
Dr John Copp
Specialist Surgeon
PATIENT PROFILE
SURNAME__________________________________GIVEN NAME____________________________________

ADDRESS________________________________________________________________________________________________________________________________________________POST CODE_________________

PHONE(Home)________________________(Work)__________________(Mobile)________________________

EMAIL ______________________________________________OCCUPATION__________________________

DATE OF BIRTH___________________AGE______MARITAL STATUS________________________________

MEDICARE NUMBER_____________________________EXP DATE_________ REF NO__________________

HEALTH FUND__________________________________MEMBERSHIP NO____________________________
CONTACT INFORMATION
NEXT OF KIN
NAME___________________________________________RELATIONSHIP_____________________________

ADDRESS___________________________________________________________________________________________________________________________________________________________________________

TELEPHONE___________________________________(WORK/MOBILE)______________________________

GP INFORMATION
LOCAL DOCTOR______________________________________________TELEPHONE_________________________

ADDRESS___________________________________________________________________________________________________________________________________________________________________________

SPECIALIST____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
WEIGHT LOSS HISTORY

What methods have you previously tried to lose weight?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

IN WHAT WAY IS YOUR OBESITY CURRENTLY AFFECTING YOUR ACTIVITES?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
LIFESTYLE INFORMATION

Alcohol Intake (drinks per week) _________________________Choice of Alcoholic Drink ___________________
Do you Smoke

Yes / No 
How Many A Day _________________________

Ex smoker (when did you cease smoking)_____________________________________

SMOKING MUST BE CEASED TWO WEEKS PRIOR TO SURGERY

CURRENT DEDICATION EXERCISE

0 DAYS/WEEK

1-2 Days /Week

2-4 Days /Week

4/7 Days / Week
(circle one)
WHAT IS YOUR CHOICE OF EXERCISE

____________________________________________________________________________________________________________________________________________________________________________________

SLEEP PATTERNS
DO YOU CONSIDER YOUR SLEEP 
GOOD

FAIR 

POOR


(circle one)

YOU USUALLY SLEEP

8-10 hrs
6-8 hrs

4-6 hrs

>4 hrs

(circle one)

DO YOU HAVE SLEEP PROBLEMS

Yes

No

Sometimes
(circle one)

DO YOU HAVE SLEEP APNEA


Yes 

No



(circle one)
IF YES DO YOU USE A C-PAP MACHINE
Yes

No



(circle one)

ALLERGIES (INC Food, Medications, Dressing)
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

SURGICAL HISTORY

________________________________________________________________Year______________________________________________________________________________________Year______________________________________________________________________________________Year______________________________________________________________________________________Year______________________________________________________________________________________Year______________________

MEDICAL HISTORY

Have you ever suffered from one of the following? (please circle one and provide details)

1. Diabetes




Yes

No

2. Chest Pain or Angina



Yes

No

3. Asthma





Yes

No

4. Respiratory / Breathing problems

Yes

No

5. Arthritis or Joint Pain or Back Pain

Yes

No

6. Thyroid





Yes

No

7. High Blood Pressure



Yes 

No

8. Blood Clots




Yes

No

9. Kidney or Urinary Disorder


Yes

No

10. Gallstones




Yes 

No

11. Heart Disease




Yes

No

12. Stomach Ulcer




Yes

No

13. Hepatitis or Liver Disease


Yes

No

14. Anaemia / Bleeding Disorder


Yes 

No
15. Gastric Reflux




Yes 

No

16. Swallowing Difficulties



Yes

No
17.  High Cholesterol-requiring Medication

Yes

No

18.  Varicose Veins or Leg Swelling


Yes

No

19.  Eczema or Skin Condition


Yes

No

20.  Neurological Problems



Yes

No

21.  Psychological Disorder



Yes

No

Please provide details on any of the above or any other problems not listed

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

MEDICATIONS

	DRUG OR SUPPLEMENT
	DOSAGE
	NEED TO BE STOPPED
	DATE TO STOP



	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Sleeve Gastrectomy or Mini Gastric bypass and Roux En Y Gastric Bypass is part of a therapy that also requires regular dietary and medical follow up. Some lifestyle and dietary changes are needed to achieve optimal results from these surgical procedures.

HEALTH INFORMATION CONSENT

I understand that these practices: Ipswich and Mackay their team of health care professionals comply with the privacy legislation and that my health information here is regarded as “sensitive health information “and will be dealt with the confidentiality in regard to collection, storage and for them to benefit from my health care, my health information here will be communicated back to my referring Doctor and to members of health care team and if the team need to obtain further information from any other health care provider.

I CONSENT TO ANY RELEVANT INFORMATION COMMUNICATED BETWEEN MY HEALTH CARE PROFESSIONALS

Please Sign ______________________________________________Date ______________________________
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