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Gastroenterology and Hepatology
Www.gastroassociates.org

Patient Name: Age: Occupation:
Partner/Spouse Status: Primary Care Provider:
The reason for your visit today:

Approximate date the problem started:

PATIENT HEALTH HISTORY FORM

(Please print clearly and complete both sides)

Are you having any of the following symptoms:

Yes No

I
I

Difficulty when swallowing (food sticking)? For how long?
Heartburn? For how long?
Nausea? For how long?
Vomiting of food or fluid? For how long and how often?
Abdominal pain or distress? For how long?
Is pain worse or better with eating?
Is the pain related to position or activity:

] Walking [JStanding [J Sitting [ Lying Down
How frequently do you have bowel movements?
Is pain: [ Aggravated or [] Relieved by bowel movements? (mark one if applicable)
Hard stools? For how long?
Loose or watery stools? For how long?
Do you pass stool when you don’t want to?

Do you have bowel movements that wake you up from sleep?

Have you seen blood in your stools? What color? For how long?
Rectal pain?

Other History:

Yes No

N 0 {0 |
N 0 {0 |
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Have you had previous gastrointestinal x-rays and/or procedures in the last 3 years?
Have you ever had liver or gallbladder problems?

Have you ever had a pancreas problem?

What is your present weight? One year ago?
Are you on a special eating program? If yes, what is it and under whose recommendation?

Are there foods, activities or things that make you feel better or worse?

Do you drink coffee? If yes, how many cups per day?
Do you drink alcohol (including beer & wine)? Date/Time of Last Drink:
Do you have more than 2 drinks (containing alcohol) per day? How often?
Do you have more than 12 drinks (containing alcohol) per week?

Do you drink milk? If yes, how many 8 oz. cups per day?
Do you smoke or chew tobacco? If so, how much?
Do you take aspirin, Aleve, Ibuprofen, or other pain medicine? If so, which ones and how often?

Do you take antacids or any type of stomach medicine? (Prilosec, Zantac, etc.) If so, which ones
and how often?

What medications have you tried that did work?
What medications have you tried that did not work?
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List all operations/surgeries below: [] If no surgery since history form last completed 3 years ago check
box and skip to next section.

Type and Reason Year Hospital Surgeon

Have you ever been treated for any of the following:

[] Arthritis [ | Depression/anxiety [ ] Hepatitis [_] Osteoporosis

L_| Asthma || Diabetes L_| High blood pressure L_| Rheumatic fever

|_| Blood clots || Endometriosis L_| High cholesterol L_| Seizures

L_| Cancer L_| Fibromyalgia L_| Irregular heart rhythm L_| Sleep apnea

L | Colitis || Heart attack | Kidney disease || Stroke

[ ] Colon polyps [ ] Heart failure [ ] Kidney infections [ ] Thyroid disease

L | COPD, emphysema || Heart stent || Kidney stones L_| Ulcers

|| Crohn’s disease || Heart valve condition || Lung disease L_| Other

In the last 2 MONTHS have you had any of the following (please answer all questions):

Yes No General Yes No Lungs Yes No Urinary Tract Yes No Bones/Joints

[ ] [ Fatigue [] [ Short of breath [ ] [] Painwhen urinating [ 1 [ Joint pain

[ ] ] Fever ] [ Cough [] [ Difficulty urinating 1 [] Back pain

[] [ Night sweats Skin ] [ Blood in urine ] [ Muscle aches

] [J Weight loss 1 [ Rash, hives Heart Nervous System
Blood ] [ Itching ] [ Chest pain (1 [ Poor sleep

1 [ Bruise easily Eyes/Ears/Nose ] [ Palpitations [] [] Dizziness

] [ Anemia 1] [ Sneezing 1 [ Swollen legs, ankles [] [ Headaches

] [ Bleeding ] [ Hearing problems 1 [ Trouble breathing at night [] [ Seizures
Endocrine [1 [] Poor vision ] OO Fainting/blackouts [] L[] Weaknessarm, leg

] [ Feel cold often 1 [ Nasal congestion [0 [ Leg pain when walking [1 [ Numbness

[0 [ Feel hot often 0 [ Sore throat [J T Loss of memory

For Women Only: Are periods regular? []Yes [JNo [ N/A Could you be pregnant?

Date of last period? Flow: [J Heavy [ Medium []Light

Family History:

Age Major Health Problem(s) Age at Death Cause of Death

Father

Mother

Brother(s)

Sister(s)

Family history of colorectal cancer and/or colorectal polyps not listed above: [] No or none known
Relation to you: Approximate age of diagnosis:

Current Medications (include supplements, over-the-counter & herbs): [] See Chart

Name/Dose Name/Dose
Allergies: 1 No Known Allergies
Date Signature Date MD/PA Initials
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