
AII Parients: plzase complzte pdges 1,2 & 3 and,SIGN at end of page 3 Prtme HealthCare Hisnry
Last Name First Name Date of Birth Todat's Date

Who su ed our o to
A physician refened me Who?

A friend refenedme Who?

Other E4plain

\\&ro is your primary care MD?

Please state in one or two sentences the major reasonfor your vbil

Pruious operatrons e aarcs. one

1) None 6)

?\ 7)

3) 8)

4) e)

5) l0)

Please list all with dat Circl^e N if appropriate.

Pl.ease check the boxes nut to aII illnesses you have or have had

C Atial Fibrillation O esthma 0 Crohn's Dsease C Esophagitis

D Angina Pectoris 0 Tuberculosis 0 Ulcerative Colitis D .qnemia

O tutificialHeartValve C| UlVletpS O LiverCinhosis D LatexAllergy

O High Blood Pressure fl Dabetes O Hepatitis Cl Cancer: Colon

C Pacernaker 0 Osteoporosis O Gallstones C Cancer: Esophagrx

O High Cholestaol O Thyroid Disorder D Lactose Intolerance D Cancer: Stornach

O Heart Attack C Colon Polyps 3 Pancreatitis t Cancer: Pancreas

0 Bleeding Disorder O lmtable Bowel O Dverticuiosis D Cancer: Prostate

D Ernphy'sema C Ulcers fl Sp,nre C Cancer: Breast

Circl.e N ,f

I have reviewed the Prime HeahhCare History

c
D
c
c
J
D
D
J
c

Excessive Alcohol Llse

Drug Abrse

Depression

Amciety

Suicide Attempt

Shoke

Migrarne Headache

Endometiosrs

Arthritis

iIInoth

Physician Signature:

List any er g"ssas. one

l) None 4)

2) s)
6)

Date:



Please list any family members who have had any of thefbllowin

Disease Relation to you Disease Relation to you

Cancer: Colon Colon Pollps

Cancer: Esophagu-s C.rohn's Disease

Cancer: Stornach Ulcerative Colitis

Cancer: Brea-st Lactose Intolerance

Sprue Bleeding Problems

Diabetes Heart Diseer-se

Anemia Alcohol Abr:se

Gall Bladder Stones Hepatitis

Liver Dsease (cirrhosis) Other

List all your medications (includin & laxatives). Circle None if appropriate

circle

& describe.

the following Circle N' if

Pl.ease circle ur answer:

Name of Drug Dose? (e.g. mg.)

List all vour medication allergies. If none are known, circk None

None 3) 6)

1 ) /\ 7)

/.) 5) 8)

Please circk the term that best describes your current employment stalas & descrtbe.

Employed Describe:

P-etired Previous job:

Unemployed Previous job:

Student Where?

Describe vour ase of the foUowtng: Crcle None t approprrute

Tobacco Use None _ Packs per day for _ yeus Stopped - y'ears ago

Alcoholtlse None Amount: Stopped _ ,'ears €o

Illegal Drtg Use None Type & Arrtoutrt: Stopped _ )ears'€o

Coffee/tea None 8 oz. cups per day:

Have yon been vaccinated agairst hepatitis B? Yes - No - Don't Kaow

Do you lvrsh to be screened for colon cancer'l Yes - No - Don't Know



SYm ptoms-La-ck 
of energv

Last Name First Name Date of Birth Today's Date

Please indicate wheth er ce these ms. Circlc or no.
ician Comment

Trouble sleepin
Weisht L,oss (10 lbs in I vr)
Weight gain (10 lbs in I yr)
Fwers

Hard or bowel movsments Yes No

NoL,oose or bowel movements Yes

Blood in bowel movements Yes

Vomit blood
Hea
Food sticls when swallowi

Painful swallowi
Ysllow iaundi
Chest Cardiovascular

Irrezular heartbeat
Palpitations
Swollen

Shortress of breath Respiratory

Wheezi
Cou blood

Asthma

Frequent urination GU

Blood in urine
Difficultv' urinatine

Could you be pregnant
Painfirl menses
Joint swellin Muscu

Joint redness
Gout
N,Iuscle aches
Breast
Llnusual or nerv rash

Paralvsi
Ner.uo

Stroke
Seizures

Lxlss of
Psychological

Depression
Do vou feel safe in

current relationshi
Anxiety
Diabetes
Excessive thirst
Bleedi
Easv bruisi
Allergy to shellfish
Ajlers!'to X-rav dve

Yer-

Yes

Yes

No

No

No

No

No

No

No

No

No

No

No

No

No

NoYes

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes
Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Patient's Signature
PAGE 3

Yes No

Date

Allergy



Patients should leave this page blank!

Phvsician Commqfistcran

Svstem Other Comments
General Appearance Nutrition WNL Obese Cachetic
HEENT Sclera

Conjunctiva
WNL Icteric
WNL Pale

Resp Lungs WNL Ronchi Rales Wheeze
C V Rate

Murmw
rVD

WNI, lrregular l'achycardn
Yes
Yes

No
No

Abdomen Distention
Bowel sounds
Tenderness
Mass
Ascites
Liver Size
Spleen tip
Prostate
Rectal Mass
Stool heme

No Distended Soft Firm
wNL .t t Absent
No Yes Guarding Rigid
No Yes
No Yes l+ 2+ 3+ 4+
WNL Eniarged: _ cm
No Yes
WNL Enlarged
No Yes
Neg Positive melena BRB

Extrem Edema No Yes
Skur Jaundrce No Yes

Gynecomastia No Yes
Petechia No Yes

Neuro Alert & Onent Yes x2
Encephalopathy No Yes

x l

Impression & Plan

Consent obtalned:
R/B/A erplalned

EGD Dilation
Sclero Colonscopy ERCP

US CT MRI 24OPH EI\4S Liver Biopsy BloodWork

Hemoccult cards given to patient Old records: Patient to obtain
Office to obtain

Diabetic procedure
instmctions eiven

Pre- procedure anticoagulant
advice give

GE Reflui advice Immunosr.rppressiv e advic e give n Hepatitis advice given Lactose free diet

.Antibi otic hophyl axis:

Reconrnended

Desired by patient

Consult Ibllow up


	patient-history1
	patient-history2
	patient-history3
	patient-history4

