• SELF PAY PATIENTS 

If your insurance does not cover gastric bypass surgery and you wish to 
proceed as a cash patient, please contact the office for fees and scheduling 
information. 

 
• PROGRAM FEE 

A $150 program fee is required at your initial appointment.  This is fee is non-
refundable and covers 1 year of unlimited visits or consultations with the 
nutritionist. 
 

• PAIN MEDICINE:  
Do not take any “pain medication” three weeks prior to surgery without 
consulting with your surgeon (see list in the application folder). Most pain 
medicine increase the chance of bleeding. This may result in cancellation of 
your procedure. 
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NAME: _________________________________ 
 
CC: Morb id  obesity 
 
HP: This is a ______ year old  male / female   P__G__A__ morbid obese patient interested in 

bariatric surgery.   Current weight is _______lbs.   with a BMI of _______.  Patient’s ideal 

weight should be ________ for a BMI of 25.  Excess weight has been calculated as 

______lbs.  Patient has been unable to control or reduce their weight by medical 

management. 

-------------------------- (Applicant to complete) -------------------------------- 
 
Please inc lude copy of insuranc e c ard & drivers lic ense (front &bac k) with applic ation 
 
Comorbid Conditions (� �� �� �� � all that apply) 

[  ] High c holesterol [  ] High Blood Pressure [  ] Diabetes  Type II 

[  ] High trig lyc eride [  ] Bronchitis [  ] Sleep Apnea 
Diagnosed [  ] Observed[  ] 

[  ] Loud Snoring [  ] Reflux (heartburn) [  ] Bowel Disease 
Inflammatory [ ]  Irritable [ ] 

[  ] Hiatal Hernia [  ] DVT (phlebitis) [  ] Peripheral Edema 

[  ] Varicose Veins [  ] Stress Inc ontinence [  ] Kidney Stones 

[  ]   Asthma [  ] History of Breast Canc er [  ] Others: p lease list 

   

 
Surgic al History (� �� �� �� � a ll that apply) 

Surgery Date Comment 

[  ] Gall Bladder  Open /  Laprasc opic  

[  ] C sec tion  Number  ______ 

[  ] Hysterec tomy   

[  ] Tubal Ligation   

[  ] Hernia  Type:________________ 

[  ] Obesity Surgery  Type:_______________ 

[  ] Orthopedic   Type______________ 

[  ] Other   
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NAME: _________________________________ 
 
 

Allergies :    

Type of reac tion:  

 

Allergies :    

Type of reac tion:  

 
 
Medication  

Medication Dosage 
Times per 

Day 
Purpose 

    

    

    

    

    

    

    

    

    

 
 
Family History (� �� �� �� � a ll that apply) 

Family History Current Age 
If deceased: age and 
cause of death 

Medical 
Problems 

Mother    

Father    

Maternal 
Grandmother 

   

Maternal 
Grandfather 

   

Fraternal 
Grandmother 

   

Fraternal 
Grandfather 

   

Sister    

Brother    
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NAME: _________________________________ 

Review of Systems (� �� �� �� � a ll that apply) 

HEAD AND NECK RESPIRATORY URINARY 

[  ] Change in vision [  ] Cough [  ] Diffic ulty urinating  

[  ] Double Vision [  ] Wheezing [  ] Urinating at night 

[  ] Deafness [  ] Asthma [  ] Inc ontinenc e 

[  ] Sinusitis [  ] Bronchitis [  ] Kidney Stones 

[  ]  Nosebleeds [  ] Snoring [  ] other 

[  ]  Hoarseness [  ] Documented Sleep Apnea  

   

CARDIOVASCULAR GASTROINTESTINAL ORTHOPEDICS 

[  ] Palpitations [  ]  Loss of Appetite [  ] Arthritis 

[  ] Chest pain [  ] Nausea - Vomiting [  ] Back pain 

[  ] Shortness of Breath [  ] Abdominal pain  

[  ] Leg Pain with walking [  ] Reflux /  Heart burn ENDOCRINE 

[  ] Valvular Heart Disease [  ] Bloody Stools [  ] Thyroid Problems 

[  ] Previous heart attack [  ] Constipation [  ] Menstrual Problem 

[  ] High Cholesterol [  ] History of polyps [  ] Hair Loss 

   

PSYCHIATRIC NEUROLOGICAL HEMATOLOGY 

[  ] Panic  attacks [  ] Weakness [  ] Anemia 

[  ] Chronic  Depression [  ] Seizures [  ] Bleeding 

[  ] Sleeping Difficulties [  ] Numbness or Tingling [  ] Enlarged Lymph nodes 

[  ] Suic idal [  ] Difficulty Walking [  ] Cancer history 
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Soc ial History (� �� �� �� � a ll that apply)  

Marital Status:_______________    Ethnic  Orig in:_______________  Educ ation:_________________    

Relig ion:____________________    Do you Smoke?  ___________  If yes how much: __________ 

 Do You drink alc ohol?  _____ If yes how much: __________ 

 

 

 

The following diets/ programs have been tried: 

Diet or weight loss medic ation Year Length in months # pounds lost 

    

    

    

    

    

    

 
At what age were you considered obese? _________ 
 
Approximate weight at age ?    

Age Weight Age Weight Age Weight 

10    20   40`    

18  30  50  

 
Fall Risk Assessment Tool: 

 Risk 
Hx of Fa ll  
Age >65  
Unab le to Independently ambula te  
Dizziness  
[  ] Patient provided with fa ll prevention guide 
[  ] Patient previously provided with fa ll prevention guide
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Vitals Signs (to be filled by offic e staff) NAME: _________________________________ 

Weight:_________   Height:________  BP:__________   Pulse:_______ Temp:_______ 

 
Appearance:            
 
Eyes:   q No scleral icterus 

q PERRL 
q EOMI 

 

Ears, Nose, Throat:
  

q Normal teeth, lips, gums 
q Normal oropharynx 
q Normal hearing 
q Normal nasal mucosa and 
septum 

Neck:   q Trachea midline 
q No cervical, supraclavicular, or infraclavicular lymphadenopathy 
q No thyroid enlargement or masses 
 

Respiratory:  q Symmetric chest expansion and respiratory effort 
q Clear to auscultation 
q Normal palpation 
q Normal percussion 
  

Cardiovascular: q No carotid bruits 
q Normal heart sounds; no murmurs, rubs, or gallops 
q Normal PMI  
q Normal pulses: d Radial  d Femoral d Pedal  
 

Gastrointestinal: q Soft, no distention  
q No masses or tenderness  
q Normal bowel sounds  
q No hepatosplenomegaly   
q No abdominal wall hernias  
 

Musculoskeletal: q Normal gait  
q Range of motion grossly normal  
q Muscle tone and strength grossly normal (5/5) 
  

Skin:   q Warm and dry  
q No clubbing, cyanosis, edema  
q No rashes or blisters 
  

Psychiatr ic:  q Alert, oriented to person, place, time  
q Intact memory  
q Normal affect  
q Normal judgment and insight  

 
Other findings/pertinent abnormal physical findings: 
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NAME: _________________________________ 
 
MEDICAL DECISION-MAKING 
 
LABS ORDERED: 
 
ROUTINE  CBC CMP PT/PTT/INR ABG Other:______________________________ 
(preop) 
 
 
RADIOLOGIC STUDIES ORDERED: 
 
CXR   CT of:     _____________________________ 
 
Abdominal USG  Barium UGI Venous Duplex Other:_______________________________ 
 
 
MEDICAL SERVICES NEEDED: 
 
EKG  Nutritionist  Psychiatry  Cardiology  Pulmonary consult  
 
Sleep Study PCP letter  EGD  Colonoscopy  PFTs 
 
Other consultation(s):           
 
 
DOCUMENTATION NEEDED: YES NO Amount:____________________________________ 
 
 

 
ASSESSMENT/PLAN    Time spent counseling:___________ 
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Surgeon Signature       Date 
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Please call the office before taking any new medication for pain management 
 

Aspirin Products: 
Alkaseltzer 
Anacin 
Ascriptin 
Doan’s 
Dristan 
Ecotrin 
Excedrin 
Bayer 
Goody’s 
Kaopectate 
Norwich Aspirin 
Pamprin 
Pepto-Bismol 
Sine-Off 
Easprin 
Endodan 
Equagesic 
Fiorinal 
Gelprin 
Halfprin 
Helidac 
Lobac 
Percodan 
Propoxyphene 
Robaxisal 
Roxiprin 
Salflex 
Salsalate 
Soma 
Synalgos-DC 
Talwin 
Trilisate 
BC 
Bufferin 
 

St Joseph’s Aspirin 
Vanquish 
YSP Aspirin 
Acuprin 
Aggrenox 
Butalbital 
Carisoprodol 
Darvon 
Disalcid 
Lrotab 
Magan 
Magsal 
Methocarbamol 
Mono-gesic 
Norgesic 
 
NSAIDS 
Motrin 
Advil 
Aleve 
Orudis 
Anaprox 
Naprosyn 
Naprelan 
Mobic 
Toradol 
Acular 
Voltaren 
Feldene 
Clinoril 
Indocin 
Relafen 
Daypro 
Lodine 
Cataflam 
Celebrex 
Bextra 
 

 
Please call the office before taking any new medication for pain management 
 
 


