


BARIATRIC SURGERY NUTRITION ASSESSMENT/EVALUATION
Amy Jaffe, MS,RD,LD Nutritionist

Name: _________________________________Date:______________ Age: ____________
Surgeon: _______________________ ( circle :) Gastric Bypass/BPD-DS/Band/Sleeve Gastr’y
Height: _______________ Weight: ______________ Desired Goal Weight: _____________
Heaviest weight and when_______________________ Lowest Weight (Since 21yr)
Childhood Weight (circle):   Under              Average         Over
Reasons for Obesity __________________________________________________________
History of Anorexia /Bulimia_____________________ History of Binge Eating__________
Weight Loss Program        Dates          How long on this?                   How much lost?                                     MD/RD supervised?
“Weight Watchers”
“Nutrisystem”
“Jenny Craig”
“Atkins”
“Optifast”/ “Medifast”
Hospital based
Program/Spas
Prescription Meds
Exercise Programs
“Slimfast”/ Shakes
Nutritionist
Others


Please check appropriate box:
[] Sleep Apnea                     [] Diabetes                                   []   High Cholesterol                         [] Hypertension 
[] Arthritis   	              	   [] Heart Disease                         []    PCOS                                           [] Other   

Is there a family history of obesity or any of the above chronic disease? If so, which ones? _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



WEIGHT LOSS SURGERY ASSESTMENT
Are you presently exercising? If so, what is your regimen?__________________________________________
__________________________________________________________________________________________
Please list food allergies and or intolerance: ______________________________________________________
Please list medications/ vitamins/ minerals/ supplements/ herbs: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Which of the following beverages do you drink?
[] Water  quantity__________________________________________________________________     
 [] Diet drinks        [] Juice        [] regular soda           [] fruit drinks      [] milk     [] coffee     [] tea/iced
        
How often do you consume alcohol? _____________________________                                                                        Which types?________________________________________________
Do you feel cravings for the following foods?
[] rice                   [] bread                        []   cereal              []   potatoes         []   sweets
Do you eat fruits and/or vegetables every day?    [] Yes    []   No
Do you eat cheese, yogurt, cottage cheese or milk every day?        [] Yes    []   No
Do you eat red meat, chicken, tofu, beans, eggs or nuts         (Please circle which ones you eat)
Do you eat at least three times a day?   [] Yes    []   No    
What do you perceive as your biggest challenge in appropriate food consumption? (Circle all that apply ):           grazing, portions, emotions, late night eating, stress, inadequate sleep, genetics 
Diet  History: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________
Patient educated on: (circle) post- surgery diet progression, bariatric food pyramid, mindfulness, things to remember for lifetime post-surgery, food journal form, sample menus, protein, vitamins, non-caffeinated fluids

BMI ___________  IBW______________ % IBW____________ Goal Weight ___________________________
[bookmark: _GoBack]
RD printed name ___________________________________ RD signature _______________________________ 










