
BARIATRIC SURGERY SCREENING QUESTIONNAIRE 
HEAL TH PSYCHOLOGY CLINIC 

NAME __________________________ _ DATE ______________________ __ 

HOMEADDRESS ________________________________________________________ ___ 

CITY __________________ _ STATE ZIPCODE _______ _ 

HOMEPHONE: _________ CELLPHONE: WORKPHONE ____________ __ 

AGE/DATE OFBIRTH _____ _ SEX ETHNICITYINATIONALITY: -------

ID # (20/30 SPONSOR'S SS#) ____________ _ 

CURRENT PAIN LEVEL (0 -10 SCALE): _____ Location of pain: __________ _ 

BARIATRIC PROCEDURE: (please circle): gastric bypass lap band sleeve I haven't decided 

long has weight a problem? ______________________ _ 

on your 

Describe your appetite (hungry all the time, not hungry, skips meals): --------------------------

How would you describe your mood? ~~~~~~~~~~~~~~~~~~~~~~~~ 
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MENTAL HEALTH mSTORY 

~veyouev~fuhdepre~ed?ffy~,when:~~~~~~~~~~~~~~~~~~~~~~~_ 

Have you ever thought of ending your life? If yes, when: _~ ______ ~ _________ _ 

Have you ever thought of hurting or killing another person? If yes, when: _____ ~ ___ ~ ___ _ 

Have you ever participated in counseling or psychotherapy? If yes, please describe: __ ~ ______ _ 

Have you ever taken medication for mental heahh symptoms? If yes, please describe: __________ _ 

of children: -------------------------------------------------------------------
Where do they reside? 

------------~--------------------------~---------------------

Past or current legal problems: ____________________________ _ 
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SUBSTANCE USE HISTORY 

Describe current alcohol use (none, rare, occasional, moderate, heavy): _____________ _ 

Alcohol consumption (per week, month, or year): ____________________ _ 

Have you ever felt that you should cut down on your drinking? ________________ _ 

Have people ever annoyed you by criticizing your drinking? _________________ _ 

Have you ever felt guilty about your drinking? ______________________ _ 

Have you ever had a drink first thing in the morning (an eye opener or early morning drink) to steady your nerves 
ocgctrid~a~n~v~ocreshlu~druge~ct?~~~~~~~~~~~~~~ ________ _ 

Nicotine use ( i.e., packs/day): _____ _ If you used nicotine, when did you stop? ______ _ 

Caffeine consumption per day: ______ Carbonated beverage consumption per day: ______ _ 

..... ..,..,"'A A<JV any ..:JAF,.LU.LJl"' .... AAL c.llanges or events in your 
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