
Bridges to Weight Management Participant Commitment 
(For those desiring Bariatric Surgery) 

 
In an effort to be clear and consistent about program expectations and requirements for those 
individuals wanting bariatric surgery, the Bridges to Weight Management (BTWM) team has 
developed the following requirements: 
 

1. Complete an initial assessment and a minimum of two follow-up visits (total of three) 
with a BTWM behavioral care therapist.  Goal of these visits will be to prepare the 
individual for doing the Physician’s Managed Plan (PMP).  Preparation will include 
starting a food log and activity log, making an initial appointment with a BTWM dietitian 
and personal trainer. 

 
2. Once the above criteria are met, the individual will be referred to the PMP.    

            Additional requirements for successful requirements are: 
• Participation in the program for a minimum of 6 months or up to 1 year 
• Be compliant with the M.D.’s recommendations  
• Losing 10% of one’s body weight 

       
3. Attend and participate in a minimum of 10 individual behavioral care sessions or 

“Whatever It Takes” support group meetings, attend 10 out of 13 classes. 
  
4. Have a consultation with a BTWM dietitian and/or complete Nutrition 101, attend 5 out 

of 6 classes. 
 
5. Have a consultation with a BTWM personal trainer, monthly follow-up appointments and 

keep an exercise journal to verify activity. 
 

6. Participate in Personal Wellness Coaching (PWC) with a minimum of one contact/month. 
     
         I agree to follow the expectations and requirements as outlined on this document. 
 

 
 

      _______________________________    ____________             _________________________________ 
Participant    Date      Behavioral Care Therapist 
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No Show / Short notice cancellation policy for 
Ancillary programs* 

 
The Bridges to Weight Management (BTWM) program’s policy on missed appointments 
shall include: 1) No shows, 2) Cancellations with notice (>24 hours), 3) Cancellations-
late notice (<24 hours). The purpose of this policy is to clarify for participants and 
practitioners the policy on no show/cancellations. The policy is not intended to be 
punitive but rather to value the time and resources of the practitioners and participants. 
 

1) No Show. The practitioner will record the “no show” in the electronic medical 
record (EMR).  The practitioner will call or email the participant regarding the 
missed appointment and attempt to reschedule. Additionally the practitioner will 
inform the participant of this policy and the ramifications of additional “no show” 
appointments. 

2) Cancellations with >24 hour notice. The practitioner record the cancellation 
in the EMR and will email or call the participant providing them with an 
invitation to reschedule following a cancellation with >24 hours notice. After a 
second occurrence, the owner of the program can either call the client or email the 
client acknowledging the 2nd occurrence.  A waiting period for rescheduling may 
be put in place by the program owner.  The owner of the program will decide to 
make exceptions to the policy on an individual basis. 

3) Cancellations with <24 hour notice.  The practitioner will record the 
cancellation in the EMR and will email or call the participant providing them with 
an invitation to reschedule following a cancellation with <24 hours notice, 
following the first occurrence. After the second occurrence, the practitioner can 
either call client or email the client acknowledging the 2nd occurrence.  A waiting 
period for rescheduling may be put in place by the program owner.  The 
practitioner can utilize their discretion in rescheduling based on the reason for the 
short notice cancellation. 

4) Fee. If a participant has a combination of 3 noshows and/or cancellations <24 
hours notice, a fee of $25.00 must be paid to the Health Promotion department to 
be reinstated into the program. Further no shows and/or cancellations <24hours 
will result in dismissal from the program. 

 

 
 

*Ancillary programs – Nutrition 101, Cooking Classes, How To Eat, Grocery Tours, 
One-on-One Nutrition Counseling, Personal Training and One-on-One Behavioral 
Counseling 



 
 
 
Permission for Counseling I hereby grant permission to the EAP designated 
counselor to provide such care as may be necessary for me and/or the client 
named below.  I have been given an opportunity to discuss my or the client’s 
conditions with the appropriate personnel. 
 
I understand that my legal right to confidentiality will be maintained except at 
times when the EAP designated counselor is required by law to make disclosures 
in cases of: 1) child/elder abuse or neglect, 2) homicide or intent to harm 
someone, 3) or suicidal intent. In those cases, I understand that the counselor 
will have to notify the appropriate agency personnel and legal authorities in 
accordance with applicable local, state and federal laws.  I also understand that, 
if I have been referred for EAP services by my employer, the EAP designated 
counselor may be required to disclose certain limited information, such as my 
attendance at appointments, to my employer in accordance with my employer’s 
requirements. I understand that this information will not be provided to my 
employer unless I have signed an Authorization for Release of Information 
form. 
 
Notice of Privacy Practices  I acknowledge that I have received a copy of the 
Community Hospitals of Indiana, Inc. and The Indiana Heart Hospital Notice of 
Privacy Practices Notice of Privacy Practices that describes how medical 
information about me may be used and disclosed and how I can get access to 
this information. 
 
Permission to Transmit Records  I give permission to have my clinical records 
transmitted by fax to the Hillsdale Office where EAP’s central records are kept. 
                                                
     ______________________________________________ 
            Signature 
             (Client/Other Legally Responsible Person) 
 
     _______________________________________ 
         Printed Name   
 
     _______________________________________ 
               Date 
        
     ________________________________________ 
            Witness 
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PERMISSION FOR COUNSELING and 
NOTICE OF PRIVACY PRACTICES 

EMPLOYEE ASSISTANCE PROGRAM 



 
 
 

EATING ATTITUDE TEST 
(EAT-26) 

 
 

Name ________________________________   Date _______________________ 

 
                               1. Am terrified about being overweight. 

                               2. Avoid eating when I am hungry. 

                               3. Find myself preoccupied with food. 

                               4. Have gone on eating binges where I feel I may not be able to stop. 

                               5. Cut my food into small pieces. 

                               6. Aware of the calorie content of foods that I eat. 

                               7. Particularly avoid foods with high carbohydrate content (e.g. bread, 
  rice, potatoes, etc.). 

                               8. Feel that others would prefer if I ate more. 

                               9. Vomit after I have eaten. 

                               10. Feel extremely guilty after eating. 

                               11. Am preoccupied with a desire to be thinner. 

                               12. Think about burning up calories when I exercise. 

                               13. Other people think that I am too thin. 

                               14. Am preoccupied with the thought of having fat on my body. 

                               15. Take longer than others to eat my meals. 

                               16. Avoid foods with sugar in them. 

                               17. Eat diet foods. 

                               18. Feel that food controls my life. 

                               19. Display self-control around food. 

                               20. Feel that others pressure me to eat.  

                               21. Give too much time and thought to food. 

                               22. Feel uncomfortable after eating sweets. 

                               23. Engage in dieting behavior. 

                               24. Like my stomach to be empty. 

                               25. Enjoy trying rich new foods. 

                               26. Have the impulse to vomit after meals.     
 

D.M. Garner and D.E. Garfinkel 
(1979) Toronto General Hospital 
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ecSatter Inventory

Below are 16 statements about your eating.  Think about each one, then check the box that 
shows how often you think, do or feel that way.

Name______________________________________________ Date______________________  
Age______

A = Always    O = Often    S = Sometimes    R = Rarely    N = Never
               A       O       S       R       N
1. I am relaxed about eating.            □   □   □   □   □

2. I am comfortable about eating enough.                               □   □   □   □   □

3. I enjoy food and eating.            □   □   □   □   □

4. I am comfortable with my enjoyment          □   □   □   □   □
 of food and eating.

5. I feel it is okay to eat food that I like.          □   □   □   □   □

6. I experiment with new food and learn to                             □   □   □   □   □
like it.

7. If the situation demands, I can “make do”                           □   □   □   □   □
by eating food I don’t much care for.

8. I eat a wide variety of foods.                                                □   □   □   □   □

9. I assume I will get enough to eat.                                         □   □   □   □   □

10. I eat as much as I am hungry for.                                         □   □   □   □   □

11. I eat until I feel satisfied.                                                      □   □   □   □   □

12. I tune in to food and pay attention to myself                        □   □   □   □   □
when I eat.

13. I make time to eat.                                                                □   □   □   □   □

14. I have regular meals.                         □   □   □   □   □

15. I think about nutrition when I choose what to eat.               □   □   □   □   □

16. I generally plan for feeding myself.  I don’t just                  □   □   □   □   □
grab food when I get hungry.

©2007 by Ellyn Satter.  May be entitled ecSatter Inventory, ecSI or About Your Eating.  May be reproduced and used only with 
permission from the Ellyn Satter Foundation.  Data about validity and reliability published in a supplement to the fall 2007 issue of 
Journal of Nutrition Education and Behavior.
















