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Please Print:

LAST NAME FIRST NAME
Please circle the appropriate answer:

Procedure: Endoscopy Colonoscopy Flexible Sigmoidoscopy
Do you have any cultural or religious practices of which we need to be aware? YES NO
Comments:

LIST YOUR ALLERGIES:

DATE OF BIRTH

Medication Reaction Medication Reaction

Are you allergic to latex? YES NO Are you allergic to eggs? YES NO

LIST YOUR CURRENT MEDICATIONS:(Include vitamins, herbs, non prescription medications)

Name Dose Name Dose

YOUR HEALTH HISTORY:

Have you been hospitalized within the last 6 months? YES NO
If yes, why?

Cardiovascular diseases? YES NO
Chest pain/angina Heart attack (MI) High blood pressure Heart infection
Coronary artery disease Elevated cholesterol Heart failure Catheterization
Arrhythmia/atrial fibrillation Pacemaker Defibrillator Angioplasty
Bypass surgery Heart valve surgery Vascular surgery/grafts
Other:

Pulmonary/Lung diseases? YES NO
Asthma Emphysema COPD
Sleep apnea Shortness of breath Difficulty breathing with exertion
Other:

Gl/Stomach or Bowel diseases? YES NO
Hepatitis Reflux Stomach ulcers
Diverticulosis Irritable bowel Colitis
Crohn’s disease Cirrhosis
Other:

Renal/Kidney diseases? YES NO
Renal Failure Dialysis Stones

Dialysis fistula
Other:
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Neurologic diseases? YES NO
Stroke TIA (mini stroke) Migraines
Neuropathy Seizure disorder Date of last seizure:
Other:

Endocrine diseases? YES NO
Insulin dependent diabetes Non insulin dependent diabetes
Hypothyroidism (under active thyroid) Hyperthyroidism (over active thyroid)
Other:

Cancer? YES NO
What type/where?
Treatment: Surgery Chemotherapy Radiation
Comments:

Psychiatric diagnosis/treatment? YES NO
Comments:

Additional diseases/disorders? YES NO
Anemia Glaucoma Musculoskeletal disease
Immune deficiency disease/disorder

Females:
Do you get your period? YES NO
Are you or could you be pregnant? YES NO Last menstrual period?

Other medical conditions not listed: (include any treatment for chronic pain)

Have vou ever had surgery? YES NO

What type/when?

Previous Gl procedures? Endoscopy

Colonoscopy

ERCP (endoscopy of the bile ducts/pancreas)

Have you ever had anesthesia?

YES

Flexible Sigmoidoscopy

NO

Have you ever had a problem with anesthesia? YES NO
Explain:
Has a blood relative ever had problems with anesthesia? YES NO
Explain:
YOUR SOCIAL HISTORY:
Do you smoke? NO YES How much? How many years?
Do you drink alcohol? NO YES Average number of drinks per month?
Do you use recreational drugs? NO YES Type: Frequency:

What is your current height?

What is your current weight?

Signature
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