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Bariatric Information Sheet 

It is important that you provide all the information requested on this sheet.  
Please be as honest as possible – the goal here is not to embarrass or shame 
anyone, but just to get an idea of where you are now as a way to discuss where 
you are hoping to go on your journey to health! 
 
Please describe your current eating habits on a typical day. 

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

 
Please provide a list of past attempts to lose or manage weight (diets, programs or 
medications you have tried, weight lost, dates of each attempt and if you kept the weight 
off). 
 
Dates  Program/diet type    Amount lost  Maintained? 

_________ ______________________________________ ___________  ___________  

_________ ______________________________________ ___________  ___________  

_________ ______________________________________ ___________  ___________  

_________ ______________________________________ ___________  ___________  

_________ ______________________________________ ___________  ___________  

_________ ______________________________________ ___________  ___________  

_________ ______________________________________ ___________  ___________  

_________ ______________________________________ ___________  ___________  

_________ ______________________________________ ___________  ___________  

_________ ______________________________________ ___________  ___________  

_________ ______________________________________ ___________  ___________  

_________ ______________________________________ ___________  ___________  

_________ ______________________________________ ___________  ___________  

_________ ______________________________________ ___________  ___________  



 

Please describe your current exercise habits. 

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

 
Please provide a list of exercise programs you have tried, including dates and why you 
stopped.    
 
Dates  Program/exercise type    Why stopped?   

_________ _____________________________________________ _______________________ 

_________ _____________________________________________ _______________________ 

_________ _____________________________________________ _______________________ 

_________ _____________________________________________ _______________________ 

_________ _____________________________________________ _______________________ 

_________ _____________________________________________ _______________________ 

_________ _____________________________________________ _______________________ 

_________ _____________________________________________ _______________________ 

_________ _____________________________________________ _______________________ 

_________ _____________________________________________ _______________________

 

 

Please provide the name and contact information for your bariatric surge0n –  

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

 

Please provide the name of your general physician/Primary Care Phycian -  

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

 

 

Please provide names of any other medical professionals with whom you currently consult, 

and their role in your care (eg: nutritionist, cardiologist, etc) -  

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

 

 
 


