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Please tell us, in your own words, why you are asking to have weight loss surgery – the effects on weight on your health, 
employment, social life, etc.  Please use the back of this paper, if necessary. 
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PERSONAL STATEMENT 

YOUR PRIMARY CARE PHYSICIAN 

REFERRING PHYSICIAN 
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3.

DIET HISTORY 
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What medications do you take on a regular basis?  Include over-the-counter (e.g., Tylenol, Ex-Lax), herbal (e.g., St. John’s 
Wort, glucosamine-chondroitin),  or vitamin-mineral supplements (e.g., Calcium,  
One-A-Day). 

Name Dosage (e.g., 
“mg”) 

Frequency (times 
per day) Why do you take it? 

MEDICAL INFORMATION continued 



375 Chipeta Way, Suite A200 
Salt Lake City, UT  84108 
Telephone:  801-581-2016 
Fax:  801-587-3349 

STOP BANG
Screening for: OBSTRUCTIVE SLEEP APNEA

*Have you been previously diagnosed with Sleep Apnea?  If yes, you do not need to fill out this form. 

Answer the following questions to find out if you are at risk for Obstructive Sleep apnea.  

STOP 
S (snore) Have you been told that you snore?   � �

T (tired) Are you often tired during the day?    � �

O (obstruction) Do you know if you stop breathing or  
has anyone witnessed you stop breathing while you are asleep?  � �

P (pressure) Do you have high blood pressure or on medication  
to control high blood pressure?      � �

If you answered YES to two or more questions on the STOP portion you are at risk for Obstructive Sleep 
Apnea. It is recommended that you contact your primary care provider to discuss a possible sleep disorder.  
To find out if you are at moderate to severe risk of Obstructive Sleep Apnea, complete the BANG questions 
below.  

BANG 
B (BMI) Is your body mass index greater than 28?    � �

A (age) Are you 50 years old or older?     � �

N (neck) Are you a male with a neck circumference greater 
than 17 inches, or a female with a neck circumference greater  
than 16 inches.        � �   

G (gender) Are you a male?       � �

The more questions you answer YES to on the BANG portion, the greater your risk of having moderate to severe 
Obstructive Sleep Apnea.  

Chung F. (2008). STOP Questionnaire: A Tool to Screen Patients for Obstructive Sleep Apnea. The American Society of Anesthesiologists, Inc. 
108:812-21. 
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BARIATRIC SURGERY PROGRAM SMOKING POLICY 

The ��������	�
����

�� �ariatric �urgery �rogram requires that all patients quit the use of any tobacco and 
nicotine containing products 3 months prior to the date of their initial consultation. 

Prior to surgery, a blood 	
��or urine nicotine test is required and must be negative. Your surgery will be 
postponed, or you could be released from consideration for surgery altogether, if you test positive for nicotine.  
You will not be rescheduled for surgery until you have been tobacco-free for three months. 

Since you have decided to have weight loss surgery to improve your health and prolong your life, quitting tobacco 
use will give you even greater health benefits than weight loss alone. Nicotine and other byproducts of tobacco can 
cause serious problems during and after your surgery.   

Smoking increases the risk of a heart attack or stroke during surgery. 
Smoking can cause respiratory difficulties, such as pneumonia and bronchitis. 
Smoking decreases the amount of oxygen available to your body. 
Smoking slows healing and can lead to wound infections, due to reduced oxygen levels in your blood. 
Smoking causes heartburn. 
Smoking causes stomach ulcers. 
Smoking decreases your body’s ability to absorb vitamins and minerals. 

Please make sure that you have successfully quit using tobacco for 3 months or more before your schedule your 
appointment with the surgeon to avoid any delay in scheduling your surgery date. 

I have read and understand the Smoking Policy of the Bariatric Surgery Program at ��������	�
����

��. I
understand the risks of smoking with Bariatric Surgery and I agree to abstain from smoking before and after surgery. 

Date: __________________ 

������NAME:

______________________________ Signature:

____________________________________

(To be signed at your initial consultation) 


