PATIENT REGISTRATION FORM

(Please Print)

Referring Doctor:

Primary Care Doctor :

Patient Name:

Home PhoneNo:( )

Street Address: Other PhoneNo:( )

City: State: Zip Code:

Social Security: Age: Birthdate: Sexx: M F Martial Statuss S M W D
Patient Employer: Occupation:

Employer Address:. Business Phone No: ( )

Spouse Name; Birthdate:

Emplovyer; Business Phone No:

E-Mail Address:

HEALTH INSURANCE INFORMATION
Primary Insurance Co:

Phone No:( )

Street Address: City:

State: Zip:

Policy/Id/Claim No:

Group No:

Policyholder Name:

Relation to Patient:

Policyholder SSt:

Birthdate:

Secondary | nsurance Co:

Phone No: ( ) Street Address:

City:

State: Zip:

Policy/lId/Claim No:

Group No:

Policyholder Name:

Relation to Patient:

Policyholder SSt:

Birthdate:

ASSIGNMENT OF BENEFITS& SIGNATURE ON FILE

| authorize direct payment to the above named provider. | authorize the use of this form for all insurance submissions, and permit a copy of thisto
be used in placed of the original. | authorize this provider to act as my agent in helping me obtain payment form my insurance company. |
expressly revoke all prior revocations of any assignment of benefits. In the event that my current policy prohibits direct payment to the provider,
then | hereby instruct and direct you to make out the check to me and mail it in care of the above named provider.

| certify that all of the information istrue and correct to the best of my knowledge. | will notify you of any changesin my health, the above

information, or any pertinent information.

| understand that | am responsible for fees of any services rendered to me, regardless of any insurance or financia status.

Signature:

- Date:
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Y our Physicians

Referring Doctor

Primary Care Doctor

Name:

Name:

Address Address
Phone Phone
Fax Fax
Cardiologist Orthopedist
Name: Name:
Address Address
Phone Phone
Fax Fax
Endocrinologist Pulmonologist
Name: Name:
Address Address
Phone Phone
Fax Fax
Other Other
Name: Name:
Address Address
Phone
Phone
Fax Fax

NAME
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COMPREHENSIVE HISTORY

Entire Form Must Be Completed Today’s Date:

Name: Age: Date of Birth:
Height: Current Weight: How long at current weight?
Ethnicity: Marital Status:

Occupation:

Primary Care Physician:

Address:

Phone Number:

If you are under the care of any other medical practitioner, please provide their name, address and specialty:

In your own words, please write down the reason you are asking for aweight control surgery consultation:

Drug Allergies: Type of reaction:

Other Allergies:

Medical Conditions: Do you now have or haveyou had in the past? Please circle answer:

Diabetes Méllitus Yes No  Hepatitis Yes No
Hypertension Yes No  Gadlstones Yes No
Bleeding Abnormality Yes No  Cirrhosis Yes No
Kidney Disease Yes No  Mitra Vave Prolapse Yes No
COPD/Emphysema Yes No  Arrhythmia Yes No
Asthma Yes No  Coronary Artery Disease Yes No
Bronchitis Yes No  Cancer Yes No
Hyperthyroid Yes No Type

Hypothyroid Yes No  Convulsions Yes No
HIV Yes No  High Cholesterol Yes No
Gout Yes No  Heartburn Yes No
Other
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Social History:

Current use of Tobacco: Y /N Amount

Previous use of Tobacco: Y /N Amount When Quit

Use of Alcohol: Y /N Amount

Use of Drugs: Y /N Type

Current Medications:

Name of Medication Strength How Often Purpose
Previous Surgeries:

Surgery Date Reason

Haveyou ever had surgery toaid in weight loss? Yes / No

If yes, type of procedure:

Family History:
AGE DISEASE |F DECEASED, CAUSE OF
DEATH
Father
Mother
Siblings
Children
NAME
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Family Weight History:

Mother, Father, Siblings, Other Normal Slightly Moder ately Markedly
Relatives Weight Overweight Overweight Overweight

REVIEW OF SYMPTOMS:

No Yes | Details or Comments

Chronicfatigue

Weakness

Frequent or severe headaches

Hearing problems

Nasal congestion

Chronic sinus congestion

Frequent nose bleeds

Wheezing

Coughing

Anemia

Any history of blood transfusion

Bleeding tendency

Kidney stones

Convulsions, seizures

NAME
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PULMONARY:

Do you experience shortness of breath with physical activity? Yes No
How long have you been aware of this (be specific)? Months Years
Do you exercise regularly? Yes No
If yes, complete the following:
What type of exercise: ?
How often?
Do you snore? Yes No
Do you ever stop breathing while asleep? Yes No
Do you have AM headaches? Yes No
Do you awaken frequently? Yes No
Do you have daytime drowsiness when working/driving? Yes No
Have you been diagnosed with sleep apnea? Yes No
If so, are you on CPAP? Yes / No
What are your CPAP settings?
CARDIOVASCUL AR:
Do you experience chest pain? Yes No
How long? (yearsmonths)  How often?
Congenital Heart Disease/Heart Murmur? Yes No
Coronary Artery Disease? Yes No
Varicose Vens? Yes No
Hypertension? Yes No
Peripheral Edema/Ankle Swelling? Yes No
Thrombophlebitis/history of blood clots? Yes No
History of Angioplasty? Yes No
If Yes, When?
History of Coronary Bypass? Yes No
If Yes, When?
History of Stress Test? Yes No
If Yes, When?
ENDOCRINE:
Thyroid problems? Yes No
Are you Diabetic? Yes No
How long?
Other hormone abnormalities? Yes No
If Yes, When?
NAME
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STOMACH AND INTESTINES:

Do you have heartburn? Yes No
Frequency: Daily / Weekly / Monthly

Do you have frequent coughing or aspiration or hoarseness? Yes No
Frequency:

Do you have recurrent or frequent pain in the abdomen? Yes No

If yes, give details:

Any recent changes in bowel movements? Yes No
Any bloody stools? Yes No
History of hemorrhoids? Yes No

BONE OR JOINT PROBLEMS:
Do you have any of the following:

Locations Swelling Pain Stiffness

Ankles

Knees

Hips

Back

Others

Have you ever sought treatment for bone or joint problems or injuries? Give details, including physical therapy
and chiropractic.

Doctor Date of Treatment Diagnosi§/Treatment

Are you being treated by a chiropractor? Yes No
Name and Address

URINARY PROBLEMS:

Do you ever involuntarily lose your uring? Yes No
If yes, what causes you to loseurine: _ coughing ___ jumping__ sneezing__ walking ___ bending forward
Do you wear pads for protection? Yes No
Any history of bladder surgery? Yes No
Any history of bladder infections? Yes No
NAME
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REPRODUCTIVE (FEMALES):

At what age did your periods start?

Have you gone through menopause? Yes
If yes, at what age?
Are your periods: ___ Regular ___lrregular
Do your periods occur on greater than 35 day intervals?  Yes
Do you have fewer than 8 periods a years? Yes
Have you ever sought treatment for infertility? Yes
Have you ever been pregnant? Yes
If yes, how many children?
Any miscarriages? Yes
Any plans for future pregnancies? Yes
Last Pap Smear: (month/year)
Was it normal? Yes
Last Mammogram: (month/year)
REPRODUCTIVE (MALES):
Last Prostate Exam: (month/year)
Last PSA test: (year)
Gl:
Have you ever had a
Colonoscopy Yes/No Date: Result:
Sigmoi doscopy Yes/No Date: Result:
Barium Enema Yes/No Date: Result:
EGD Yes/No Date: Result:
NAME
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SKIN:

Chronic Rashes / Ulcers / Boils (circleall that apply)

Problems with personal hygiene? Yes No
Acne Problems Yes No
Excessive Hair Growth? Yes No

If yes, Please circle the picture in each row that best corresponds to excess hair growth that you may
have

NAME
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Dear Male Patient,

Please help us understand the effects of bariatric surgery better!

We have noted that many of our male patients express a significant improvement in their sex drive and
function. Thisimprovement in sexual functioning has not been reported scientifically in the medical
literature. We are asking al of our male patients to complete the Brief Sexual Function I nventory at
the time of their initial consultation. Six months after surgery, we will ask you to fill out the I nventory
again, noting any changesin sexual function. We aso will measure certain important hormone levels
before and after surgery to determine if there are any changes. Problems with hormone balance can

contribute to obesity and fatigue

Again, we thank you for filling out the I nventory and appreciate you answering some personal

guestions. Y our results will be kept confidential.

Thank you,

Dr. Brian Quebbemann
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FOR MALE PATIENTSONLY

A Brief Sexual Function Inventorz

Sexual Drive
Let’s define sexual drive as a fedling that may
include wanting to have a sexua experience,
thinking about having a sex or feeling frustrated due Only afew Some Almost
No days Most Days
to the lack of sex. days Days every day
0 1 2 3 4
1. During the past 30 days, on how many days have
you felt sexual drive
2. During the past 30 days, how would you rate your None at all Low Medium Me_d|um High
level of sexual drive? high
0 1 2 3 4
Erections
3. Qver the past 30 days, how often have you had Not at all A few times Fairly Usually Always
partial or full sexual erections when you were 0 1 often 3 4
sexually stimulated in any way? 2
4. Over the past 30 da_ys, when you had erections, Not at all A few times Fairly Usually Always
how often were they firm enough to have sexual often
) 0 1 3 4
intercourse? 2
5. How much difficulty did you have getting an Did not get A lot of Some Little No
erection during the past 30 days? erections at all difficult difficulty difficulty difficulty
0 1 2 3 4
Ejaculation
6. In the past 30 days, how much difficulty have you | Have had no sexual :
had €jaculating when you have been sexually stimulation in past A I.Ot of _S(_)me _L|_ttle . NO
i difficulty difficulty difficulty difficulty
stimulated? month
0 1 2 3 4
7. Inthe past 30 days, how much did you consider . . . Medium Small No
the amount of semen you g aculate to be a problem Did nogcl imax Big Prloblem Problem Problem Problem
for you? 2 3 4
Problem Assessment
8. In the past 30 days, to what extent have you Big Problem Medium Small Very Small No
considered alack of sex drive to be a problem? 9 0 Problem Problem Problem problem
1 2 3 4
9. In the past 30 days, to what extent have you
considered your ability to get and keep erections to 0 1 2 3 4
be a problem?
10. In the past 30 days, to what extent have you 0 1 5 3 4
considered your gjaculation to be a problem?
Overall Satisfaction
11. Overall, during the past 30 days, how satisfied Verv Dissatisfied Mostly Neutral or Mostly Very
have you been with your sex life y 0 dissatisfied mixed satisfied Satisfied
1 2 3 4
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PSYCHOLOGICAL AND SOCIAL HISTORY:

Psychiatric Treatment? Yes No
Name of Psychiatrist or Therapist:
Hospitalization? Yes No
Do you, or have you had a history of: (circle those that apply)
Depression
Bipolar Disease
Anxiety Disorder
Schizophrenia
Suicide Attempts
Drug or Alcohol Rehabilitation
Other
Are you presently married? Yes No
How long?
How would you rate your current marriage?
On ascaeof 1to5 (1=least happy)

Are you currently employed? Yes No
If yes, how long employed?

How happy are you with your present job?
On ascaeof 1to5 (1=least happy)

How would you rate your overall satisfaction with yourself?
On ascaeof 1to5 (1=least satisfied)

OTHER:
Do you use caffeine? Yes No
If yes, complete the following:
In what form? How much per day?
Do you have difficulty cleaning yourself in the bathroom? Yes No
Can you pick up objects from the floor? Yes No
Do you have difficulty tying shoes? Yes No
Getting in and out of acar Yes No

NAME
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BARIATRIC SURGERY DIETARY HISTORY

Patient Name:

Current Weight:

THISFORM MAY BE USED BY YOUR INSURANCE COMPANY AS PART OF THE PREDETERMINATION
PROCESS. PLEASE BE ASSPECIFIC ASPOSSIBLE.

PLEASE CHECK AND ANSWER THE FOLLOWING:

DIET PROGRAMS

[ |Dietician or Nutritionist

# Mo/Yr
Attempts

Ea.Attempt

Length
of Time

Weight
Loss

Weight
Regained

MD SUPERVISED:
[ IMedi-Fast
MD Name/Address:

[ ]Opti-Fast
MD Name/Address:

[ ]Shots: H.C.G. B-6

B-12

MD Name/Address:

" Fen-Phen”

[ ]Pills:

Other MD/Clinic Name:

Redux
Amphetamines Other

[ ]Other
MD/Clinic Name:

[ Bariatric Surgery
Surgeon Name:

When was surgery performed?
Date

Type of surgery?

VGB

NON-MD SUPERVISED:

[ |Weight Watchers

Gadtric Bypass

[_INutri-System

[ ]Jenny Craig
[ ]The Diet Center

[ JTOPS

[ |Overeaters Anonymous

[ ]Other
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LIQUID DIETS:

[[ISego

# MolYr
Attempts

Ea.Attempt

Length
of Time

Weight
Loss

Weight
Regained

[ ]SlimFast

[ |Metracal

[ ]Sweet Success
[ILiquid Protein

[ ]Other

MISCELLANEOUSDIETS:

[ ]Low Cadlorie Diet
[ ]Low Fat Diet

[ |High Protein Diet

[]Self Imposed Fasts

[ ]Ayds

[ ]Scarsdale

[ ]Pritikin
[ ]Richard Simmons

[ ]Susan Powter
[ JHerbd Life

[ ]Cambridge

[_]Air Force Diet

[ IMagazine Diet

[ ]Other

DIET PILLS:

[ JAccutrim

[ ]Dexatrim

[ |Diurex

[ ]Other

NAME
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# MolYr Length Weight Weight
OTHER TYPES OF WEIGHT LOSS: Attempts | EaAttempt | of Time | Loss Regained
[IPsychotherapy
[_]Acupuncture
[ IHypnosis
[_|Subliminal Tapes
[ ]Other
EXERCISE:
[ ]Health Club
[ IVCR Tapes
[ ]Other
At what age did you begin your first diet? years of age
What was your greatest single weight 10ss? Ibs. How long did you sustain that weight [0ss?
How was this weight 1oss obtained? (Please be specific, i.e. Weight Watchers, diet pills, etc.)
How many times have you lost 10 pounds? 25 pounds? 50 pounds?
How long have you been overweight? year(s) months
How long have you been at your current weight? year(s) months
What is the highest weight that you have ever been?
Areyou currently under a physicians care for weight |0ss? Yes No

Physician Name and Address

EATING PATTERNS:

SWEETS:
How often each day? [ ]Yes [ INo
Do you always have desserts? [lYes [ INo
Do you generally eat sweets at night before going to bed? [ lYes [ INo
Do you generally eat sweets in the morning? [lYes [ INo
Eat between meal s? [ ]Yes [ INo
Do you drink sodas? [ ]Yes [ INo

- How many per day?
FOOD PREFERENCES: (check al that apply)

[ ICandy [ |Chocolate [ ]Cakes/Pies [ ]Cookies [ ]Fast Food
[ ]Fried Foods [ ]Pizza [|Chips/Snacks [ ]Seafood [ Vegetables
[ |Dairy Products [ |Poultry [ ]Steak/Red Mest [ ]Fruit [ INuts
Signed: Date:
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3 Day Dietary Recall Form
Name
Dates

Level of activity: 1-5 (1 = bed bound, 5 = strenuous daily activity)

Person responsible for shopping

Person responsible for food preparation

Were these days typical?

List of foods eaten:

Date& Time Food Amount
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PSYCHOLOGICAL QUESTIONNAIRE

© 2004 David R. Engstrom, Ph.D.
The N.E.W. Program, Inc.

NAME: DATE:

1) Most of thetime, | feel positive and upbeat

[ JALWAYSTRUE [JUSUALLY TRUE []SOMETIMESTRUE [ ]RARELY TRUE

2) My health ismostly controlled by outside forces

[ JALWAYSTRUE [JUSUALLY TRUE []SOMETIMESTRUE
3) | amin control of what happensin my life

[ JALWAYSTRUE []JUSUALLY TRUE []|SOMETIMESTRUE
4) No matter what | do, things seem to get worse

[ JALWAYSTRUE [JUSUALLY TRUE []SOMETIMESTRUE
5) | look tothe futurewith hope and optimism

[ JALWAYSTRUE [JUSUALLY TRUE []|SOMETIMESTRUE
6) | have no control over my eating

[ JALWAYSTRUE [JUSUALLY TRUE []SOMETIMESTRUE
7) | feel unsure about my ability to do things effectively

[ JALWAYSTRUE []JUSUALLY TRUE []|SOMETIMESTRUE
8) Overall, | am a pretty healthy person

[ JALWAYSTRUE [JUSUALLY TRUE []SOMETIMESTRUE
9) | havealot of major medical problems

[ JALWAYSTRUE []JUSUALLY TRUE []|SOMETIMESTRUE
10) | fedl sick much of thetime

[ JALWAYSTRUE [JUSUALLY TRUE []SOMETIMESTRUE
11) | fee | am slowing down and not moving as much

[ JALWAYSTRUE [JUSUALLY TRUE []|SOMETIMESTRUE

[ IRARELY TRUE

[ JRARELY TRUE

[ IRARELY TRUE

[ JRARELY TRUE

[ IRARELY TRUE

[ JRARELY TRUE

[ IRARELY TRUE

[ JRARELY TRUE

[ IRARELY TRUE

[ JRARELY TRUE
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[ NEVER TRUE

[ INEVER TRUE

[ NEVER TRUE

[ INEVER TRUE

[ NEVER TRUE

[ INEVER TRUE

[ NEVER TRUE

[ INEVER TRUE

[ NEVER TRUE

[ INEVER TRUE

[ NEVER TRUE
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12) My physical conditioning is good

[ JALWAYSTRUE [JUSUALLY TRUE []SOMETIMESTRUE []RARELY TRUE
13) | often find “shortcuts’ to avoid greater activity

[ JALWAYSTRUE [JUSUALLY TRUE []|SOMETIMESTRUE []RARELY TRUE
14) | am very depressed because of my weight

[ JALWAYSTRUE [JUSUALLY TRUE []SOMETIMESTRUE []RARELY TRUE
15) Most of thetime, | feel quite good emationally

[ JALWAYSTRUE [JUSUALLY TRUE []|SOMETIMESTRUE []RARELY TRUE
16) | think | would be very depressed even if my weight was not a concern

[ JALWAYSTRUE [JUSUALLY TRUE []SOMETIMESTRUE []RARELY TRUE
17) | often feel “down” and blue

[ JALWAYSTRUE [JUSUALLY TRUE []|SOMETIMESTRUE []RARELY TRUE
18) | often feel nervousand “on edge”

[ JALWAYSTRUE [JUSUALLY TRUE []SOMETIMESTRUE []RARELY TRUE
19) Because of my weight, | can’t move around or do physical activities

[ JALWAYSTRUE [JUSUALLY TRUE []|SOMETIMESTRUE []RARELY TRUE
20) Because of my weight | am often embarrassed, self-conscious and unsur e of myself

[ JALWAYSTRUE [JUSUALLY TRUE []|SOMETIMESTRUE []RARELY TRUE
21) Because of my weight | am less productive and get less accomplished
[ JALWAYSTRUE [JUSUALLY TRUE []SOMETIMESTRUE []RARELY TRUE
22) | am very closeto my family and friends

[ JALWAYSTRUE [JUSUALLY TRUE []|SOMETIMESTRUE []RARELY TRUE
23) Other people often can't understand or help with my problems

[ JALWAYSTRUE [JUSUALLY TRUE []SOMETIMESTRUE []RARELY TRUE

24) | fed | havevery little support from others closeto me

[ JALWAYSTRUE []JUSUALLY TRUE []|SOMETIMESTRUE
25) Feelings of sadness and depression make me want to eat

[ JRARELY TRUE

[ JALWAYSTRUE [JUSUALLY TRUE []SOMETIMESTRUE []RARELY TRUE
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[ NEVER TRUE

[ INEVER TRUE

[ NEVER TRUE

[ INEVER TRUE

[ NEVER TRUE

[ INEVER TRUE

[ NEVER TRUE

[ NEVER TRUE

[ INEVER TRUE

[ NEVER TRUE

[ INEVER TRUE

[ NEVER TRUE

[ INEVER TRUE
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26) When | am very happy, eating something seemsto add to the good feeling

[ JALWAYSTRUE [JUSUALLY TRUE []SOMETIMESTRUE []RARELY TRUE
27) | seem to eat morethan usual when | feel that thingsin my life are out of control

[ JALWAYSTRUE [JUSUALLY TRUE []|SOMETIMESTRUE []RARELY TRUE
28) | often overeat when I’'m bored or lonely

[ JALWAYSTRUE [JUSUALLY TRUE []SOMETIMESTRUE []RARELY TRUE
29) When | fedl nervous and on edge, eating something will help meto relax

[ JALWAYSTRUE []JUSUALLY TRUE []|SOMETIMESTRUE []RARELY TRUE
30) Thefast pace of my life makes me eat the wrong foods at a high speed

[ JALWAYSTRUE [JUSUALLY TRUE []SOMETIMESTRUE []RARELY TRUE
31) | frequently overeat at buffetsand at holiday meals

[ JALWAYSTRUE [JUSUALLY TRUE []|SOMETIMESTRUE []RARELY TRUE
32) | amjust drawn to the smell and taste of rich, fatty foods

[ JALWAYSTRUE [JUSUALLY TRUE []SOMETIMESTRUE []RARELY TRUE
33) | can’t resist sweets

[ JALWAYSTRUE [JUSUALLY TRUE []|SOMETIMESTRUE []RARELY TRUE
34) Just being around food makes me want to eat, whether I'm hungry or not

[ JALWAYSTRUE [JUSUALLY TRUE []|SOMETIMESTRUE []RARELY TRUE
35) | have noticed that | often finish mealsfaster than others

[ JALWAYSTRUE [JUSUALLY TRUE []SOMETIMESTRUE []RARELY TRUE
36) | seldom takethetimeto enjoy and really taste a meal

[ JALWAYSTRUE [JUSUALLY TRUE []|SOMETIMESTRUE []RARELY TRUE

37) | am currently seeing a mental health professional

[ INEVER TRUE

[ NEVER TRUE

[ INEVER TRUE

[ NEVER TRUE

[ INEVER TRUE

[ NEVER TRUE

[ INEVER TRUE

[ NEVER TRUE

[ NEVER TRUE

[ INEVER TRUE

[ NEVER TRUE

[ ]YES [ ] NO
38) | am taking anti-depressant or anti-anxiety medication
[ IYES [ ] NO
NAME
Phone 949.722.7662 www.wei ghtcontrol surgery.com

2006 TheN.E.W. Program, Inc.
All Rights Reserved

Fax 949.631.6585



TAYLOR JOHNSON TEMPERAMENT ANALYSIS

Online Self Test

Y ou are about to become acquainted with one of the finest Aftercare Programsin
Bariatric Surgery. In order to adequately make plans for your program, we would like
for you to spend approximately 25 minutes on the internet taking The Taylor Johnson
Temperament Analysis. Theresultswill be forwarded to our office to be entered into
your chart. The testing process and results are completely confidential. | will usethe
results of this Temperament Analysisto aid mein planning your aftercare program.

This extra attention to detail is another example of the high standard of treatment and
care for which the N.E.W. Program has become famous. Truly our surgery and
aftercare programs make us distinct from other Bariatric Practices.

Go to www.tjta-online.com and take the test. When registering to take the test, fill in the following answers:

Counsdlorsname:  The New Program

Account / Code#: 35989
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EPWORTH
SLEEPINESS SCALE

Name: Age SexxM ___ F__ Date

Home Phone Number : Work:

Please indicate thelikelihood that you would fall asleep in the following situations (scale of 0-3). This
referstoyour USUAL way of lifein recent times. Usethe flowing scaleto choosethe MOST
APPROPRIATE NUMBER for each situation:

0 =Would never doze

1 = Slight chance of dozing

2 = Moder ate chance of dozing
3 =High chance of dozing

Situation Chance of Dozing

Sitting and Reading
Watching TV

Sitting inactive in a public place (e.g. theater)

Asapassenger in acar for an hour without a break

Lying down torest in the afternoon when able

Sitting and talking to someone

Sitting quietly after lunch without alcohol

In acar, while stopped for a few minutesin traffic

TOTAL
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BreathTek™ Patient Prepar ation
Urea Breath Test for H. Pylori

On the day of consult (not at education seminar), we will be performing a breath test for detection of
Heliobactor Pylori and prevention or treatment of gastric ulcer formation and prevention or treatment of
dyspepsialgastritis prior to bariatric surgery.

IF YOU ARE ALLERGIC TO ASPARTAME (SWEETENER USED IN DIET SODA), PLEASE NOTIFY
OUR OFFICE BEFORE PRECEDING WITH THESE INSTRUCTIONS.

In preparation for aBreathTek™ test, you must:

1. Fast for one hour prior to taking the test.
a. Nofood, liquids or smoking, except water

2. Abstain from the following medications for 2 weeks prior to the test:
a. All antibiotics
b. Proton Pump Inhibitors, such as Prilosec® and Prilosec OTC®, Prevacid®, Aciphex®,
Protonix®, and Nexium®.
c. Generic versions of PPIs containing omeprazole, lansoprazole, esomeprazole, pantoprazole
and rabeprazole.
d. Bismuth Preparations, such as Pepto Bismol®

H2 antagonists may be substituted for Proton Pump Inhibitors. These medications do not effect test results
and include Zantac®, Tagamet®, Pepsid® and Axid®.

The BreathTek™ test is simple to take:

1. Youwill be asked to inhale, hold your breath for 4-5 seconds and then exhale into a blue collection
bag. The bag needs to then be capped.

2. You will then be given a plastic container with a citric solution that you must drink using a straw that
is provided.

3. A timer will be provided to you and will be set for 15 minutes. It will be placed in a plastic bag along
with the blue (filled) collection bag and a pink collection bag.

4. When the timer goes off, please notify a staff member who will help you complete the test. You will
then inhale, swallow, hold your breath for 4-5 seconds and then exhale into the pink collection bag.

5. The staff member will then collect al materials for analysis.

If for any reason, the test cannot be run on the day of consult, another appointment will be made for you to
take the test.
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