Michael S. Shapiro, M.D., P.L.L.C.                                                         Modified 2005 AGA Form
Practice in Gastroenterology and Liver Disease

Name:______________________________________________DOB:_______________Date:_____________


Referring Physician:​​​​​​​​​​​​​​​________________________________________________________________________

Primary Care Physician:____________________________________________________________________

Cardiologist:______________________________________________________________________________

CURRENT MECIAL HISTORY AND SYMPTOMS
Reason for your visit today______________________________________________________________________________________________




Please indicate if you are having any current problems

      Physician Comments - Review of  Systems 

signs or symptoms in any of the following areas:

(
Constitutional:    

 (   Overall general wellness  (  good  (  poor
(  Weight Loss

(  Weight Gain 

(  Fevers or chills
(  Night Sweats        

(  Loss of appetite  
(  Loss of consciousness

GI/Liver


 

· Solids stick with swallowing

· Liquids stick with swallowing  

· Coughing with swallowing  

· Indigestion                             
(  Upper abdominal Pain

· Lower Abdominal Pain

· Bloating

· Abdominal distention

· Heartburn/reflux                      

· Straining with defecation

·  Constipation

·  Diarrhea

· Change in bowel pattern
 

· Bloody stools
· Black Stool 

(  Wipe Bleeding

(   Fecal Leakage/Anal Incontinence 

(  Nausea

· Vomiting

· Symptoms related to known liver disease

· Jaundice

· Enlarged liver

· Ascites (fluid in abdomen)

· Symptoms from known gallstones

· Pancreatic inflammation

Head
 (  Headaches

 (  Recent head trauma                               
 Eyes (eg vision changes)
(  Double vision (diplopia)

(  Difficulty with night vision

(  Cataracts

Ears, Nose, Throat (eg  sinus disease )
(  Vertigo

(  Post-nasal drip

(  Frequent nose bleeding 

(  Frequent sinus pain and/or sinusitis

(  Frequent sore throat

 Skin 
(  Itching
(  Rashes

(  New skin lesions

(  Easy bruising
Cardiac

(  Dizziness

(  Syncope

(  Chest Pain

(   Palpitations

·  Shortness of breath with exertion

(  Swelling of feet

Pulmonary 

(  Cough

(  Shortness of Breath

(  Wheezing
(   Cough or spit up blood

Skeletal muscular

(  Joint pain or swelling

(  Muscular pain

(  Arthritis

Neurological

(  Numbness

(  Weakness

(  Paresthesia (pins and needles sensation)

(  Seizures or spells

(  Periods of Confusion

(  Chronic loss of memory

Psychiatric
· Depression

· Anxiety

⁭    Panic attacks

Hematological/Immunological

(  Anemia

(  Blood clot/thrombosis

(  Pulmonary embolism

(  Bleeding tendency

(  Frequent infections

Endocrine
(  Goiter

(  Commonly feel cold

(  Commonly feel hot/warm

(  Diabetic control problems



(  Bone pain 
(  Infertility
(  Thyroid problems
Genitourinary 
(   Infertility

(  Menstrual irregularity (if applicable)

(  Testicular pain (if applicable)

(  Blood in urine

(  Painful urination

(  Urinary leakage

List all medications with dosages/times taken; include over the counter medications:

Do you use Coumadin?




YES   ⁭

NO   ⁭
Do you use Plavix?




YES   ⁭

NO   ⁭
Do you use aspirin or anti-inflammatory drugs (NSAIDS)
YES   ⁭

NO   ⁭
1.________________________________________________

2.________________________________________________

3._________________________________________________

4._________________________________________________

5._________________________________________________

6.__________________________________________________

7.__________________________________________________

8.___________________________________________________

9.___________________________________________________

10.___________________________________________________

                                                                     
Allergies: Please list medications: 










IV Contrast reactions?  
      YES   (       NO   (










Latex allergy?

     YES  (       NO   (










Problem with anesthesia?    YES  ⁭      NO  ⁭

What is your Social History?

Marital Status:             Single (
                        Divorced  (                          Married (                                     Widow/Widower (
Who lives with you?________________________________   How many children do you have?____________________
Current Occupation/Employer __________________________________What kind of work?________________________________

Do you smoke?      YES   ⁭        NO   ⁭    How many packs a day? _____________ How many years? ____________________

If you smoked in the past, when did you stop? ___________________________________
Do you drink alcohol?     YES   ⁭        NO   ⁭      How many drinks per day?_____  per week?______ per month?_________

Sexually active?   YES   ⁭      NO   ⁭      Last Menstrual Period (if applicable)?_____________________      Contraception?   YES  ⁭     NO   ⁭
Do you use recreational  drugs? ________________  If yes, what kind?_____________________________________


What is the Health Status of Your Family?

Mother:____________________________________________ Father:_________________________________________________

Brothers/Sisters:____________________________________________________________________________________________

Children  _________________________________________________________________________________________________

Family Illnesses: Any history of…yes or no:  If so please list who.
Heart Disease (heart attack, heart failure)     ( yes  ( no

High blood pressure?    ( yes  ( no    

Diabetes?    ( yes  ( no    

Strokes?    ( yes  ( no

Colon cancer?    ( yes ( no   
Pancreatic Cancer?    ( yes ( no   

Stomach Cancer?    ( yes ( no   

               Gynecological caner?    ( yes ( no   

               Ulcerative colitis?    ( yes ( no      
               Crohns Disease?    ( yes  ( no  

               Celiac disease?    ( yes  ( no  

               Liver disease?    ( yes  ( no 

Breast Cancer?    ⁭ yes  ⁭ no
PREVIOUS MEDICAL HISTORY

 Prior abdominal surgeries?        Yes  (         No  (          

(  Cholecystectomy (gallbladder)
(  Hiatal hernia repair (anti-reflux) 

(  Appendectomy
(  Gastric surgery
(  Pancreatic surgery
(  Small intestine surgery
(  Colon surgery (When?__________  Where?___________)
(  Colonoscopy (Yr of last:__________  Where?_________ )
(  Egd (upper endoscopy) (Yr of last:______  Where?______)
(  Flexible sigmoidoscopy (Yr of last:___________  Where?____________)
(  Hemorrhoid surgery                                      
(  Hysterectomy
(  Bowel obstruction surgery
(  Cardiac surgery (( valve replacement, ( CABG  )
(  Other  (please list)
What medical conditions do you have or have had in past?  Check all that apply.
GI/Hepatic
(  Upper Gastrointestinal bleeding

(  Lower gastrointestinal bleeding

(  Irritable Bowel Syndrome                                                                       

(  Esophageal Swallowing Disorder (Achalasia/Esophageal Spasm)

(  Gastroesophageal Reflux/ esophagitis
(  Barrett’s   

(  Esophageal stricture

(  Peptic Ulcer

(  Diverticulosis         (history of diverticulitis (need for antibiotics) ( ,      history of diverticular bleeding (  )                              

(  Ulcerative Colitis

(  Crohns  Disease                                                        

(  Celiac Disease

(  Colon cancer with surgery

(  Colon Polyps

(  Gallbladder disease

(  Liver Disease  

(  Cirrhosis

(  Hepatitis C  

(  Hepatitis B

(  Hepatitis other (List:______________________________)
(  Liver transplant (When?____________________________)
(  Pancreatic Disease/Pancreatitis

Cardiac

(  Prosthetic valve

(  History of endocarditis

(  Heart Failure/Congestive Heart Failure                                          
(  Atrial Fibrillation 

(  Cardiac (heart) arrhythmia                                

(  Cardiac Angina

(  Heart Attack (myocardial infarction)                                                        

(  Hypertension

(  Low blood pressure
(  Valvular disease 

Pulmonary

(  Asthma                                                                                            

(  Chronic Bronchitis/Emphysema/COPD   

(  Pulmonary Embolism
(  Pneumonia
Genital Urinary

(  Urinary tract infections

(  Kidney infections (pyelonephritis)

(  Urinary stones

(  Kidney failure

(  Dialysis

(  Kidney transplant
Endocrine

(  Hypothyroid

(  Hyperthyroid (graves disease )

(  Diabetes                                                                                                                                           

(  Hyperlipidemia
(  Osteoporosis or Osteopenia
Hematological/Immunological

(  Cancer                             (colon  (, esophageal ( , pancreatic (, gastric ( , breast (, prostate (, lymphoma(, throat() 

(  Transfusions

(  Chronic anemia

(  History of iron deficiency

(  Thalessemia

(  Immunodeficiency 
Neurological

(  Epilepsy/Seizures                                                                           

(  TIA (mini-stroke)
(  Stroke/Cerebrovascular Disease

(  Neuropathy
Psychiatric

(  Depression

(  Anxiety disorder

(  Panic disorder
Ophthalmological
(  Glaucoma

(  Blindness
Dermatological

(  Psoriasis

(  Skin cancer   (melanoma  ( )

(  Non-hereditary hair loss
Diseases of Ears/Nose/Throat

(  Sinus disease

(  Hearing loss
Rheumatologic Disease 
(  Gout

(  Osteoarthritis

(  Sjogrens

(  Rheumatoid arthritis

(  Scleroderma

(  Lupus

(  Dermatomyositis

(  Fibromyalgia

(  Seronegative arthritis

(  Joint replacement

1
1
© AGA Center for GI Practice Management and Economics

July 2001


