




Name                                                        Date 
 

Reason For Visit 
 

Allergies 
 Patient has no known drug allergies Patient has no known allergies 

 Latex Other_______________________ 
 Other_______________________ Other_______________________ 
 Other_______________________ Other_______________________ 

 

Current Prescription Medications & Over-the-Counter 
 None    

Name Dose How Taken 
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   

 

Pharmacy – List preferred local  
 

 
Name                                                    Address                                                                             PH# 
 

Diagnostic Studies/Tests – Done in the last year 
 None  

  CT of ___________________ When:________________  PET Scan                 When:______________ 
  MRI of __________________ When:________________  Other:______________________ When:______________ 

 

Previous Procedures / All Surgeries (Please list all – especially abdominal surgeries)                    None 
 Colonoscopy 

 
When:___________ 

 Upper Endoscopy 
 
When: ___________ 

 Sigmoidoscopy 
 
When: ___________ 

 ERCP 
 
When: ___________ 

 Lung Surgery 
 
When: ___________ 

 Blood Transfusion 
 
When: ___________ 

 Pacemaker  
 
When: ___________ 

 Artificial Heart Valve 
 
When: ___________ 

 Heart Bypass 
 
When: ___________ 

 Defribillator 
 
When: ___________ 

 
 Stents 

 
When: ___________ 

 
 Hysterectomy 
 
When: ___________ 

 
 Gallbladder Surgery 

 
When: ___________ 

 
 Appendectomy  

 
When: ___________ 

 
 Other: ___________ 

 
When: ___________ 

 
 Other: ___________ 

 
When: ___________ 

 
 Other: ___________ 

 
When: ___________ 

 
 Other: ___________ 

 
When: ___________ 

 
 Other: ___________ 

 
When: ___________ 

 
 Other: ___________ 

 
When: ___________ 
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Name                                                                    Date 
 

Past or Present Medical Conditions                                                                        None 
 A. Fib 

When: __________ 
 Anemia 

When: __________ 
 Anesthesia 

Difficulties 
When: __________ 

 Asthma 
When: __________ 

 Barrett’s 
When: __________ 

 Bleeding Problems 
When: __________ 

 Breast Cancer 
When: __________ 

 Cirrhosis 
When: __________ 

 Colitis 
When: __________ 

 Colon Cancer 
When: __________ 

 Colon Polyps 
When: __________ 

 COPD 
When: __________ 

 Crohn’s Disease 
When: __________ 

 Diabetes Mellitus 
When: __________ 

 Dialysis 
When: __________ 

 Diverticular Bleed 
When: __________ 

 Diverticulosis 
When: __________ 

 Emphysema 
When: __________ 

 Epilepsy 
When: __________ 

 Gallstones 
When: __________ 

 GI Bleeding 
When: __________ 

 Glaucoma 
When: __________ 

 Hemorrhoids 
When: __________ 

 Hepatitis 
When: __________ 

 High Blood Pressure 
When: __________ 

 Kidney Stones 
When: __________ 

 Lung Cancer 
When: __________ 

 Mental 
Illness/Depression 
When: __________ 

 Pancreatitis 
When: __________ 

 Prostate Cancer 
When: __________ 

 Rheumatic Fever 
When: __________ 

 Restless Leg 
When: __________ 

 Sleep Apnea 
When: __________ 

 Stroke or TIA 
When: __________ 

 Thyroid Disease 
When: __________ 

 Tuberculosis 
When: __________ 

 Ulcerative Colitis 
When: __________ 

 Unusual Bleeding 
Tendencies  
When: __________ 

 Other: __________ 
When: __________ 

 Other: __________ 
When: __________ 

 

Social History 
 
Occupation/Current:____________________________________ 

 
Former(if Retired):______________________________________ 

 

Alcohol                                                                                                                                                                        None 
Type Quantity Frequency 

 Beer          times   /        day 
 Wine         Glasses         times   /        day
 Liquor         Shots         times   /        day
 

Tobacco 
Smoking Status   Current Every Day Smoker Current Some Day Smoker  Former Smoker 
  Smoker, current status unknown Unknown if ever smoked  Never Smoker 
  

Type Started Quit Quantity Frequency 
 Cigarettes            cigarettes   /        day 
 Cigar            times   /        day
 Pipe            times   /        day
 Smokeless            times   /        day 
 

Family Medical History 
   

    
 Current 

Age 
      Age at 

Diagnosis 
Mother  Colon Cancer 

Colon Polyps 
  Yes 
  Yes 

  No 
  No 

Digestive Disorders 
Liver Disease 

  Yes 
  Yes 

  No 
  No 

 

Father  Colon Cancer 
Colon Polyps 

  Yes 
  Yes 

  No 
  No 

Digestive Disorders 
Liver Disease 

  Yes 
  Yes 

  No 
  No 

 

Sister(s)  Colon Cancer 
Colon Polyps 

  Yes 
  Yes 

  No 
  No 

Digestive Disorders 
Liver Disease 

  Yes 
  Yes 

  No 
  No 

 

Brother(s)  Colon Cancer 
Colon Polyps 

  Yes 
  Yes 

  No 
  No 

Digestive Disorders 
Liver Disease 

  Yes 
  Yes 

  No 
  No 

 

Daughter(s)  Colon Cancer 
Colon Polyps 

  Yes 
  Yes 

  No 
  No 

Digestive Disorders 
Liver Disease 

  Yes 
  Yes 

  No 
  No 

 

Son(s)  Colon Cancer 
Colon Polyps 

  Yes 
  Yes 

  No 
  No 

Digestive Disorders 
Liver Disease 

  Yes 
  Yes 

  No 
  No 
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Name                                                             Date 
 

 

Review of Systems – Have you had any of the following symptoms within the past 2 months 
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Cardiovascular 
 

   Genitourinary 
 

 

Chest Pain                  Blood in Urine  
      
      
Constitutional 
 

   Hematologic/Lymphatic 
 

 

Significant or unexplained weight loss    Unusual or excessive bleeding tendency                

Significant weight gain    Prolonged bleeding/abnormal clotting 
 

 

    Excessive, prolonged, or abnormal bleeding 
associated with any past surgical procedures 

 

      
      
ENMT 
 

   Skin 
 

 

Difficulty Swallowing                  Allergies, particularly to latex or tape                

Nose Bleeds    Rashes  

      

      

Endocrine    Neurological  

Heat Intolerance    Seizures                

      

      

Gastrointestinal 
 

   Respiratory 
 

 

Jaundice, yellow eyes, and/or skin                  Trouble breathing/shortness of breath                

Rectal Bleeding    Coughing up blood  

Black tarry stools    Use of home oxygen  
      
      

Ye
s 

N
o
 

Ye
s 

N
o
 

Ye
s 

N
o
 

Ye
s 

N
o
 

Ye
s 

N
o
 

Ye
s 

N
o
 

Ye
s 

N
o
 

Ye
s 

N
o
 

Ye
s 

N
o
 

Ye
s 

N
o
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