
You have requested to have a procedure in our Facil ity.  Please complete this form
and return it to us.

Name: _____________________________ Date of Birth: _ __________________

Referring Physician: _________________________ Phon e #: _________________

Do You Currently Have any of the following symptoms  (check all that apply):

  Abdominal Pain   Esophageal Reflux   Constipation

  Change in Bowel Habits   Change in Appetite   Chest Pain

  Diarrhea   Dyspepsia (upset stomach/indigestion)   Heartburn

  Dysphasia (Difficulty Swallowing)   Nausea   Reflux

  Rectal Bleeding/ Black Stools   Screening for Colon Cancer   Weight Loss

  Other: ________________________________________

Medications: (List all medications you are currently taking, including over the counter)

  I do not take any medications at this time.  (This includes “Over the  Counter Medication”)

Name of Drug Dosage (amount) How Often Taken Ordered b y Reason for

Allergies and Sensitivities:   Are you allergic to Latex?   yes    no

Please list all Allergies and/or Sensitivities you have and the reaction associated.

Drug/Item Reaction (check all that apply)
 Erythema(redness)    Hives   Shortness of Breath    Edema (swelling)

 Nausea     Vomiting     Anaphyalxis (serious react ion causing shortness of

breath, throat swelling)   pruritus (itching)   ves icles (small blisters)

 OTHER: _________________________________________________________
 Erythema(redness)    Hives   Shortness of Breath    Edema (swelling)

 Nausea     Vomiting     Anaphyalxis (serious react ion causing shortness of

breath, throat swelling)   pruritus (itching)   ves icles (small blisters)

 OTHER: _________________________________________________________
 Erythema(redness)    Hives   Shortness of Breath    Edema (swelling)

 Nausea     Vomiting     Anaphyalxis (serious react ion causing shortness of

breath, throat swelling)   pruritus (itching)   ves icles (small blisters)

 OTHER: _________________________________________________________
 Erythema(redness)    Hives   Shortness of Breath    Edema (swelling)

 Nausea     Vomiting     Anaphyalxis (serious react ion causing shortness of

breath, throat swelling)   pruritus (itching)   ves icles (small blisters)

 OTHER: _________________________________________________________



PLEASE COMPLETE THE BACK OF THIS SHEET ALSO!!

Past Illnesses:  (Check all that apply)

  Anemia   Asthma   Bladder Problems   Bleeding Tendencies

  Cancer     Type/Location: ______________________________   Diverticulosis

  Diabetes (if “yes” – please indicate treatment:    Diet Controlled    pills     insulin    insulin pump )

  Emphysema   Epileptic Seizures    High Blood Pressure   Glaucoma

  Liver Disease   Lung Disease   Jaundice/Hepatitis         Kidney Disease

  Heart Disease (if “yes” – please check all that apply:   Heart Attack     Chest Pain    Congestive Heart Failure

  Open Heart Surgery (By-Pass/ Valve Replacement)        Implanted Defibrillator     Pacemaker   

  Polyps  Shortness of Breath   Sleep Apnea   Stroke         Ulcers

  OTHER: _________________________________________________________________________

Physical Handicaps / Special Needs:

  Difficulty Standing/Walking   Use Cane/Walker   Use Wheelchair  

Can you move from your wheelchair to a stretcher (bed) without assistance?   yes    no

  Deaf   Hearing Aid   Blind   Glasses/Contacts (please circle which one)  

  PortaCath for IV   PicLine   Difficulty with having IV started 

Surgery:

Please List any Previous Surgeries:             I H AVE HAD NO SURGERIES

DATE TYPE REASON WHERE SURGEON NAME

Social History:

Recreational Drugs:       I DO NOT use recreational drugs        I have used recreational drugs 

       I use recreational drugs frequently       I use recreational drugs occasionally

Alcohol:   I DO NOT consume Alcohol         I have consumed alcohol 

       I consume Alcohol frequently       I consume Alcohol occasionally

Tobacco:   I DO NOT use Tobacco Products      I have used Tobacco Products

       I use Tobacco Products frequently       I use Tobacco Products occasionally

Family History:    NO Family History of Colon Cancer   NO Family History of Colon Polyps

          I am Adopted and do not know my Family Health History

Father:   Colon Cancer   Colon Polyps   Other Cancer (Type: _____________________________)

Mother:      Colon Cancer   Colon Polyps   Other Cancer (Type: _____________________________)

Brother(s):   Colon Cancer   Colon Polyps   Other Cancer (Type: _____________________________)

Sister(s):   Colon Cancer   Colon Polyps   Other Cancer (Type: _____________________________)

Grandmother:   Colon Cancer   Colon Polyps   Other Cancer (Type: _____________________________)

Grandfather:   Colon Cancer   Colon Polyps   Other Cancer (Type: _____________________________)

Other: (Relationship: ___________________ ):   Colon Cancer     Colon Polyps      Other Cancer (Type: ______________)



Date Scheduled: ________________  Procedure:  EGD      Colon     E/C     LB     SBE     SIG     E /SIG

Endoscopist: Hiltz McHenry      Salzman     Fagel     Jones     P atton     Szabo     Moreman     MR #: ________


