Digestive and Liver Disease Specialists
Patient History Form

Name: Date: Sex: M F

Age: Date of Birth: Marital Status: S__ M__ W _ D

Primary Care Physician (PCP):

Other Physicians who care for you:

Reason for Visit:

Allergy to shellfish, iodine, dye, latex, tape? : No Yes If yes, what?

Allergies or “ bad reactions” to medications or other substance? No Yes
If yes, list the medicines and reactions

List Medications Below (prescription and non-prescription. include herbal and dietary

supplements):

Medication Name Dose Times per | Length of
day time taking
medication
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Past Medical History:
Have you ever had:

Heart failure no yes  explain & date
Kidney Problems no yes  explain & date

Please list surgeries and medical conditions you have ever had.

Surgery

Date Mo/Yr

Surgeon

Medical /Psychiatric Condition/
Hospitalizations (Other than for surgery)

Date Diagnosis or
hospitalization

Physician who cares
for you

Do you need antibiotics before procedures? No Yes explain

Have you ever had any problems with anesthesia or conscious sedation ( such as Demerol,

Versed, Valium, Fentanyl) > No Yes Explain:

Do you have Sleep Apnea or any airway obstruction (breathing problems)?

Do you have diabetes? No Yes List medications:

No Yes

Do you have Asthma? No Yes List inhalers:

Have you had an echocardiogram? No Yes

Date?

Stress test? No Yes Date?

List year (s) you have had any of the following procedures of tests:

Barium Enema X-ray Flexible Sigmoidoscopy
Colonoscopy Upper Endoscopy (EGD)

UGI or barium swallow x-ray

List Others- tests and dates (such as CT scan, MRI, Bronchoscopy, etc)




Circle any of the following medications you are taking, even on an occasional basis:
Coumadin, Heparin, Lovenox, other anticoagulant or blood thinner
Advil, Motrin, Ibuprofen, other medicine for pain

Aspirin, Alka-Seltzer, Aspirin containing products

Alcohol, Drug and Tobacco History:

Cigarette/Cigar/Pipe: Never Former Year Quit?
Current : Amount per week Per day
Smokeless (chew): Amount per week Per day
Do you drink Alcohol?: No Yes
Describe your use of alcohol:
Amount per week: Beer Wine Liquor:
Recreational and intravenous drugs: Never Past Current:

Have you ever attended or felt you should attend a drug or alcohol rehabilitation program?
No Yes [Ifyes, explain:

Do you have any Tattoos? No Yes Year?
Have you ever had a blood transfusion? No Yes Year?
Occupation:

Family History: Has any of your Blood relatives had any of the following? Explain the
relationship ( father, sister, uncle, etc.)

Colon polyps No __ Yes Who and what age?

Colon CancerNo __ Yes Who and What age?

Other Cancers: (Circle) Esophagus, Stomach, Pancreas, Liver, Breast, Ovarian, Other

Who and What age?:

Stomach Ulcers No Yes
Liver Disease No Yes
Heart Disease/Stroke/ High Blood Pressure No Yes
Diabetes No Yes
Inflammatory Bowel Disease/ Ulcerative Colitis/ Crohn’s No Yes

Other? Explain
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Please Circle any symptoms you have had.

REVIEW OF SYSTEMS HEMATOLOGY

Anorexia

Fatigue

Fever

Weight Gain > 10 Ibs.

Weight Loss > 10 1bs.
Appetite Loss

MUSCULOSKELETAL

Joint Stiffness
Back Pain
NEUROLOGICAL
Headaches
Syncope

Seizures

Weakness
Dizziness
Incontinence Stool
Stroke
PSYCHIATRIC
Anxiety
Depression
Hallucinations
Suicidal Ideation
Suicidal Planning
Insomnia

Inability to Concentrate
Panic Attacks
Mood Changes
ENDOCRINE
Sexual Dysfunction

Any information you would like to add? Explain:

CARDIOVASCULAR SKIN
Anemia Chest Pain Pruitus
Enlarged Lymph Nodes Hypertension Rash
Petechiae Palpitations Brusing
Abnormal Bleeding Shortness of Breath
Blood Clots Difficulty Breathing Lying

Down
Nose Bleed Leg pain and/or Swelling

MALE GENITOURINARY

Testicular Mass
Testicular Pain
HEENT

Change in Vision
Headache

Eye Redness
Decreased Hearing
Bleeding Gums
Hoarseness
Ringing in the Ears
Nose Bleed
NECK

Neck pain

Neck Stiffness
RESPIRATORY
Cough

Dyspnea
Hemoptysis
Sputum Production
Wheezing
BREAST

Breast Pain
Gynecomastia

Swelling of Extremities
Fainting
GASTROINTESTINAL
Abdominal Mass
Abdominal Pain
Change in Bowel Habits
Constipation

Diarrhea

Dysphagia

Food Intolerance
Bloody Stool

Gas

Heartburn

Indigestion
Hematemesis

Jaundice

Melena

Nausea

Rectal Bleeding
Vomiting

Vomiting Blood

Black, Tarry Stool

Women: Last menstrual period

Last pap smear

Last Mammogram

This form was completed by (circle):

Self

Men:
Last prostate check
Testicular exam

Other (name)
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