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Date & Method you viewed Dr. McDermott’s Seminar:

DATE: WU Monthly Meeting UDVD UOnline
PERSONAL INFORMATION
Name: Date of Birth: Age: Gender:
Address: Home Phone: Cell Phone:
City: State: Zip: Social Security #:
Patient Email: Spouse/Partner Name:

Ethnicity (optional): QWhite  QHispanic WBlack W Asian U Native American W Other:

Patient Occupation: Employer: UFull Time Q Part Time
Patient Work Phone (Optional): Patient Work Email (Optional):

Pharmacy: Location:

PRIMARY Insurance Company: SECONDARY Insurance Company:

Subscriber Name: Sub DOB: Subscriber Name: Sub DOB:

Subscriber/ID #: Plan: Subscriber/ID #: Plan:

Group #: Ins Phone: Group #: Ins Phone:

HEALTH CARE PROVIDER

Primary Care Physician: Phone:

Address: City: State: Zip:

I"HBY6&"(()"*+8&,+&-)"* -#$/01"233(/$04&3" &-5$33$(6"4(")$3/.33"57"5&)$/01"/0-&"8$4+"4+&"9(11(8$6%" &-3(6:3;<
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Please review the co-morbidities and indicate any that you have been previously diagnosed
with, when you were diagnosed and all medications that you are currently taking for the
selected item. This information will be reviewed, monitored and tracked at each post-
operative appointment.

U Diabetes Type 1:
Date diagnosed:
Current Medication:

U Diabetes Type 2:
Date diagnosed:
Current Medication:

W High Cholesterol:
Date diagnosed:
Current Medication:

U Hypertension:

Date diagnosed:
Current Medication:

U Osteoarthritis:
Date diagnosed:
Current Medication:

L Gastro Esophageal Reflux Disease:
Date diagnosed:
Current Medication:

L Sleep Apnea:

Date diagnosed:
Do you use a CPAP?
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Obesity has been a problem for years, since:

UcChildhood UWTeenage Years WAdult Years  Pregnancy

PHYSICIAN SUPERVISED DIET: Insurance companies’ definition of Physician Supervised Diet means that you have gone
monthly to your physician or other health care provider, specifically for weight loss. If you have participated in this type

of diet, please check how long you did the program.
U3 month’s W6 month’s W12 month’s WMore than a year
Did you participate in this Physician Supervised Program within the last two years from today’s date?

UNo QYes Dates:

If yes: Physician Name: Phone number:

P Activity Level: (Please check the one level that most accurately describes your activity.)

W Sedentary (very little exercise)

U Mild exercise (stairs, walk over three blocks without becoming short of breath, golf)
U Occasional vigorous exercise (work or recreation — less than 30 minutes/4x a week)
U Regular vigorous exercise (work or recreation — more than 30 minutes/4x a week)

Do you mow your lawn? UYes O!INo Do you climb stairs daily?
Is your house on two levels? UYes O!No Do you take daily walks?

P Exercise Habits:

UWalking UYoga/Pilates USwimming
U Aerobics U Curves U Gym/Club membership
U Water aerobics W Physical Therapy U DVD/Video Tapes

W Personal Trainer W Other:

U PT is unable to exercise due to:

QdYes WNo
dYes WNo
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» Weight Loss Drugs:
Please indicate all weight loss drugs you have used in the past including herbal/homeopathic and over-the —counter:

Fen-Phen QYes WNo Xenecal® UYes UNo
Phentermine (Fastin®) WYes WNo Pondimin® UYes UNo
Meridia® UYes UWNo Others (include all):

» Food Habits:

| am satisfied when | finish eating a meal. UYes UNo | snack between meals. UYes UNo
| use food as a source of comfort. UYes UWNo | eat some sweets every day. WYes WNo
| am concerned about how much | eat. UYes UWNo | binge eat. UYes UWNo
| am concerned about the types of food | eat. UYes UNo I snack all day long. UYes WNo
I think a lot about food during the day. UYes UNo I go without then gorge myself. QYes WNo
How many times per day do you eat? | eat normal size meals 3x daily. dYes WNo

P Please indicate which diet programs you have tried by answering YES or NO to each of the diet programs listed:

Book Diet WYes UNo Self-Imposed Fasts UYes UNo  Herbal Life WYes UNo
Hypnosis UYes UNo Over-the-Counter UWYes UNo High Protein WUYes UNo
Metabolic Research WYes UNo Liquid Protein WUYes UNo Jenny Craig WYes UNo
Dr.Atkins WUYes UNo Low Carbohydrate Yes UNo Overeaters Anon. UYes UNo
Low Calorie WYes UNo Weight Watchers UWYes UNo Nutri-System WYes UNo

O9URRENT MEDICATIONS:
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Please complete for each drug and herbal and/or homeopathic medications taken including herbal dietary and weight loss
supplements and over the counter medications (such as aspirin). Check medical containers for the correct dosage information.

Name of Medication Strength Frequency Purpose Start Date Prescribing Physician
» Have you taken oral steroid pills (ex Prednisone®) in the last year? UYes UNo
» Are you taking COUMADIN ©? UYes UNo
» Are you taking PLAVIX®, EFFIENT®, PRADAXA®, XARELTO®, BRILINTA®? UYes UNo
» Do you take immunosuppressant’s? UYes UNo

P ALLERGIES

Are you allergic to any of the following?
Latex: UdYes UNo

Surgical Tape: UYes UNo

X-Ray Dye: UYes UNo

lodine: QYes UNo

» Please list ALL medications, including over-the-counter (OTC) medications that you are ALLERGIC to:

Medications

1.
2.
3.
4,

Symptoms/Reaction:
U Difficulty Breathing Rash U Nausea
U Difficulty Breathing URash U Nausea
U Difficulty Breathing Rash U Nausea
U Difficulty Breathing UJRash Nausea

P Please list ALL foods/herbs you are ALLERGIC to:

1.

Shellfish dYes UNo

2.
3.
4,

U Difficulty Breathing URash U Nausea
U Difficulty Breathing U Rash U Nausea
U Difficulty Breathing Rash I Nausea
U Difficulty Breathing U Rash U Nausea

Witching U Other:
U Itching U Other:
Witching U Other:
Qitching U Other:

Qitching U Other:
U Itching U Other:

Witching U Other:
Witching U Other:
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» Marital Status: QSingle  UMarried USeparated U Divorced Uwidowed WSignificant other
P Living Circumstance:
Do you live: UAlone U With parents QWith spouse QWith significant other
WU With children W Other:
» Tobacco: Have you used tobacco products in the past? UYes UNo Year quit:
Tobacco used now? UYes WNo
U Cigarettes: Packs per day _ Number of years
UCigars: Number per day - Number of years
UPipe: Times per day _ Number of years
UChew: Times per day _ Number of years
» Alcohol: Do you drink alcohol daily? UYes UNo how much:
Drink more than one time daily? UYes UNo
P Caffeine: Do you use caffeine, including:
Coffee UYes UNo How many cups daily?
Soda with caffeine UYes UNo How many daily?
Other: How often?
» Drugs:
Do you currently use recreations/ street drugs? UYes UNo
If no, have you ever in the past? WYes UNo
Have you ever been enrolled in a drug treatment program? UYes UNo If yes, when?

» SURGICAL HISTORY

P It Is important that you complete this for any surgeries you may have had in the past.

Surgery Date Procedure Procedure
(Open) (Laparoscopic)

Surgeon

Reason for Surgery

Sinus

Thyroid

Tonsillectomy/
Adenoidectomy

&/ ! ! ! !
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P SURGICAL HISTORY CONTINUED
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PATIENT STATEMENT:

2=>?@A!B2>1@C">@"D2E"FGCGH!>*">@"D?7E*!12C<
I"+&-&J7"0.4+(-$K&",075&64")$-&/417"4("4+&" ,+73$/$06"(9"4+&"3.-#$/01"06)L(-"5&)$/01"I&
$9"067M"(4+&-8%$3&",070J1&"4("5&"9(-"+$3L+&-"3&-%$/&3"03")&3/-$I&)M"-&01SK$64#"1"05'
4(",07"6(6N(%&-&)"3&-1880

2=>7@AIB2>!@C">@"AGPG2*G"ICH@AQ2>!@C<

1"+&-8J7"0.4+(-$K&"4+&" +73$/$06"4("-&1&03&"067"$69(-504$(6"0/R.$-8&)"$6"4+&"/(.-3&" (9"
4-8&045864")8&58&)"6&/8330-7"4(",-(/&33"$63.-06/&"/10$530"

1"+0%6&"06388-&)"4+&"0J(%&"R.&34$(63"4("4+&"I&34"(9"5 7 ORI ETHI06""05"6 (4"
8$4++(1)$6#'067"$69(-504$(6"8+$/+"/(.1)"I&")&4-$586401"4("57"+&0 1 NESERA-"

$5,0/4"4+&"(.4/(5&"(9"57"5&)$/01"4-&045&B40
|

Patient Signature Date
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AUTHORIZATION FOR TREATMENT

Medical Care is a patient care service provided in response to a wide range of medical care needs of all ages regardless of
gender, color, race, creed, national origin or disability, five days a week

The purpose of medical care is:

X To treat disease, injury and disability by examination, testing and use of procedures, in the aid of diagnosis or
treatment.

To obtain information needed in diagnosing and examining patients.

To prevent or minimize residual physical and mental disability.

To aid patients in achieving their maximum potential within their capabilities.

X X X X

To accelerate convalescence and reduce the length of the functional recovery

All procedures will be thoroughly explained to you before they are performed. You are not expected to experience any
increase in your current level of pain or discomfort. You should stop any procedure before you experience any increase in
your current level of pain or discomfort.

You are expected to cooperate fully with the examination and stop any test or procedure before experiencing any increase
in your current level of pain or discomfort.

There are certain inherent risks with medical care. Y ou will be able to stop any procedure if you feel any discomfort. The
attending physician will take every precaution to ensure that you are protected for any potentially hazardous situation.
You will never be forced to perform any procedure that you do not wish to perform.

Based on this information, I agree to cooperate fully and to participate in all medical care procedures and to comply with
the plan of care as it is established.

, DFNQRZOHGJH WKDW , KDYH UHDG DQG UHFHLYHG FRSLHV RI WKH $XW
Responsibilities.

For your personal safety, do not use any equipment without a staff member present.

Patient Name (PLEASE PRINT) Social Security Number

Patient Signature Date

Witness Signature Date
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Patient Name Date of Birth

Patient Consent Form

I have read the C(4%/&"(9"D-$%0/7"D-0/4$iéderstand that | have certain rights to privacy regarding my protected
health information. | understand that this information can and will be used to:
% Conduct, plan, and direct my treatment and follow—up among the multiple healthcare providers who may be involved in
that treatment directly or indirectly
% Obtain payment from third-party payers.
% Conduct normal healthcare operations such as quality assessments and physician certifications.

I understand that this organization has the right to change its C(4$/&"(9"D-$%0/7"D-0/4é&Btime to time and that |
may contact this organization at any time to obtain a current copy of the C(4%$/&"(9"D-$%0/7"D-0/4$/&3

| understand that | may request in writing that you restrict how my private information is used or disclosed to carry
out treatment, payment, or health care operation. | also understand you are not required to agree to my requested
restrictions, but if you do agree then you are bound to abide by such restrictions.

| give my consent to photographs or correspondence that | present or sent to the clinic to become property of GSMA. |
understand that | may revoke this consent in writing at any time, except to the extent that you have taken action
relying on this consent.

I I

QI"#$$93064 |

|

!

!
O%*+,-" ST HITHHTTTHTITTO*+", IR "
1"2*+(&Yo#3(4S+&SS*+("Yo+. S/ $

IHS%& () + U



Page 18 of 20

@)DUSTH\J MCDERMOTT MD

Weight Loss Surgery Patient Compliance Agreement

>+&" .-, (3&"(9"4+$3"0H#-&&5&64"$3"4(" &BB-85)&-3406)$6#"06)"/(55$45864"-&R.$-&)"4(" -()./&"0"3.//&339.1"
(4/(5&"8$4+"-&#0-)"4("7(.-"J0-$04-$/"3.-#$/01" -(/&) .-&O

Instructions: Please read each paragraph, and once you agree to the contents of that paragraph, please write your initials
on the line next to each paragraph. If you have any questions please ask.

| understand that | play an essential role in the treatment of my obesity and that my continuous active
participation in my treatment is essential.

| verify that | have completed a medical history questionnaire and that to the best of my knowledge it is
true and correct.

| will inform Good Shepherd Surgical Associates of any changes in my address, telephone number and
health insurance.

| agree to comply with the pre- and post-surgery protocols, which includes attending bariatric support
group programs, following the diet(s) provided to me, and behavior modifications.

| agree to take vitamins, and calcium and other supplements for life as directed by my surgeon and/or
primary care physician.

| understand that a medical condition that exists or may develop, not in direct relationship to my obesity
surgery, must be treated by my primary care physician. | understand my surgeon may not be able to treat
me or fill prescriptions for other medical conditions.

| understand the importance of returning for all required scheduled visits (including clinical appointments
and dietitian visits) and that | need to call in advance if | need to reschedule an appointment.
X 2 week, 6 week, 6 month, 1 year, then annually for 2 years.

| understand that this surgery requires long-term follow up for optimal health and success with weight
loss.

| understand that if | do not follow through with all of the terms of this Agreement that my surgeon may
refuse to perform the bariatric surgical procedure or may discharge me from the practice at any time.

Patient Signature Date Witness Signature Date
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Medical Records Authorization of Release Form
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Patient Portal Access

Our New Patient Portal allows you to:

1. Request an Appointment and view future appointments

2. Access and update personal heath information, including:
X Medical conditions and allergies
X Current medications
X Immunization records
X Test results

3. Request prescription refills
4. Email a non-urgent message to our office

5. Receive your statements on-line

If you would like to access the GSMA Patient Portal please complete the following information and we will
provide you a step by step instruction packet with your unique registration number at check out.

Name: Date of Birth: / /

Email Address:

| am not interested in using the Patient Portal!"##HHHHHHAHBHIHHHAHHHHHHHHH A

Patient signature

Thank you and please let us know if you have any questions.



