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	Patient/Guardian signature
	
	Date
	




MEDICAL HISTORY QUESTIONNAIRE
Name: __________________________

Weight: ____________ Height: _____________ Date of Birth: ________________

Allergies to medications: ___________________________________________________

Primary care physician’s Name/Location/Telephone: _________________________________________________
Pharmacy Name/Location/Telephone number_______________________________________________________

MEDICATIONS: PLEASE LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING 

	NAME
	DOSAGE
	FREQUENCY
	INDICATIONS

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


PAST SURGICAL HISTORY: PLEASE LIST SURGICAL OPERATIONS

	PROCEDURE 
	DATE 
	HOSPITAL
	INDICATION

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


FAMILY HISTORY: PLEASE INDICATE FAMILY MEMBERS HAVING ANY OF THE FOLLOWING ILLNESSES

	
	      MOTHER
	FATHER
	   MATERNAL

GRANDMOTHER
	    MATERNAL

GRANDFATHER
	     PATERNAL

GRANDMOTHER
	    PATERNAL

GRANDFATHER
	SIBLINGS

	OBESITY
	
	
	
	
	
	
	

	DIABETES
	
	
	
	
	
	
	

	HIGH

BLOOD

PRESSURE
	
	
	
	
	
	
	

	CANCER
	
	
	
	
	
	
	

	SEIZURES
	
	
	
	
	
	
	

	BREATHING

PROBLEMS
	
	
	
	
	
	
	

	KIDNEY

DISEASE
	
	
	
	
	
	
	

	ARTHRITIS
	
	
	
	
	
	
	

	EARLY DEATH

AND CAUSE
	
	
	
	
	
	
	

	OTHER
	
	
	
	
	
	
	


Name: __________________________

How many years have you been over weight? ______________________ Heaviest weight:_______________
PREVIOUS WEIGHT LOSS SURGERY?  NO_____ YES_____
	SURGERY TYPE
	DATE
	SURGEON Contact info
	WEIGHT LOSS

	
	
	
	

	
	
	
	


DIET PROGRAMS AND SUPPLEMENTS: PLEASE INDICATE THE DIETS OR PLANS THAT APPLY

	PROGRAM
	DATES
	DURATION
	MD

SUPERVISED
	WEIGHT

LOSS

	WEIGHT  WATCHERS
	
	
	
	

	JENNY CRAIG
	
	
	
	

	METABOLIFE
	
	
	
	

	MEDIFAST
	
	
	
	

	NUTRI/SYSTEM
	
	
	
	

	ATKINS DIET
	
	
	
	

	HERBALIFE
	
	
	
	

	SLIM FAST
	
	
	
	

	GRAPEFRUIT DIET
	
	
	
	

	LIQUID DIETS
	
	
	
	

	PRITIKIN DIET
	
	
	
	

	OPTIFAST
	
	
	
	

	TOPS
	
	
	
	

	OTHER
	
	
	
	


WEIGHT LOSS MEDICATIONS HISTORY: PLEASE INDICATE THE MEDICATION THAT APPLY

	MEDICATION
	DATES
	DURATION
	MD

SUPERVISED?
	WEIGHT

LOSS

	AMPHETAMINES
	
	
	
	

	PHENTERMINE(Adipex, Fastine, Pondimen)
	
	
	
	

	PHEN-FEN
	
	
	
	

	REDUX

(Dexfenfluramine)
	
	
	
	

	XENICAL (Orlistat)
	
	
	
	

	MERIDIA
	
	
	
	

	OTHER DIET MEDICATION
	
	
	
	


NON DIETARY THERAPIES: PLEASE INDICATE THE WEIGHT LOSS THERAPIES THAT APPLY

	THERAPY
	DATES
	DURATION
	MD

SUPERVISED?
	WEIGHT

LOSS

	EXERCISE
	
	
	
	

	HYPNOSIS
	
	
	
	

	BEHAVIOR  MODIFICATION
	
	
	
	

	ACUPUNCTURE
	
	
	
	


Name: __________________________

SOCIAL HISTORY

Do you use tobacco?    YES   NO    If so what type? ________________
Number of packs per day   __________
How many years of tobacco use?   __________________

Do you use alcohol?     YES   NO

Amount and frequency _________    

Have you ever been treated for depression?   YES   NO

Are you currently in treatment?                     YES   NO

If yes, please indicate the name of your physician or therapist:

_________________________________________________

Have you ever been hospitalized for mental illness?  YES   NO

Would you like us to refer to a Counselor/Therapist/Physician YES   NO

SYSTEM REVIEW: PLEASE CIRCLE ALL THAT APPLY 
Constitutional


Respiratory


Men


Skin/Breast               Fatigue



Shortness of breath


Discharge from penis
Skin cancer

Tiredness



Asthma



Loss of erection

Abnormal moles

Recent weight loss


Wheezing






Burns
                       Fever



Cough



Women


Rash
                      Night sweats


Bloody sputum


Vaginal discharge

Breast mass

Abnormal bleeding


Emphysema


Abnormal vaginal bleeding
Nipple discharge





Pneumonia


Irregular Periods

Mammogram w/in

Head and Neck


Bronchitis



Hysterectomy

the last year                 Blurred vision


Difficulty sleeping flat

Pap smear w/in last year

                    Double vision


Waking at night short of breath



Neurological                  Loss of vision






Musculoskeletal

Seizures
                       Loss of hearing


Gastrointestinal


Pain in joints

Convulsions

sinus congestion
                             Jaundice


              Muscular aches

Fainting
 

Runny nose 


Hepatitis



Swelling of joints

Vertigo                      Sneezing



Cirrhosis



Arthritis


Light headedness

Loss of smell


Vomiting



Pain in hips

Falling


Sinus infection


Nausea



Pain in knees

Muscle weakness

Sore throat


Heart burn


Pain in ankles

Numbness

Difficulty Swallowing

Abdominal pain


Pain in feet 

Tremors
             Hoarseness


Diarrhea



Lower back pain

Strokes
                      Lump in neck


Constipation


Herniated disk

Loss of 
                          Pain swallowing


Pain with  bowel movement

Sciatica


consciousness





Blood in stool


Numbness in feet or legs

      Cardiovascular

                Hemorrhoids


Abnormal lumps or masses
Psychological

Chest pain


Change in stool size





Depression                      Pain in arm/neck


Irritable bowel


Endocrine

Nervousness                  Heart attack


Colitis



Hyperthyroid

Anxiety
                  Palpitations






Hypothyroid

Suicidal  thoughts            Heart pounding 


Genitourinary


Goiter


Suicide attempts               Stroke



Blood in urine


Previous radiation

Schizophrenia                      Heart murmur


Frequent urination


Diabetes


Anorexia
                       Pain in legs


Leakage of  urination

Adrenal gland tumor
Bulimia
                        Cold feet



Pain with urine 


Previous steroid use

Binge eating                    Loss of pulses


Trouble starting urine

Swollen gland

Counseling

Low blood pressure


Kidney stone





Hospitalization for            High blood pressure


Bladder infection





emotional problems  Abnormal heart beats










  







Patient name: _____________________________________________

OBESITY RELATED MEDICAL HISTORY

Do you have or have you had any of the following illnesses or symptoms?

Heart disease


YES   NO


Year of diagnosis_____________________

Angina



YES   NO


Year of diagnosis_____________________ 

MI (Heart attack)

YES   NO


Year of diagnosis_____________________ Coronary bypass surgery
YES   NO


Year of surgery_______________________

Palpitations (abnormal heart beat)   YES   NO


Year of diagnosis_____________________

Congestive heart failure

YES   NO


Year of diagnosis_____________________

High blood pressure

YES   NO


Year of diagnosis_____________________

Elevated Cholesterol 

YES   NO


Year of diagnosis_____________________

Elevated triglycerides

YES   NO


Year of diagnosis_____________________

Asthma



YES   NO 


Year of diagnosis_____________________

Reflux



YES   NO


Year of diagnosis_____________________

Heart burn


YES   NO


Year of diagnosis_____________________

Esophagitis


YES   NO


Year of diagnosis_____________________

Hiatal Hernia


YES   NO


Year of diagnosis_____________________

Shortness of breath

YES  NO


How many blocks can you walk? _________


Flight of stairs?

              _________

Sleep Apnea


YES   NO


Years of diagnosis____________________


Do you use CPAP/BiPAP  YES   NO

Sleep difficulties


YES   NO

Snoring



YES   NO

Awakening at night

YES   NO

Daytime drowsiness

YES   NO

Observed apnea spells

YES   NO

Morning headaches                   YES   NO

Venous Stasis


YES   NO

Leg or ankle edema

YES   NO

Leg ulceration


YES   NO

Pain of arthritis 

YES   NO

In ankles


YES   NO

In knees

  
YES   NO

In Hips



YES   NO

Limits ability to walk

YES   NO

Limits ability to exercise

YES   NO

Low back pain/Sciatica
YES   NO

Limits ability to walk

YES   NO

Limits ability to exercise

YES   NO

Diabetes


YES   NO


Juvenile onset


Gestational (pregnancy)


Adult onset



Diet controlled

YES   NO


Oral medication

YES   NO


Insulin


YES   NO

Patient name:_____________________________________

Urinary Incontinence
                YES   NO


Leaking urine w/ cough
   YES   NO


Leaking urine w/ sneezing YES   NO

Leaking urine w/ straining YES   NO

Migraine


YES   NO


Frequency__________________

Deep Venous Thrombosis
YES   NO

Year of diagnosis_____________________

Pulmonary embolism

YES   NO

Abdominal wall hernia
YES   NO


Incisional

YES   NO


Umbilical

YES   NO


Number of hernia repairs
________

Have you ever had/been;


Blood transfusion
YES   NO


Hepatitis

YES   NO


Exposed to HIV/AIDS
YES   NO


Abused
intravenous drugs
 YES  NO

PAST MEDICAL HISTORY 

PLEASE LIST ALL OTHER MEDICAL CONDITIONS, ILLNESS OR IMPORTANT INFROMATION YOU WOULD LIKE US KNOW ABOUT NOT PREVIOUSLY MENTIONED:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Last Blood work testing done:__________

Would you like to be referred to a Nutritionist YES  NO
PATIENT SIGNATURE: ____________________________ Date:___________________

ACKKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES

Nirmal S. Jayaseelan, M.D., P.A.
General and Laparoscopic Surgery

Diplomat American Board of Surgery        Fellow American College of Surgeons       

7777 Forest Lane, Suite C-670

Dallas, TX  75230

Telephone 972-566-2263

Fax 972-566-2952
I hereby acknowledge that I have been presented with a copy of Nirmal S. Jayaseelan, M.D. Notice of Privacy Practices.

Patient Signature  ______________________________

Relationship:  (Circle)  Self     Parent     Guardian

Date:    _________2011

______________________________________________________________________________

In order to protect your privacy, we ask that you complete the following section, which will enable us to better serve you in the future.  Please write your initials beside each statement.  We also ask that you enter the name of each person you would like to have access to your account (this includes your spouse).  Also, please sign and date the bottom of this form.  You may update this information at any time.  Thank you for your cooperation.

____  I authorize the office of Nirmal S. Jayaseelan, M.D. to leave information regarding my appointments and/or account information on my answering machine/voicemail/email address at home/work/cell.

____  I authorize the office of Nirmal S. Jayaseelan, M.D. to leave information regarding my labs and test results that are normal, on my answering machine/voicemail/email address.

I authorize the office of Nirmal S. Jayaseelan, M.D. to speak to the following people regarding my insurance coverage, financial account, appointments, lab and test results, and course of treatment:

Name  _______________  Relationship  ______________  Date of Birth  __________

Name  _______________  Relationship  ______________ Date of Birth  __________

Name  _______________  Relationship  ______________  Date of Birth  __________

Photo and Video Release: I agree to have my photo taken for Privacy Statement:  We may collect and use your personal health information you provide, including any pre-op and post-op photographs, for analytical purposes and to research, develop and improve programs, products and services. You agree that we may contact you, if necessary, for further feedback regarding your bariatric surgery experience. We will not share your personal health information with any unrelated third parties without your express permission. By submission of this information to us, you are voluntarily providing your personal health information.  

Signature  _______________          
Print Name  ____________________

Date  ___________________

Date of Birth  ___________________
ACKKNOWLEDGEMENT OF PRACTICE POLICIES AND PROCEDURES

Nirmal S. Jayaseelan, M.D., P.A.
General and Laparoscopic Surgery

Diplomat American Board of Surgery        Fellow American College of Surgeons       

7777 Forest Lane, Suite C-670

Dallas, TX  75230

Telephone 972-566-2263

Fax 972-566-2952
Please read the following statements and initial and sign below that you are aware, and in agreement with ALL of the statements. 
Initial all: _____
____ 
1. Once you have been seen by the Physician or Nurse Practioner a pre-determination will be started. This process takes between 4-6 weeks. Please contact your insurance company if it is within this timeframe. Pre Determination with the insurance companies that require additional information will not be sent until all information requested is received. The insurance company cannot make a pre determination until they have all the needed information. 

____ 2. We will collect your office specialist co pay + co insurance if applies at each visit. Your copayment/consultation fee can take up to three weeks to clear from your bank. 

____ 3. If you are denied from your insurance company, you may appeal. Our office does not handle that appeal for you. You may utilize www.obesitylaw.com for appeals. We will furnish you with a copy of your charts/file to assist you. 

____ 4. Unless told otherwise by the doctor, you are required, to follow a certain pre-surgery diet which consists of liquids for one week prior to surgery. If you do not adhere to the liquid diet your surgery will canceled by Dr. Jayaseelan. 

____ 5. You will be required to pay your fees deductible, co-insurance one week prior to surgery. This amount varies from person to person, depending on the individual co-payment, co-insurance, deductible and health plan. A cancellation fee will be charged to you if you fail to cancel your surgery within 48 hours period. 

____ 6. The adjustments needed for your follow up range from $0-$250 depending on your insurance coverage, surgeon, with the exception of self-pay patients. Self-pay patients receive 3 evaluations/adjustments, (fills/unfills), then they are $150 thereafter. New patients that were not banded by Dr. Jayaseelan and are uninsured will be charged $250 for evaluation and or any adjustment necessary you will not be seen unless you supply us with your surgery information and any fills done elsewhere to include OP REPORT AND ADJUSTMENT LOG. 

____ 7. You and your health information are protected by HIPPA regulations. We will not give anyone information about you, unless we have written an authority to do so. The only exception is giving information to your insurance companies and disability companies. If you need more information on HIPPA laws please ask receptionist. 

____ 8. Please be responsible about the insurance information you provide to our office. If your insurance company, policy, and or job changes, it is your responsibility to notify our office. If your benefits have changed and you did not notify our office in writing, you will incur all medical costs. This includes surgeon’s fees, anesthesia fees, facility fees, attorney’s fees and any costs included in recovering the amounts due to all that have provided care for you. 

____ 9. All patients that are referred to our office from any of the TLC/Medical Edge/THR locations for surgery and are private pay for the full procedure amount will receive one adjustment (fill/unfill) under fluoroscopy. Evaluation/Adjustments are $150 thereafter regardless of timeframe. 

____ 10. If you self-pay $11850* (private pay) for the Gastric Sleeve, regular follow up visits in our office are included for the first year following surgery: This is only if you paid the full amount of $4850 to Dr. Jayaseelan. This does not include testing we may refer you to afterwards for diagnostic purposes. Office visits will be $125 thereafter. We will attempt to bill insurance if possible. 

If you are self-pay $10,360* (private pay) for the Lap Band, you will receive one regular follow up visit in our office for your post-operative visit. 3 evaluations/adjustments, (fills/unfills). This is only if you paid the full amount of $4360 to Dr. Jayaseelan. This does not include testing we may refer you to afterwards for diagnostic purposes. Office visits will be $125 thereafter. We will attempt to bill insurance if possible. 
* This is only an estimate until you are seen in a consultation with the surgeon. As each individual is different and longer time for surgery may be required. 

I (we) certify that this form, along with all other forms have been fully explained to me, that I (we) have read them or have had them read to me and understand their contents. 

Sign: ______________________________              Date: ________________________ 

[image: image1.emf]
Surgical Review Corporation ● 4800 Falls of Neuse Road ● Suite 160 ● Raleigh, NC 27609

1.866.790.4772 (US and Canada) ● 1.919.792.3770 (International) ● www.surgicalreview.org

Rev 2: 04/2011

TO PATIENT: YOU DO NOT NEED TO PRINT PAGE 11 to 14.
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Revised Patient Information Sheet

SRC1-10-037

Apr 28, 2011

Rev 2: 04/2011

Bariatric Outcomes Longitudinal Database (BOLD) Study

Patient Information Sheet

Surgical Review Corporation (SRC), a nonprofit healthcare organization, is conducting a

study about bariatric/weight-loss surgery. SRC developed the Bariatric Outcomes

Longitudinal Database (BOLD) to support surgeons’ decisions regarding patient care and to

track outcomes of bariatric surgeries. BOLD is now the world’s largest database for bariatric

surgery, containing information on hundreds of thousands of patients.

WHY IS THIS STUDY BEING DONE?

The purpose of this study is to record and investigate the short-term and long-term results

of different types of bariatric surgery. SRC will compare the surgical procedure performed

with the health of patients for at least five years after surgery. This information will enable

us to learn about the types of surgery that are most effective for weight loss and managing

conditions related to obesity.

WHAT ARE THE BENEFITS OF THE STUDY?

The information and knowledge gained from the BOLD study will help surgeons improve the

way bariatric surgical care is delivered and better understand the risks and benefits of each

type of bariatric surgery.

WHO IS TAKING PART IN THE STUDY?

All patients who have bariatric surgery performed by a participant in the Bariatric Surgery

Center of Excellence program are included in the BOLD study. SRC developed and

administers the program on behalf of the American Society for Metabolic and Bariatric

Surgery.

HOW IS THE STUDY CONDUCTED?

As part of your surgeon’s involvement in the Bariatric Surgery Center of Excellence

program, he/she collects the following information for every bariatric surgery patient and

enters it into BOLD:

• Personal information: gender, race, employment status, insurance status, medical

record number, year of birth, height, weight and prior surgeries. Your surgeon has

the option of entering your name for internal tracking purposes.

• Information about your surgery: date of admission, date of surgery and date of

discharge.

• Information about your medical condition before, during and after your surgery.

Data that is used for research does not include your name or medical record number.

Information about your surgery will be combined with data from all other study participants

in a separate research database, and SRC research staff will analyze this combined

information. The results of the study will be reported or published for the total population –

no individual patient information will be published.

WHAT ABOUT MY CONFIDENTIALITY?

Your information is entered into BOLD through a secure website and permanently stored in

a database that is managed by SRC. This database is secure and meets the requirements

for the protection of patient confidentiality as required by the Health Insurance Portability

and Accountability Act (HIPAA).

Your privacy is further protected by a Certificate of Confidentiality from the National

Institutes of Health. This certificate means that SRC cannot be forced to disclose information

that may identify you, even by a court subpoena, in any federal, state or local legal

proceeding. However, the certificate does not restrict you from voluntarily disclosing your

information.

WHAT ARE THE RISKS OF THE STUDY?

There are no physical risks associated with this study. However, there is a slight risk of loss

of confidentiality. Every effort is made to keep your information confidential, but this cannot

be guaranteed.

WHAT ARE THE COSTS?

There are no costs to you or your insurance provider for participating in the BOLD study,

and no additional medical or surgical procedures or tests are performed as part of the study.

You will not be paid for participating in the study, and SRC assumes no responsibility for

paying, discounting or providing free medical care before, during or after your surgery.

WHAT ARE MY RIGHTS?

Your participation in the BOLD study is voluntary. You do not have to take part in this study

in order to have bariatric surgery. You may withdraw from the study at any time. If you

withdraw from the study, your data will not be used for research purposes. Your decision to

not participate in or to withdraw from the study will not affect your medical care in any way.

If you decide to withdraw from the study, you will need to let your surgeon know in writing.

● ● ●
You are not required to sign a consent form to participate in this study. However, you must

let your bariatric surgeon or his/her staff know if you do not wish to participate either

before you leave the office today or prior to your surgery.

You will receive a copy of this information to take home with you. If you are a minor, this

information is being provided to you and your parent or legal guardian.

If you have any questions about the BOLD study, please visit the SRC website at

www.surgicalreview.org and click on “Research,” or call SRC Support at 1-866-790-4772.
Surgical Review Corporation ● 4800 Falls of Neuse Road ● Suite 160 ● Raleigh, NC 27609

1.866.790.4772 (EE.UU. y Canadá) ● 1.919.792.3770 (Internacional) ● www.surgicalreview.org

Español USA_REV 2: 04/2011

Espanol – Paciente no tiene que imprimir estas  paginas  9 – 12.
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Estudio de la Base de Datos Longitudinal de Resultados Bariátricos

(BOLD)

Hoja de información del paciente

Surgical Review Corporation (SRC), una organización de atención de la salud sin fines de

lucro, está llevando a cabo un estudio sobre cirugías bariátricas/ de pérdida de peso. SRC

desarrolló la base de datos longitudinal de resultados bariátricos (BOLD, por sus siglas en

inglés) para respaldar las decisiones de los cirujanos referentes al cuidado del paciente y

para monitorear los resultados de las cirugías bariátricas. BOLD es ahora la base de datos

de cirugía bariátrica más grande del mundo y contiene información de cientos de miles de

pacientes.

¿POR QUÉ SE ESTÁ REALIZANDO ESTE ESTUDIO?

El propósito de este estudio es documentar e investigar los resultados a corto y largo plazo

de los diferentes tipos de cirugía bariátrica. SRC comparará las intervenciones quirúrgicas

realizadas con la salud de los pacientes, durante los siguientes cinco años después de la

cirugía. Esta información nos permitirá conocer los tipos de cirugía que son más efectivas

para la pérdida de peso y el control de condiciones relacionadas con la obesidad.

¿CUÁLES SON LOS BENEFICIOS DE ESTE ESTUDIO?

La información y el conocimiento obtenidos en el estudio de BOLD ayudarán a los cirujanos

a mejorar la atención quirúrgica bariátrica que se brinda y también ayudará a entender

mejor los riesgos y beneficios de cada tipo de cirugía bariátrica.

¿QUIÉNES PARTICIPARÁN EN ESTE ESTUDIO?

Todos los pacientes que hayan tenido una cirugía bariátrica realizada por un participante del

programa Centro de Excelencia de Cirugía Bariátrica administrado por SRC participarán en

el estudio de BOLD. SRC desarrolló y administra el programa a nombre de la Sociedad

Americana de Cirugía Metabólica y Bariátrica.

¿CÓMO SE LLEVARÁ A CABO EL ESTUDIO?

Como parte de la participación de su cirujano en el programa del Centro de Excelencia de

Cirugía Bariátrica, él/ella recopilará la siguiente información de cada paciente de cirugía

bariátrica y la ingresará en la base de datos longitudinal de resultados bariátricos (BOLD).

• Información personal: sexo, raza, situación laboral, situación del seguro, número de

historia clínica, año de nacimiento, talla, peso y cirugías previas. Su cirujano puede

ingresar su nombre para propósitos de seguimiento interno.

• Información sobre su cirugía: fecha de admisión, fecha de la cirugía y fecha de alta.

• Información sobre su condiciones médicas antes, durante y después de la cirugía.

Los datos utilizados para investigación no incluyen su nombre o número de historia clínica.

La información sobre su cirugía se combinará con los datos de otros pacientes participantes

en este estudio en una base de datos de investigación aparte y el personal de investigación

de SRC analizará esta información combinada. Los resultados del estudio se reportarán o

publicarán basados en el total de la población. No se publicará ninguna información

individual de ningún paciente.

¿QUÉ PASARÁ CON MI CONFIDENCIALIDAD?

Su información se ingresará en la base de datos longitudinal de resultados bariátricos

(BOLD) a través de un sitio web seguro y será almacenada en una base de datos

administrada por SRC. Esta base de datos es segura y cumple con los requisitos de

protección de confidencialidad del paciente requeridos por la Ley de Portabilidad y

Responsabilidad de Seguros de Salud (HIPAA).

Además su privacidad estará protegida por un Certificado de Confidencialidad de los

Institutos Nacionales de Salud. Con este certificado, SCR no puede ser obligado a revelar

información que pudiera identificarlo a usted, ni siquiera con una citación judicial, en ningún

procedimiento federal, estatal o local. No obstante, el certificado no impide que usted revele

voluntariamente su información.

¿CUÁLES SON LOS RIESGOS DE ESTE ESTUDIO?

No existe ningún riesgo físico asociado con este estudio. Sin embargo, existe un leve riesgo

de pérdida de confidencialidad. Aunque no podemos garantizarlo, haremos todo lo posible

para mantener la confidencialidad de su información.

¿CUÁLES SON LOS COSTOS?

No le costará nada ni a usted ni a su proveedor de seguro de salud participar en este

estudio de BOLD y no se necesitarán procedimientos quirúrgicos o pruebas adicionales como

parte del estudio. No recibirá ningún pago por participar en este estudio y SRC no pagará,

proporcionará descuentos ni brindará cuidado médico gratuito antes, durante o después de

la cirugía.

¿CUÁLES SON MIS DERECHOS?

Su participación en el estudio de BOLD es voluntaria. Usted no tiene que participar en este

estudio para que se le practique una cirugía bariátrica. Usted puede retirarse del estudio en

cualquier momento. Si usted se retira del estudio, no se utilizarán sus datos para propósitos

de investigación. Su decisión de no participar en el estudio no afectará la atención médica

que recibe de ningún modo. Si usted decide retirarse del estudio, deberá comunicar su

decisión por escrito a su cirujano.

● ● ●
Usted no está obligado a firmar el formulario de consentimiento para participar en este

estudio. Sin embargo, si no desea participar, debe comunicárselo al cirujano bariátrico o

a su personal antes de retirarse del consultorio el día de hoy o antes de la cirugía.

Usted recibirá una copia de esta información para que se la lleve a su casa. Si usted es un

menor de edad, esta información se le proporcionará tanto a usted como a sus padres o

tutor(es) legal(es).

Si tiene alguna pregunta acerca del estudio de BOLD, contáctese con el servicio de

asistencia de SRC al 1-919-792-3770.
Surgical Review Corporation ● 4800 Falls of Neuse Road ● Suite 160 ● Raleigh, NC 27609

1.866.790.4772 (US and Canada) ● 1.919.792.3770 (International) ● www.surgicalreview.org

Rev 2: 04/2011
Dallas Bariatric Center





Medical City Dallas 7777 Forest Ln C-670


Ph:972-566-2263          Fax:972-566-2952


         www.dallasbariatriccenter.com











Responsibility Party Statement:As the responsible party, I agree that all charges that are not directly paid by my insurance will be my responsibility. 


Signature:_____________________ Date:_________


Insurance Information


Primary Insurance Company:_________________________ Type of Plan:    PPO    HMO    EPO    POS     OTHER                 


Policy/ Certification Number:_________________________  Group Number:__________________________


Phone Number: ____________________________





Secondary Insurance Company:________________________ Type of  Plan:   PPO     HMO    EPO    POS     OTHER


Policy/Certification Number:__________________________ Group Number:___________________________


Phone Number: ____________________________





Are you using our Self Pay Option:   Do you need details finance options?  ____________        





How did you first hear about Dr. Jayaseelan?        TV         Newspaper          Radio       Internet


       Friend/ Co Worker Name:_____________________     Other:____________________________





Spouse Information


 Name:_______________________________  Work Phone:(______)______-_________


Emergency Contact


Name:_____________________________  Relationship:____________ Contact Phone:(____)_____- ______





Primary Insured Information ( if different than patient)





Name______________________________________________________       Birth Date:_______-_________-__________


                Last                                   First                       M.I.                                                                                   M              D              Yr


Relationship to patient:________________________


Street Address:_________________________________________Apt/Unit:_______________________________


City:____________________________________ State:_________________ Zip Code:_______________________


SSN:_________-__________-_____________ 


Home Phone:_(_______)________-_________ Work Phone_(_______)________-_________ Ext:_________________


Alt/Cell Phone:_(________)_________-__________


Employer: ____________________________________ Occupation: ____________________________


Employer Address:______________________________ City:__________________ State: _______ Zip Code:__________





Patient Information





Name:_____________________________________________________             Birth Date:______-______-_________


                  Last                                               First                                    M.I.                                                    M              D             Yr


Age:________ Height:__________    Weight:_____________ Sex:       M        F


Street Address:________________________________________________  Apt/Unit:____________________________


City:________________________________   State:___________________   Zip Code:_________________________


SSN________-_______-________     E-mail Address:_________________________@_________________________


Home Phone:_(_______)________-________  Work Phone:_(_______)_______-_________ Ext:__________


Alt/ Cell Phone:_(________)________-_________


Level of Education:___________________ Employer:_____________________ Occupation:________________________


Employer Address: _____________________________ City:____________________ State:_______ Zip Code:_________


Marital Status:        married        single         divorced        widowed    Number of children:_________	
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Page 1 of 1
Demographic Information Chart Number Year of Birth
First Name Ml Last Name Suffix
Race (check all that apply) O African American O Asian O Caucasian O Hispanic O Native American O Other O Pacific Islander f Hawailan
Gender © pale © Female Employment CFulltime OParttime O Selffemployed © Homemaker O Student O Refired © Digabled © Unemployed O Mot specified
Country State
Patient Participating in BOLD study for research? OYes CNo

Insurance Information
Surgery Payment Method  (check all that apply)
Does the patient’s insurance company require any of the following prior to certification?

D Medically supervised weight loss program

O 3-6months O7-12months © > 12 months

O Precperative weight loss

O = 3 months Olbs Okgs

O Private insurance U Medicare O Medicaid O Other govemment insurance O Selfpay O Charity
(select all that apply)

U Mental health clearance

Previous Bariatric Surgeries
0 Biliopancreatic diversion (BPD)
0 BPD with duodenal switch

o Gastric band, adjustable
0 Gastric band, non-adjustable

0 Gastric bypass {Roux-en-Y), laparoscopic 00 Gastric bypass, banded

0 Gastric bypass (Roux-en-Y) with distal Gastrectomy, laparoscopic
0 Gastric bypass (Roux-en-Y) with distal Gastrectomy, open
o Gastric pacing

o Other
o Sleeve gastreciomy

1 Gastrectomy o Gastric bypass {Roux-en-Y), open o Gastric bypass, mini loop O Intestinal bypass n Vertical bandad gastroplasty
Year(s) If Other:
Original Weight Olbs Ckgs O Estimated O Actual Lowest Weight Achfeved Olbs Okgs C Estimated O Actual
Surgeon(s) (Enter "Other” if not a COE surgeon with your program. }
Were there any complications? OYes ONo
Complications associated with Previous Bariatric Surgery:

O NONE o Death from cardiac Fallure o Infury of spleen 0 Pouch dilation

O Death from pulmeonary embolus

O Death from suicide

0 Death indeterminate

O Decubitue ulceration of skin / underlying
tissues .

o Deep venous thrombosis

o Dehiscence

O Injury of stomach

O Internal hernia

O Internal ebstruction

11 Intolerance, device ralated

O Intra-abdominal abscess

O Iron deficiency / resulting anemia
D Lead matfunction or displacement

O Acute asthma exacerbation

O Adrenal insufficiency

O Alopecia

O Anastomotic, hemorrhage

O Anastomotic, leakage

O Anemia, cause other than iron deficiency
0 Angina

O Anoxic brain injury o Dehydration O Liver failure
g ARDS / non-cardiogenic pulmonary O Dslerium {altered mental status) O Magnesium deficiency
edema O Diarrhea O Malfunction, device refated
o Arthythmia O Drug reaction O Mesenteric arterial thrombosis
O Atelactasis O Electrolyte imbalance requiring treatment - Mesentsric ischemia
O Bacteremia o Erosion o Mesenteric ischemia / bowel ischemia /
O Bleeding / hemorthage, intra-abdominal 01 Esophageal dilation infarction
O Blindness O Evisceration 0 Mesenteric venous thrombosis, e.g. portal
o Calcium deficiency / osteopenia / O Fluid leak D Muiti-system organ failure
osteoporosis O Folate deficiency 1 Myocardial infarction
O Cardiac arrest O Gall stones O Nausea / vomiting
0O Cholecystitis O Gastroesophageal reflux disease O Neisidioblastosis / hyperingulinemia

O Common bile duct obstruction p Gastrogastric fistula / gastric pouch staple

O Nerve injury

o Death caused by sepsis from an line disruption o Neuropathy
anastomotic leak ) O Gl bleeding 0O Nutritional support required via TPN
o Death caused by sepsis from other O Heart failure and/or pulmonary edema o Nutritional support required, Enteral
abdominal source O Hemodialysis nutrition via feeding tube
o gam gue 3 awa?:‘b ruch O Hernia, surgical incision site O Obstruction
0 Death due to bowel cbstruction " ;
3 O Hyperglycemia o Obstruction, device related
g Death due to cerebrovascufar accident L =
ey o Hyperparathyrondlsm o Open g.onverslon from minimal access
Death due to evisceration 0 Hypoglyoeria Grer
o O Hypovolemia O Other

O Death due to myocardial infarction
O Death due to other cause
O Death due to pneumonia

O Pancreatitis, all other eticlogies
D Pancreatitis, gallstone etiology

O Infection, device related
O Injury of sscphagus

, ] . o Injury of intestine, including duodenum, O Panniculitis
u] R:I!Jﬂé due to respiratory failure, including jajunum, colon 0 Paralytic llaus
O Death from bleedin, 0 Injury of liver O Pleural effusion
g O Injury of pancreas O Pneumonia

If Other: o Pneumothorax

O Procedure intolerance requiring reversal

3 Proteln deficiency / protein malnutrition

O Psychosis

O Pulmonary embolism

O Renal calculus / kidney stone

O Renal failure

O Respiratory failure

0O Rhabdomyolysis

O Roux limb, Ischemia

0O Roux limb, obstruction

O Sepsis from anastomotic leak

O Sepsis from other abdominal source

o Severe weakness / motor dysfunction,
including Guillen-Barre syndrome

O Slippage, gastric band, adjustable

0 Slippage, gastric band, non-adjustable

O Slippage, gastric bypass, banded

O Stricture

D Stroke / cerebrovascular accident

O Supeficial phiebitis

11 Surgical site infection

O Surgical wound infection / soft tissue abscess

O Systemic Inflammatory response syndrome

0 Thyroid dysfunction — hyper or hypo

O Ulcer

0O Urinary infection

O Vitamin A deficiency

g Vitamin B1 {thiamin) deficiency — Peripheral
neuropathy

o Vitamin B1 (thiamin) deficiancy — Wermicke-
Korsakoff syndrome

[ Vitamin B12 deficiency

O Vitamin D deficiency

O Vitamin E deficiency

o Vitamin K deficiency

O Wound complications

O Zinc deficiency

Previous Non-Bariatric Surgeries o CABG o Hip replacement

o Nissen fundoplication

o1 Vasectomy

o Anti-reflux procedure 0 Breast cancer, biopsy o Cesarean section 0 Hysterectomy (+/- cophorectomy) n Peripheral vascular procedure
0 Appendectomy O Breast cancer, mastectomy o Cholecystectomy o Knee replacemant o Tubal ligation

o Bowsl resection o Breast cancer, radiation o Discetomy o Laminectomy o Vagotomy

SIGNATURE

Print name of parson completing form

Signature of person completing farm







