    HOPE BARIATRICS
 
       POST-OP UPDATE
Last Name _______________________________________First Name_________________________Birthdate________________
Today’s date_________________Surgery Date____________ Height______________Weight_____________BMI_____________
Surgery Type                  FORMCHECKBOX 
Gastric Bypass              FORMCHECKBOX 
Sleeve Gastrectomy              FORMCHECKBOX 
 Adjustable Gastric Band                  

DIET   








                   LAB WORK 

 FORMCHECKBOX 
 Phase 1 -- clear liquids
                                                                                 When was your last blood test?    
        
               FORMCHECKBOX 
 Phase 2 -- pureed foods  



 
             
 FORMCHECKBOX 
 Phase 3 -- soft/bland foods




Month___________Year____________       
               FORMCHECKBOX 
 Phase 4 -- regular foods

VITAMIN / SUPPLEMENT INTAKE                                                                         CURRENT MEDICATIONS    
2 Product Bariatric Advantage Plan



*________________________   *    _____________________
            FORMCHECKBOX 
Advanced Multi EA (includes B-12, iron)                                               
                           FORMCHECKBOX 
1 per day  FORMCHECKBOX 
2 per day    OR

            FORMCHECKBOX 
 Ultra MVI with Iron Capsules       FORMCHECKBOX 
3 per day                         *__________________________*   _____________________                   
            FORMCHECKBOX 
Calcium Citrate, 1500 mg daily (in divided doses)



                              OR                                                                             *___________________________   *   _______________________      







 FORMCHECKBOX 
Adult Multi-Vitamin  FORMCHECKBOX 
1 per day  FORMCHECKBOX 
2 per day

               

              FORMCHECKBOX 
With Iron     FORMCHECKBOX 
 Without Iron                                        *________________________   *_____________________

               FORMCHECKBOX 
Iron supplement
 FORMCHECKBOX 
Calcium Citrate, 1500 mg daily (in divided doses)
                                                   

 FORMCHECKBOX 
B 12, sublingual, 500 mcg, daily
                                            *__________________________*_____________________


 FORMCHECKBOX 
B 12, sublingual 1000 mcg, 3/per week






 FORMCHECKBOX 
B 12, monthly injection

 FORMCHECKBOX 
Protein Supplement




*__________________________*_____________________
            
 FORMCHECKBOX 
Vitamin D 3 FORMCHECKBOX 
Not at this time





   
              





                                                                                                                                             Describe your activity/exercise plan.

___________________________________________________________________________________________________                                                    ARE YOU TAKING NSAIDS (non-steroidal anti-inflammatory meds:  aspirin, ibuprophen, celebrex, motrin, alleve, etc)


 FORMCHECKBOX 
Yes, if yes, which med________________________________ 
 
         FORMCHECKBOX 
No
Please check if you’re experiencing:  



Do you have any of the following now?


                                                 
         FORMCHECKBOX 
Nausea/Vomiting





Sleep Apnea                              FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
         FORMCHECKBOX 
Pain, if so, where __________________________

                Reflux requiring medication     FORMCHECKBOX 
Yes    FORMCHECKBOX 
No 

 FORMCHECKBOX 
Hunger






High Cholesterol                       FORMCHECKBOX 
Yes   
 FORMCHECKBOX 
No
         FORMCHECKBOX 
Tired
















                
High Blood Pressure
  FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No          

 FORMCHECKBOX 
Difficulty swallowing

 FORMCHECKBOX 
Difficulty eating meat




                                  If Yes, How many meds_______




 FORMCHECKBOX 
Constipation






Diabetes
                                 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No 

 FORMCHECKBOX 
Other______________________________                                                                          If Yes, Insulin      FORMCHECKBOX 
      








 


                            











            Non-Insulin  FORMCHECKBOX 













                   
Alcohol Use                                                                                                                Tobacco Use 






 FORMCHECKBOX 
None
 FORMCHECKBOX 
Rare
  FORMCHECKBOX 
Occasional 
 FORMCHECKBOX 
Frequent                                          FORMCHECKBOX 
None
 FORMCHECKBOX 
Rare
  FORMCHECKBOX 
Occasional
 FORMCHECKBOX 
Frequent   
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