Patient History Form

Name Date of Birth Age Male/ Female
Who is your primary care doctor? Height Weight
List all allergies:

Allergic to Latex?
Medical Problems (v if yes)

[l Arthritis [J Depression [ Hepatitis [l Rheumatic fever
[ Artificial Heart Valve [] Diabetes [l High blood pressure ] Seizures

L] Bleeding problems 0 Fibromyalgia [J HIV or AIDS [0 Stomach ulcer

l Cancer type ] Gallstones [ Irritable bowel [J Stroke

_ Colon cancer [ Glaucoma ] Kidney disease | Thyroid disease
[ Colon polyp [J Heart disease [J Lung disease O Tuberculosis

[J Crohn’s disease [ Heart murmur [1 Reflux disease [0 Ulcerative colitis

1 Other medical problems
Surgeries/Hospitalizations (and dates)

1. 3,

2 4.
Have you ever had a flexible sigmoidoscopy? Yes/No  If Yes, Please give the date
Have you ever had a colonoscopy? Yes/ No If Yes, Please give the date
Have you ever had an upper endoscopy? Yes/No If Yes, Please give the date

List your current medications and doses (including over the counter)
Please leave “Last Dose” Blank. If you have a procedure, the nurse will assist you

with this section. .
y Dosage Last Dose
2 Dosage Last Dose
2 Dosage Last Dose
4. Dosage Last Dose
5. Dosage Last Dose
6. Dosage Last Dose
% Dosage Last Dose
8. Dosage Last Dose
9. Dosage Last Dose

Social history and habits

Married? (Y/N) Current occupation

Childen? (Y/N) Ages

Do you smoke or chew tobacco? (Y/N) How Much?

Do you drink alcohol? (Y/N) How much and how often?

Have you ever used street drugs or recreational drugs?
Do you have any problems at home due to illness?




