Providing Information About Your Health
Is Very Important. Please Take the Time

To Fully Complete This Form.

MEDICAL & FAMILY HISTORY FORM

NAME:

DATE OF BIRTH:
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TODAY’S DATE:

Reason for Visit:

Primary Doctor:

Page 1

Vaccinated for Co-Vid 19: YES NO

Vaccine Name:

Medications — Please list all of your current prescription and non-prescription medications,
vitamins and supplements OR let us copy a pre-existing list)

Pharmacy Name:

NONE 0O

Past Medical History
OAcid reflux
OAnemia

OArthritis

OAsthma

OBleeding disorder
OBlood clots

OBlood transfusion
OChest pain/angina
OChronic anxiety
OChronic cough
OChronic lung disease
OChronic sinusitis
OCancer type:

OCirrhosis of liver
OColon cancer
OColon polyps
OCrohn’s disease
[ODepression
ODiabetes
ODiverticulitis
ODuodenal ulcer
OEmphysema
OFatty liver
OGallstones
OGlaucoma
OGout

OGroin hernia

[OHeart attack

OHeart failure

OHeart murmur
OHepatitis

OHiatal hernia

OHigh blood pressure
OHigh cholesterol
OHigh triglycerides
OHIV or AIDS
Olrregular heart beat
Olrritable bowel syndrome
OKidney disease/failure

Allergies (Please indicate Reaction to each Allergy)

OKidney infection
OKidney stones
OLupus
OMigraines

OMilk intolerance
OMultiple sclerosis
[OOsteoporosis
[OOvarian cyst
OPancreatitis
OParkinson’s disease
OPeptic ulcer
OPhlebitis
OPneumonia

OPolio

OPsoriasis
ORadiation therapy
ORheumatic fever
OSciatica
OSeizures

OSleep apnea
OStomach ulcer
OStroke or paralysis
OTB (Tuberculosis)
OTB skin test positive
OThyroid disease
OUlcerative colitis

ONone OPenicillin OSulfa OAspirin Olodine OLatex OCodeine

OOthers:

Surgeries/Procedures

CONone [OColostomy [OGroin hernia COHemorrhoid surgery [OLiver biopsy OStomach
OAppendectomy [OC-section  OHeart bypass [OOHiatal hernia repair [OObesity surgery OThyroid
[OBreast OEGD [OHeart stent [OHysterectomy OOvary OTonsillectomy
[OColon surgery OERCP [OHeart valve [Joint replacement OProstate OTubal ligation
[OColonoscopy OGallbladder OKidney [OSigmoidoscopy OUterus

Date of last Colonoscopy: Other Sx:

Have you EVER had any colon polyps on past colonoscopies?

Did you have a POSITIVE COLOGUARD or FIT TEST? (circle answer) NO YES DATE:
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DOB: Date- asjroentero Og)g
Family History Father Mother Grandparents Siblings Children
Healthy O O O O O
Deceased O O O O O
Colon polyps O O O O O
Colon cancer O O O O O
Social History
Marital status COmarried Osingle Oseparated [Odivorced Owidowed Opartnered
Occupation: Ounemployed Oretired
1) Smoking history: Onever Oyes; packs per day for years Age started stopped
2) Other tobacco use Ono Oyes; details:
3) Alcohol use in
PAST 12 Months Ono Oyes; # Drinks DAY MONTH YEAR
4) Drug use Ono Oyes; specify drugs and amounts:
Exercise Ono Oyes; how much and how often:
Hobbies Onone Oyes; specify:

Recent travel outside US? [no

Oyes; where:

Review of Systems — check all that apply at the present time

General

Ofever or chills
Oloss of appetite
Oweight gain
Oweight loss
OOweakness, fatigue

Gastrointestinal
Oabdominal distention
Oabdominal pain/cramping
Obelching

Oblack stools

Oblood in stool
Ochange in bowel habits
Oconstipation
Odiarrhea

Odifficulty swallowing
Ofat intolerance

Ofull after eating small amounts
Ogas/bloating
Oheartburn

Oindigestion
Ohemorrhoids
Ojaundice

Onausea or vomiting
Opain with swallowing
Opoor appetite

Orectal bleeding

Orectal pain
Oregurgitation of food
Osoiling/incontinence
COvomiting blood

Cardiovascular

Ochest pain or tightness
Orapid or irregular heart beat
Oshortness of breath
Oswelling of legs

Ovaricose veins

Respiratory

Ochronic cough
Owheezing

Oshortness of breath
Oneed for oxygen therapy

Urinary

Opain or difficulty with urination
Ofrequent urination

Oblood in urine

Oincontinence of urine

Musculoskeletal
Ostiff or painful joints
Oswollen joints
Oback pain
Omuscle pain

Hematologic
Ofrequent bruising
Obleeding doesn’t stop easily

Endocrine

Oheat or cold intolerance
Cexcessive thirst or urination
Osteroid therapy (prednisone)

Genitoreproductive - Male
Odischarge from penis
Otesticular pain or lump

Genitoreproductive - Female
Oheavy periods
date of last period:

Dermatologic
Orash or hives
Oitching
[tattoos

Neurologic

Onumbness or tingling
[dizziness or lightheadedness
Overtigo

Oheadaches

Oweakness in arms or legs
Oblurred vision

Odifficulty with memory

Psychiatric

Oanxiety

[Odepression

Opanic attacks

Otired on waking up in morning

Immunizations
[OHepatitis A
OOHepatitis B



