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OBESITY QUESTIONNAIRE  
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Medical information is needed to establish your patient’s eligibility under the disability provisions of the Retirement System Administration.  The information must be sufficiently detailed to enable a reviewing physician to make an independent determination as to severity and duration of the impairment.  Please answer the questions below based on information available in your records. 

1. Date of first visit: ___________________ Chief complaints (summary): _________________________ 
    _________________________________________________________________________________________ 
    _________________________________________________________________________________________ 

2. Please give history, including date of onset, description of symptoms and subsequent course. 
    ________________________________________________________________________________________ 
    ________________________________________________________________________________________ 
    ________________________________________________________________________________________ 
    ________________________________________________________________________________________ 

3. Date of last visit: __________________________.  Findings on last examination. 
    ________________________________________________________________________________________ 
    ________________________________________________________________________________________ 
    ________________________________________________________________________________________ 
    ________________________________________________________________________________________ 

4. Height (without shoes) ________________ Weight ________________ BP ______________________ 

5. Please describe any pain or limitation of motion in any weight bearing joint or spine?  
    _______________________________________________________________________________________ 
    _______________________________________________________________________________________ 
    _______________________________________________________________________________________ 


6. Laboratory findings, including dates and specific findings on X-ray (or copy of report). 
    ___________________________________________________________________________________ 
    ___________________________________________________________________________________ 
    ___________________________________________________________________________________ 

7. If patient has hypertension, please give the blood pressure readings on reported  
    examination. 
   ___________________________________________________________________________________ 
    ___________________________________________________________________________________ 
    
8. Any evidence of diastolic blood pressure persistently in excess of 100 mm. 
    ___________________________________________________________________________________ 
    ___________________________________________________________________________________ 

9. Any evidence of congestive heart failure manifested by past evidence of vascular
      congestion  such as hepatomegaly, peripheral or pulmonary edema. 
    ___________________________________________________________________________________ 
    ___________________________________________________________________________________ 

10. Result of EKG (include tracings if available). ________________________________________ 
     ___________________________________________________________________________________ 

11. Is there evidence of Chronic Venous Insufficiency with superficial varicosities? 
      Yes _________   No _________  
Please describe _______________________________________________________________ 
      ___________________________________________________________________________________ 

12. If edema is present; how long has it persisted? ______________________________________ 
      ___________________________________________________________________________________ 

13. Describe any respiratory disease due to obesity. ____________________________________ 
      ___________________________________________________________________________________


14. Result of Arterial Blood Gases  

	Arterial 
Blood Gases
	Arterial PC02
M.M.  Hg
	Arterial PO2
Saturation M.M. Hg

	Result
	
	

	   Pulmonary Function Study
	Before Bronchodilator
	After Bronchodilator

	M V V (MBC)
	
	

	F E V I
	
	

	V C 
	
	



16. Treatment and Response _________________________________________________________________
       _________________________________________________________________________________________

17. Diagnosis ________________________________________________________________________________ 
     __________________________________________________________________________________________ 

18. Any additional comments that may help determine the extent of patient’s disability and 
     resulting restrictions.  
     __________________________________________________________________________________________ 
     __________________________________________________________________________________________
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