
 
 

Pre-Bariatric Surgery Psychological Evaluation Questionnaire 
 
Completing the following questionnaire is optional, but it will give your psychologist valuable 
information and will likely shorten the duration of your appointment. You may either fax, mail, or 
bring the questionnaire with you to your appointment.   
 
 
Name: ____________________________________________ DOB: ___________________ 
 
Surgeon: ______________________ When do you hope to have surgery? ______________ 
 
What type of surgery are you planning to have? 
 

 Gastric bypass  Gastric banding (Lap Band)   
 Gastric sleeve  Other: ___________________________ 

 
Have you attended a bariatric surgery seminar?                       yes       no 
Have you had your pre-operative visit with a nutritionist yet?   yes       no 
 
 
SOCIAL HISTORY 
 
Where were you born? _________________ Where were you raised? ___________________ 
 
Who raised you? ______________________ # brothers: ______   # sisters: ______  
 
Overall, was your childhood:     Excellent   Good  Fair           Poor 
 
Marital Status:   Married (# years _____)  Divorced   Single 
    Widowed     Cohabitating 
 
How many children do you have? _____ What are their ages? _________________ 
 
Education:   Less than high school   Certification 
   High school diploma or GED  Bachelor’s degree   
   Some college    Master’s degree     

 AA degree     Doctorate/other advanced degree  
 

 
Current Occupation: ___________________________________________________________ 
 
Who will be taking you home from surgery and caring for you? __________________________ 
 
Do you feel you have enough social support in your life right now?  Yes    No        
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MEDICAL/MENTAL HEALTH/SUBSTANCE USE HISTORY 
 
Current medical problems: Check all that apply, write in others next to blank boxes. 

 Diabetes  Hypertension  High Cholesterol 
 Sleep Apnea  Arthritis/Osteoporosis  Acid Reflux/other GI 
 Edema (swelling)  PCOS  ____________________ 
 _____________________  _____________________  ____________________ 

 
What surgeries have you had? 

 Cholecystectomy (gall bladder)  Hysterectomy 
 Caesarian section(s)  Joint/bone surgery 
 __________________________________  __________________________________ 

 
Any complications such as infection or delayed healing with any surgery?      Yes    No        
Have you ever suffered a head injury, seizure, or losses of consciousness?   Yes    No        
 
Please list all medications, including prescription, over-the-counter, and herbal: 
 

Name of Medication  
(brand or generic name is fine) 

Strength  
(mg) 

Dose  
(# pills/day) 

When did you start 
taking it? 

    

    

    

    

    

 
Please be honest when answering the following questions.  
 

Have you ever been in counseling or psychotherapy?   yes  no 

Have you ever been admitted to a psychiatric hospital?   yes  no 

Have you ever been prescribed an antidepressant medication or any 
medication for a mental condition, anxiety, nerves, or sleep?   yes  no 

If yes, please name the medication(s): _____________________________________ 

Have you ever been diagnosed with depression, an anxiety disorder, bipolar 
disorder, ADHD, or any other mental health condition?   yes  no 

Do you have any family history of mental health problems?   yes  no 

How many drinks with alcohol do you have per month on average? _____ 

Do you use tobacco?  yes  no 

Do you use drugs like marijuana, speed or other street drugs?   yes  no 

Do you take pain pills or other prescription medications that are either not 
prescribed to you or you use them in a different way than it was prescribed?   yes  no 

Have you ever, in the past, had a problem with alcohol, drugs, or prescription 
medication?   yes  no 

Do you feel that you currently abuse alcohol or drugs?   yes  no 

Do you have a family history of drug or alcohol abuse?   yes  no 
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WEIGHT HISTORY 
 
Current height: _______ Current weight: _______ Highest weight: _______ 
 
Weight at high school graduation: _______       at 30: _______       at 40: _______ 
 
Age at which you first became (what a physician would consider) overweight: _______ 
 
Is there a family history of obesity?    yes          no 
 
Typical foods you ate as a child for meals/snacks (to the best of your recollection): 
 
_____________________________________________________________________ 
 
As a child, were you: 
 

 Required to clean your plate?     Punished by withholding food? 
 Bribed with sweets?      Punished for not eating? 
 Comforted with food when you were sad or hurt? 

 
Check if you have tried any of the following diets and dietary supplements, how long you stayed 
on them, and how much weight you lost. Please write in any diets/supplements not listed. 
 

 Diets you’ve tried: How 
long? 

pounds 
lost 

 Medication/ 
Supplement 

How 
long? 

pounds 
lost 

 Atkins    Phen-fen   

 Weight Watchers    Phentermine/Adipex   

 Jenny Craig    Xenical   

 Nutri System    Redux   

 LA Weight Loss    Meridia    

 Physician supervised    Alli   

 Slim Fast    Dexatrim   

 Cabbage soup diet    Hydroxycut   

 Grapefruit diet    Ephedra   

 South Beach    Water pills (diuretics)   

 Calorie counting    Laxatives   

 Lemon/cayenne 
pepper/maple syrup 

   Diet teas (the ones that 
have a laxative effect) 

  

 Vomiting after eating    B-12 shots   

 Fasting    HCG    
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PHYSICAL ACTIVITY 
 

Check one box under each age group. Before 
age 13 

Teen 
years 

Very active: Average of an hour of intense physical activity per day. ex. rode 
bikes, climbed trees, played sports, lots of outdoor active play 

  

Moderately active: played outside some but also watched a lot of television 
and/or played video games 

  

Largely inactive: mostly watched television, played inside, played video 
games, mostly sedentary play activities such as dolls, toy cars 

  

 

Check one box under each age group. 20s 30s 40s Past 
year 

Very active: Average of an hour a day of demanding physical activity. 
ex. regular gym workouts, very frequent physically demanding leisure 
activities such as hiking/swimming, regular running 

    

Moderately active: Exercise ~3x a week with moderate activity such 
as walking. Some physical leisure activities such as golf, hiking, 
leisurely swimming, gardening. 

    

Largely inactive: Mostly sedentary leisure activities such as playing 
cards, crafts, watching television, internet. 

    

 
 
What is your exercise plan for after surgery? 
 
Activit(ies): __________________________________________________ 
 
How many times a week? _______         For how long each time? ______ minutes 
 
What are your chief barriers to exercise? Check all that apply. 
 

 Time   Resources (e.g. cannot afford gym membership) 
 Childcare   Motivation 
 Pain/discomfort  Other: __________________________________ 

 
 


