
WLS Patient Testimonial 
 
Name: __________________________________________________ 
 
Today’s Date: ____________   Date of Surgery: ________________ 
 
Consider including a discussion of the following: 
 
General health issues and quality of life before surgery 
Prior attempts at weight loss before surgery 
Experience with the Duke WLS Program personnel 
Issues with Insurance if any 
Operative experience 
Hospital experience 
Changes in health issues and quality of life after surgery 
Would you do it again? 
 
 
 
Return this form and the following signed consent to:   
 
Duke Weight Loss Surgery Program 
3116 N. Duke Street 
Suite 209 
Durham, NC  27704 
 
 




