
1 
 

 

      www.sclaweightloss.com 

                Bariatric Surgery Patient Information Packet 

Please complete the following patient information packet and mail or fax to our office with a 
copy of your insurance card (front and back). Our office will contact you when it is received. 

PATIENT NAME _________________________________________________________________ 

ADDRESS ______________________________________________________________________ 

CITY _____________________ STATE _______________ ZIP ________________ 

HOME PHONE (         )________________ WORK PHONE (        )______________ 

CELLULAR (        )___________________              FAX (        )__________________ 

BIRTH DATE ______________   SOCIAL SECURITY NUMBER _________________ 

GENDER (M, F) ____                       MARITAL STATUS (M, S, D, W) _____________ 

EMAIL _________________________ 

EMERGENCY CONCTACT 

NAME _____________________________   PHONE (         )___________________  

RELATIONSHIP _______________________ 

PATIENT’S EMPLOYMENT 

EMPLOYER _____________________________________________________________ 

POSITION ______________________________________________________________ 

PHONE NUMBER (         )___________________ 

 

David C. Treen, Jr., MD, FACS 
Todd P. Belott, MD, FACS 

Michelle M. Treen, RN 
Nurse Coordinator 

Karen G. Danna, RN 
Nurse Coordinator 

 
                 1111 Medical Center Boulevard 

Suite South 860 
Marrero, Louisiana 70072 

504‐349‐6860 
Fax 504‐349‐6865 
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INSURANCE INFORMATION 

INSURANCE COMPANY___________________________________________________________ 

NAME OF INSURED ______________________________________________________________ 

RELATIONSHIP__________________________________________________________________ 

INSURED SSN# _____________________       GROUP # INSURED _____________________ 

CUSTOMER SERVICE CONTACT # ______________  ID OR MEMBER# _____________________   

 

WHO REFERRED YOU TO US?   _______________________________________________ 

 

PHYSICIAN IMFORMATION 

FAMILY PHYSICIAN _______________________________________________________________ 

     PHONE NUMBER ___________________________________________________ 

CARDIOLOGIST __________________________________________________________________ 

    PHONE NUMBER ___________________________________________________ 

GYNOCOLOGIST _________________________________________________________________ 

    PHONE NUMBER ___________________________________________________ 

OTHER PHYSICIANS ______________________________________________________________ 

    PHONE NUMBER___________________________________________________ 

 

DO YOU HAVE A REFERRAL / LETTER OF MEDICAL NECESSITY FROM YOU DOCTOR? 

          YES OR NO 
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DIET INFORMATION 

HEIGHT ________   WEIGHT __________   BMI__________ (OFFICE USE ONLY) 

LOWEST WEIGHT LAST FIVE YEARS ___________ 

HIGHEST WEIGHT LAST FIVE YEARS __________ 

LIST ANY PHYSICIAN THAT TREATED YOU FOR WEIGHT LOSS 

NAME _________________________________ DATES ___________________ 

NAME _________________________________ DATES ___________________ 

 

PLEASE MARK ANY OF THE DIET METHODS YOU TRIED AND HOW MUCH WEIGHT YOU LOST 

ADKINS _____LBS     SUGARBUSTERS ______LBS    SOUTHBEACH _____LBS 

JENNY CRAIG _____LBS        WEIGHT WATCHERS _____LBS         NUTRI‐SYSTEM _____LBS 

APSEN CLINIC _____LBS        METABOLIFE _____LBS                     TOPS _____LBS 

PHEN FEN_____LBS               REDUX_____LBS                                 MERIDIA _____LBS 

XENICAL _____LBS                 OTHER ____________                       OTHER ___________ 

LIST ANY OTHER PROGRAMS YOU HAVE TRIED: 

_____________________________________________________________________________________

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
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PERSONAL MEDICAL CONDITIONS 

__DIABETES                                                              __CIRRHOSIS / HEPATITS                    __ STOMACH ULCERS 

__HYPERTENSION                                                    __ACID REFLUX /HIATAL HERNIA      __GALLSTONES 

__SLEEP APNEA                                                       __CANCER TYPE_____________        __PANCREATITIS 

__ BLOOD CLOTS/DVT/PULMONARY EMBOLI   __HIGH CHOLESTEROL                         __ULCERATIVE COLITIS/CROHNS 

__ASTHMA / EMPYSEMA / COPD                        __ ARTHRITIS KNEES /HIPS/ ANKLES __THYROID DISEASE 

__HEART ATTACK/ CHF/ATRIAL FIBRILLATION __ RUPTURTED DISC / BACK PAIN       __ANXIETY / DEPRESSION 

__STROKE                                       __PVD / POOR CIRCULATION       __MENTAL ILLNESS 

__BLEEDING PROBLEMS                                       __KIDNEY DISEASE 

LIST ANY OTHER MEDICAL PROBLEM NOT LISTED ABOVE: 

_____________________________________________________________________________________
_____________________________________________________________________________________

_____________________________________________________________________________________ 

MEDICATIONS 

MEDICATION      DOSAGE                          MEDICAL CONDITION 

____________________                   ____________                             _______________________ 

____________________                   ____________                             _______________________ 

____________________                   ____________                             _______________________ 

____________________                   ____________                             _______________________ 

____________________                   ____________                             _______________________ 

____________________                   ____________                              _______________________ 

____________________                   ____________                              _______________________ 

ALLERGIES 

MEDICATION___________________________    REACTION________________________ 

MEDICATION___________________________    REACTION________________________ 
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SURGICAL HISTORY 

__LYSIS OF ADHESIONS   __HERNIA              __GALLBLADDER                     __STOMACH/ULCER 

__COLON                           __PANCREAS         __SPLEEN                                  __HIATAL HERNIA/NISSEN  

__ESOPHAGUS                  __APPENDIX          __UTERUS/HYSTERECTOMY __OVARIES 

__C‐SECTION                     __TRAUMA             __TUBAL LIGATION               __LAPAROSCOPY 

__HEART SURGERY           __LUNG                   __ORTHOPEDIC                     __BARIATRIC SURGERY 

PLEASE LIST DATES AND DETAILS: 

_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________ 

FAMILY HISTORY        MOTHER         FATHER             SIBLINGS        CHILDREN 

HEART DISEASE                    _____                    _____                       _____                    _____ 

DIABETES                               _____                    _____                       _____                   _____                    

HIGH BLOOD PRESSURE      _____                    _____                       _____                   _____ 

STROKE                                  _____                     _____                      _____                   _____ 

CANCER                                 _____                     _____                       _____                   _____ 

BLOOD CLOTS                       _____                    _____                       _____                   _____ 

HEART DISEASE                    _____                    _____                       _____                   _____ 

BLEEDING PROBLEMS        _____                     _____                       _____                   _____ 

KIDNEY DISEASE                  _____                     _____                       _____                   _____                            

THYROID DISEASE               _____                     _____                       _____                   _____ 

OBESITY                                _____                     _____                       _____                   _____ 

SOCIAL HISTORY 

OCCUPATION ___________________ MARITAL STATUS __________________ 

LEVEL OF EDUCATION: HIGH SCHOOL / COLLEGE / GRADUATE SCHOOL  

DO YOU DRINK ALCOHOL? ________ HOW MUCH? ___________ 

DO YOU SMOKE? _________ HOW MUCH? ____________ 
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PLEASE SIGN AND DATE. (This questionnaire will be part of your medical record)  

 

____________________________________                    _________________________ 

PATIENT’S SIGNATURE                                                           DATE 

 

Authorization to Release Medical Information: 

I authorize release of medical information necessary to process claims for health insurance and 
disability benefits, and request that payment be made directly to my physician for services 
rendered. A copy of this authorization will be accepted as valid as original. 

Signature _____________________________ Date______________________ 

 


