
MEDICAL AND FAMILY HISTORY FORM

NAME TODAY’S DATE ACCT #

DR. BEING SEEN DATE OF BIRTH

REASON FOR VISIT

Patient form

Allergies

� None � Codeine � Fentanyl � Penicillin � Propofol/Diprivan � IV contrast dye � Eggs

� Aspirin � Demerol � Morphine � Sulfa � Versed � Latex � Other

Past Medical Illnesses

� None

Cancers:

� Breast cancer

� Cervical cancer

� Colon cancer

� Esophageal cancer

� Liver cancer

� Lung cancer

� Prostate cancer

� Skin cancer

� Ovarian cancer

Previous Procedures Surgeries

Mo/Yr performed

� None � Appendectomy � Umbilical hernia repair � Heart bypass operation � Mastectomy

� Colonoscopy � Colon surgery � Hemorrhoid surgery � Defibrillator � Tubal ligation

� EGD � Gallbladder surgery � Liver transplant � Heart valve rplcmt./repair � Cataracts

� ERCP � Gastric bypass surgery � Prostate surgery � Pacemaker � Joint surg./rplcmt.

� Liver biopsy � Lap band � Tonsillectomy � C-section � Other

� Esophageal capsule � Hiatal hernia surgery � Ulcer surgery � Hysterectomy, partial � Other

� Small bowel capsule � Inguinal hernia surgery � Angioplasty/stent � Hysterectomy, total

Marital status Alcohol History Tobacco History

� Single � Widowed � Divorced � Never � I have never smoked cigarettes

� Married � Separated � Same-sex partner � Less than 7 drinks per week � I quit smoking cigarettes

� More than 7 drinks per week � I smoke less than 1 pack a day

� I quit using alcohol � I smoke more than 1 pack a day

Recreational Drug History

� I have never used recreational drugs � I am currently using recreational drugs

� I have used recreational drugs in the past � I have been treated for substance abuse

Occupation

� Acid Reflux

� Anxiety/Panic attacks

� Arthritis

� Asthma

� Atrial fibrillation

� Barrett’s esophagus

� Celiac sprue

� Cirrhosis of liver

� Colon polyps

� Congestive heart failure

� Glaucoma

� Heart attack

� Helicobacter Pylori

� Hepatitis B

� Hepatitis C

� Hepatitis, autoimmune

� High blood pressure

� High cholesterol

� HIV

� Irritable bowel syndrome

� Kidney disease

� Lupus

� Pancreatitis

� Seizure disorder

� Sleep apnea

� Stroke/TIA

� Thyroid, overactive

� Thyroid, underactive

� Ulcer

� Ulcerative colitis

� Other

� Coronary artery disease

� Crohn’s disease

� Depression

� Diabetes

� Diverticulitis (infected)

� Diverticulosis

� Emphysema

� Endometriosis

� Fatty liver

� Fibromyalgia

Occupation



PLEASE LIST ALL MEDICATIONS YOU ARE TAKING:
Medication Dosage How Often Medication Dosage How Often

YOUR PHARMACY

� I am currently taking dietary supplements/vitamins         Y         N � I am currently taking herbal supplements         Y         N

SYMPTOMS YOU ARE CURRENTLY EXPERIENCING
Gastrointestinal
� None � Bloating/Gas � Constipation � Incontinence of stool � Swallowing difficulty
� Abdominal pain � Blood in stool � Diarrhea � Loss of appetite � Vomiting
� Black tarry stools � Change in bowel habits � Heartburn / Reflux � Nausea � Other
Genitourinary Skin
� None � Pain / burning w/urination � None � Rash
� Blood in urine � Pregnancy (current) � Itching � Suspicious lesions
� Dark urine � Sexually transmitted disease � Jaundice � Other
� Enlarged prostate � Urinary incontinence
� Frequent urinary infections � Other
� Heavy menstruation
Cardiovascular
� None � Heart murmur � Hand / Ankle swelling � Shortness of breath
� Angina/Chest pain � Irregular heartbeat � Rapid heart rate/palpitations � Other
Neurological Endocrine
� None � Seizures � None � Excessive urination
� Headaches � Stroke � Cold intolerance � Heat intolerance
� Memory loss/confusion � Other � Excessive thirst � Other
� Numbness/tingling
Constitutional Psychiatric
� None � Night sweats � None � Depression
� Chills � Weight gain � Anxiety � Other
� Fatigue � Weight loss � Bipolar disorder
� Fever
� Loss of appetite
Eyes Hematologic
� None � Pain � None � Easy bruising
� Double vision � Redness � Anemia � Prolonged bleeding
� Irritation � Other � Blood transfusions � Other
� Loss of vision
Ears, Nose, Throat Musculoskeletal
� None � Nose bleeds � None � Joint pain
� Sore throat � Post-nasal drip � Back pain � Other
� Hoarseness � Recurrent sinus infections
� Mouth sores � Other
Respiratory Immunologic
� None � Sleep apnea � None � Immune deficiency
� Frequent cough � Wheezing � Allergies � Other
� Shortness of breath � Other � HIV exposure
� Snoring

FAMILY HISTORY
None Father Mother Children Brother Sister Grandparents Other Rel.

Colon cancer � � � � � � � �
Colon polyps � � � � � � � �
Crohn’s/Ulcerative colitis � � � � � � � �
Liver Disease � � � � � � � �
Uterine cancer � � � � � � � �
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