





CO-MORBIDITIES (You must select ONLY ONE per category for each system)

Hypertension Peripheral Vascular Disease

Q No history d No symptoms of peripheral vascular disease
U Borderline, no medication d Asymptomatic with bruit

4 Diagnosis of hypertension, no medication 4 Claudication, anti-ischemic medication

4 Treatment with single medication 4 Transient ischemic

a Treatment with multiple medications
Q Poorly controlled by medications, organ damage

Congestive Heart Failure

Qd No history or symptoms of congestive heart failure
d Class I: Symptoms with more than ordinary activity
U4 Class II: Symptoms with ordinary activity

Q Class III: Symptoms with minimal activity

Q Class IV: Symptoms at rest

Ischemic Heart Disease

Q No history of ischemic heart disease

d Abnormal ECG, no active ischemia

Q History of MI or anti-ischemic medication
a PCI, CABG

Q Active ischemia

Angina Assessment

Q No chest pain symptoms/angina

U Anginal chest with extreme exertion (e.g. running, swimming, etc.)

Q Anginal chest pain occurs with moderate activity or exertion

d Anginal chest pain with minimal exertion (e.g. walking across a room) or 'at rest
4 Unstable angina



CO-MORBIDITIES (continued) (You must select ONLY ONE per category for each system)

MUSCULOSKELETAL

Back Pain

Q No symptoms of back pain

QO Intermittent symptoms not requiring medical treatment

U Symptoms requiring non-narcotic treatment

QO Degenerative changes or positive objective findings, symptoms
requiring narcotic treatment

QO Surgical intervention done or recommended pending weight loss

4 Failed previous surgical intervention with existing symptoms

Musculoskeletal Disease

Q No symptoms of musculoskeletal disease

Qa Pain with community ambulation

U Non narcotic analgesia required

4 Pain with household ambulation

O Surgical intervention required (ex: arthroscopy)

O Awaiting or past joint replacement or other disability

Fibromyalgia

Q No history of fibromyalgia

O Treatment with exercise

Qa Treatment with non-narcotic medications

d Treatment with narcotics

O Treatment with narcotics: Surgical intervention done
or recommended

Q Disabling, treatment not effective

REPRODUCTIVE

Polycystic Overian Syndrome

4d No history of polycystic ovarian syndrome
d Symptoms of PCOS, no treatment

U OCP's or anti-androgen Rx

4 Medformin or TZD

Q Combination therapy

O Infertility

Menstrual Irregularities (not PCOS)
4 No history of menstrual irregularities
4 Irregular periods or oligomenorrhea
a Menorrhagia

O Amenorrhea

O Prior total abdominal hysterectomy

PsycHosocIAL

Psychosocial Impairment

U No impairment

4a Mild impairment in psychosocial functioning but able to perform
all primary tasks

4 Moderate impairment in psychosocial functioning but able to
perform most primary tasks

O Moderate impairment in psychosocial functioning and unable to
perform some primary tasks

Q Severe impairment in psychosocial functioning and unable to
perform most primary tasks

Qd Severe impairment in psychosocial functioning and unable to
function

Depression

a No symptoms of depression

U Mild and episodic not requiring treatment

U Moderate, accompanied by some impairment, may require
treatment

O Moderate with significant impairment, treatment indicated

4d Severe, definitely requiring intensive treatment

4 Severe requiring hospitalization

Confirmed Mental Health Diagnosis
4 None

4 Bipolar disorder

4 Anxiety/panic disorder

U Personality disorder

4 Psychosis

Alcohol Use
O None QO Rare O Occasional O Frequent

Tobacco Use
d None O Rare U Occasional O Frequent

Substance Abuse (Prescription or Illegal)
O None 0O Rare O Occasional O Frequent

GENERAL

Stress Urinary Incontinence

Q No history of stress urinary incontinence
d Minimal and intermittent

4d Frequent but not severe

Q Daily occurrence, requires sanitary pad
U4 Disabling

U4 Operation ineffective

Pseudotumor Cerebri
4 No symptoms of pseudotumor cerebri
a Headaches with dizziness, nausea, and/or pain behind the eyes,
no visual symptoms
a geadaches with visual symptoms and/or controlled with
iuretics
a Eatierg_t has had MRI to confirm PTC, is well controlled with oral
iuretics
Q Patient is well controlled with stronger medications
O Patient requires narcotics or has had (or needs) surgical
intervention

Abdominal Hernia

a No hernia

d Asymptomatic hernia, no prior operation

4 Symptomatic hernia with or without incarceration

Q Successful repair

4d Recurrent hernia or size > 15 cm

U4 Chronic evisceration through large hernia with associated
complication or multiple failed hernia repairs

Functional Status

a No impairment of functional status

O Able to walk 200ft with assistance device (cane or crutch)
O Cannot walk 200ft with assistance device (cane or crutch)
d Requires wheelchair

0 Bedridden

Abdominal Skin/Pannus

4 No symptoms

U Intertriginous irritation

d Pannus so large it interferes with ambulation
Q Recurrent cellulitis, ulceration

4 Surgical treatment required



Patient History Sheet
(ALL INFORMATION IS STRICTLY CONFIDENTIAL)

Weight Loss History

Dates and duration | MD Supervised? Weight loss

Atkins diet

Cabbage Diet

Grapefruit Diet

Herbalife

Hypnosis

Jenny Craig

LA Weight Loss

Liquid Diet

Medifast

Metabolife

Nutrisystems

Optifast

SlimFast

South Beach Diet

Sugar Busters

TOPS

Weight Watchers

Zone Diet

Other diet program

Weight Loss Medication History

Dates Name of'\F;IlI’Descrlblng Weight Loss
Amphetamines
Phenteramine
(Adipex, Pondimen)
Phen-Fen
Xenical (Orlistat)
Meridia
Other diet medications
Non-Dietary Weight Loss Treatment
Dates Name of supervising Weight Loss

MD (if any)

Acupuncture

Behavior modification

Exercise program

Hypnosis

Other

RON HEKIER, MD RACHAEL KEILIN, MD
www.noscales.com




Patient History Sheet
(ALL INFORMATION IS STRICTLY CONFIDENTIAL)

PRIOR MEDICAL HISTORY

Prior surgery: What type of surgery? Date Which hospital?
Have you ever been
hospitalized for medical
conditions other
than surgery?
(List them please)
FAMILY HISTORY
. If deceased, cause of death.
’? 1
'?‘\I('XS) Age gs;;’h()o rat List any chronic diseases such as heart disease,
diabetes, cancer, high blood pressure, etc.
Father
Mother
List any history such as cancer or other diseases in your family. List which family
member affected (i.e. brother, sister, etc.)
SOCIAL HISTORY
Occupation: Marital Status:
Alcohol Do you drink alcohol? O Yes No
How many drinks per week?
Do you use tobacco or have you used it in
Tobacco the past? O Yes No
Cigarettes- packs .
" — ?
For how many years? per day If you quit, what year?
Have you ever used recreational or street Yes- please
Drugs drugs? - specify No

RON HEKIER, MD RACHAEL KEILIN, MD

www.noscales.com




Patient History Sheet
(ALL INFORMATION IS STRICTLY CONFIDENTIAL)

MEDICATIONS

List your prescribed drugs and over-the-counter drugs, such as vitamins, inhalers, or aspirin

Name the Drug

Allergies to medications
Name the Drug

Strength or dosage

Reaction You Had

Other physicians or health care providers

Frequency Taken (once per day, twice, etc.)

Provider

Treatment or condition

Provider

Treatment or condition

If more space is needed for the completion of this form, please ask for additional sheets.

I certify that the above information is correct to the best of my knowledge. 1 will not hold my physician
or staff responsible for any errors or omissions that | have made in the completion of this form.

Patient Signature:

| Reviewed by:

Date:

Reviewed by:

Date:

RON HEKIER, MD RACHAEL KEILIN, MD

www.noscales.com




