
UPMC HORIZON       

BARIATRIC SURGERY CENTER  

* Please complete entire form prior to your appointment* 

                

Patient Information: 
Last name, first, middle initial Date of Birth Sex Marital Status: 

           M    D    S    W 

Street Address Home Phone: 

 

E-mail Address: 

 

City                                State                        Zip Code Work Phone: Cell Phone Number: 

 

Social Security Number: 

 

Do you smoke? 

 

Race 

Employer Information: 
Occupation / Type of Work 

 

Employer’s Street Address 

Employer’s Name 

 

City                            State                        Zip Code 

 

Emergency Contact Information: 
Emergency Contact Name:                 Relationship: 

 

Emergency Contact Home Phone Number: 

Emergency Contact Address: 

 

Emergency Contact Alternate Phone Number: 

Primary Care Physician: 
Primary Care Physician: 

 

Primary Care Physician Address: 

 Primary Care Physician Phone Number: 

 

Referring Physician: (If different than Primary Care Physician) 
Referring Physician: 

 

Referring Address: 

 Referring Phone Number: 

 

Insurance Information: 
Primary Insurance Secondary Insurance 

 

Address Address 

 

Customer Service Phone Number Customer Service Phone Number 

 

Policy or ID Number Policy or ID Number 

 

Subscribers Name                                      Date of Birth Subscribers Name                                              Date of Birth 

 

Relationship to Patient Relationship to Patient 

 

Subscriber’s Employer Subscriber’s Employer 

 

 

I authorize release of medical information necessary to process claims for health 

insurance and disability benefits. 

 

A copy of this authorization will be accepted as valid as the original. 

 

Signature: _____________________________________ Date:___________________ 
 

 

 

 

For office use only: 

Seminar Date_______________ 

 

Presenter:  JJK   EM    CJM 

 

Ht________Wt______BMI_____  



Do you have a preference for a surgeon?   (Please circle) 

 

  Dr. Kolenich Dr. McBean Dr. Myers No Preference 

 

Surgery you are most interested in: (Please circle) 

 

  Gastric Bypass Lap-Band Other: _____________________________________ 

 

If you have had weight loss surgery previously, please indicate what procedure and the name of the 

surgeon that performed it:_______________________________________________________________ 

______________________________________________________________________________________ 

 

Medical History: 

 

⁫  Heart Disease ⁫  Clotting/bleeding disorder ⁫  Urinary Incontinence 

⁫  Diabetes ⁫  Sleep apnea ⁫  Heavy Snoring 

⁫  Polycystic Ovary Disease ⁫  Arthritis ⁫  Cancer 

(last treatment date:___________ 
⁫  High blood pressure ⁫  Depression/Anxiety ⁫  On Dialysis 

⁫  Reflux ⁫  Asthma ⁫  On transplant list 

⁫  Anemia ⁫  Osteoporosis ⁫  Wheelchair/scooter dependent 

⁫  High Cholesterol  ⁫  Anorexia and/or Bulimia ⁫  Oxygen-dependent at home 

⁫  Stomach Ulcer ⁫  Thyroid Disorder ⁫  Other. __________________ 

 

Surgical History:  (List procedure and approximate date) 

 

Procedure Date 

  

  

  

  

  

  

  

 

Medications:  (Please list below all medications you currently use) 

 

*Please include any over-the-counter medications*  

MEDICATION DOSE HOW OFTEN? 

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

 


