NEW PATIENT HEALTH RECORD
Name: _______________________________________________________  Date:  ________________

Age: ______    Referring MD: _______________________   Primary Care MD: ____________________

Prior GI Physician:

Name:  ____________________________________      Clinic: _________________________________

Address: ___________________________________ City: _______________________ State: ________

Present Illness: (please describe the problem you are having):

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Past Medical History:  (please complete dates and results, if known)

Hemoccult cards:  _________________________    Flexible Sigmoidoscopy ________________________

Colonoscopy: _____________________________   Upper Endoscopy:  ____________________________

UGI X-ray: _______________________________   Barium Enema:  ______________________________

Ultrasound: _______________________________  CT:  ________________________________________

Prior Hospitalizations/Surgeries:

	Operation/Illness
	Year
	Hospital
	Doctor

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Other Illness/Diagnosis (other medical conditions and medicine/treatment)

	Problem
	Year
	Treatment
	Doctor

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Medications (not listed above, include over-the-counter drugs, herbals, or vitamins)

	Medication
	Dose/Frequency
	Medication
	Dose/Frequency

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Allergies: (include reaction: hives, welts, passed out, shortness of breath, shock, etc)

	Medication
	Type of Reaction
	Year
	Comment

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Blood Transfusions: When: _______________ Why: ______________  # of units: ____________________

Ever donated blood?  _______    When:   _____________________________________________________

Immunizations:  Hepatitis A: ___________ Hepatitis B: ___________  Pneumococcal: ________________

Social History:

Tobacco Use Currently?  

No:   Yes:    amount: _____  /day    Prior:  No:   Yes:    amount: _____  /day    

Alcohol Use Currently?

No:   Yes:    amount: _____  /day    Prior:  No:   Yes:    amount: _____  /day    

Recreational Drug Use Currently: (example, cocaine)

No:   Yes:    amount: _____  /day    Prior:  No:   Yes:    amount: _____  /day    

Review of Systems (please check all that apply):

Weight Loss:       Loss of appetite:         chills/fever:       night sweats: 

Blurred vision:    double vision:             dry eyes: 

Change in hearing:      ringing in ears:     nose bleed:      sinus problems:      hoarseness: 

Mouth sores:         dry mouth: 

Chest pain:     high blood pressure:       heart murmur:      ankle swelling: 

Heart skipping/jumping:      awakening short of breath:      pain in calves when walking: 

Shortness of breath:      blood in the sputum or on pillow:      wheezing: 

Difficulty swallowing:      painful swallowing:      heartburn:      abdominal pain: 

Nausea:      vomiting:      vomiting blood:     abdominal swelling/bloating: 

Abdominal cramping:      diarrhea:      constipation:       laxative use:      black stools: 

Blood in the stool:       blood on the toilet paper:      change in bowel habits:      rectal pain: 

Ribbon-like stool:      accidents:      hemorrhoids:      colitis:      spastic colon:    diverticulosis: 

Colon polyps:      ulcers:      gallstones:      hepatitis:      cirrhosis:  

Bladder/kidney infections:      blood in the urine:      kidney stones:      painful urination: 

Delayed/weakened urine flow:      flank/side pain:      increased nighttime urination:      hernia: 

Males:  Most recent PSA value:  ________     difficulty with erections:  yes      no 

Females:  # pregnancies: _____ #miscarriages: ______  # abortions: _______ # living children: ________

Menopause:  _____ year      last menstrual period: __________  Date of last Pap smear: ______________
Date of last breast exam: ____________    Date of last mammogram: _________________

Birth control method:  ________________________

Check any that apply:  painful intercourse      vaginal discharge:       hormone replacement: 

Fibrocystic breast changes:        breast biopsy: 

Musculoskeletal:  Painful joints (please check all that apply)

Fingers:       wrists:      elbows:      shoulders:      neck:      low back:      hips:      knees: 

Ankles:       feet:      

Osteoarthritis:      rheumatoid arthritis:      psoriatic arthritis: 

Do you take medications for joint pain:  yes:         no: 

Skin (please check any that apply):

Itching:       rash:         tattoos:        hair loss/thinning: 

Neurologic (please check all that apply)

Weakness:       Numbness of _____________     seizures:      fainting:      headaches: 

Difficulty concentrating:       paralysis:       stroke: 

Psychiatric (please check all that apply)

Nervousness:       depression:       frequent crying:      irritability:       insomnia: 

Panic attacks:      suicidal thoughts:        suicidal attempt:      psychiatric provider: ________________

Prior psychiatric hospitalization:  when: ___________  where: ____________________________________

Heat intolerance:        cold intolerance:       diabetes:        flushing:      thyroid problems: 

Hematologic:
Excessive bleeding:      easy bruising:      anemia:      cancer: 

Family Health History:
Mother: alive     deceased:      age: ______   illnesses: ________________________________________

Father:   alive     deceased:      age: ______   illnesses: ________________________________________

Siblings: alive     deceased:      age: ______   illnesses: ________________________________________

Children:  ages: ______________   illnesses:  __________________________________________________

Family History (please check all that apply)

Colon cancer:      ulcerative colitis:     Crohn’s disease:      ulcer disease:      gallstones: 

Liver disease:      alcoholism:      diabetes:       

Cancers: breast:     stomach:    pancreas:      liver:      ovary:      uterus:     lymphoma: 

Leukemia: 

Please check the response that best describes how you have felt during the last week.  Do not spend a lot of time thinking about your answers.

1.  Do you feel tense or “wound up?”

 Most of the time




 From time to time, occasionally

 A lot of the time




 Not at all

2.  Do you still enjoy the things you used to enjoy?

 Definitely as much




 Only a little

 Not quite so much




 Hardly at all

3.  Do you get a sort of frightened feeling as if something awful is about to happen?
  Very definitely and quite badly


 A little but it doesn’t worry you

  Yes, but not too badly



 Not at all

4.  Can you laugh and see the funny side of things?
  As much as always




  Definitely not so much now

  Not quite so much now



  Not at all

5.  Worry thoughts go through your mind:
  A great deal of the time



  From time to time but not too often

  A lot of the time




  Only occasionally

6.  You feel cheerful:
  Not at all





  Sometimes

  Not often





  Most of the time

7.  You can sit at ease and feel relaxed:
  Definitely





  Not often

  Usually





  Not at all

8.  Do you feel as if you are slowed down:

  Nearly all the time




  Sometimes

  Very often





  Not at all

9.  Do you get a sort of frightened feeling like “butterflies” in the stomach:

  Not at all





  Quite often

  Occasionally




  Very often

10.  Have you lost interest in your appearance?

  Definitely





  You may not take quite as much care

  You don’t take as much care as you should
  You take just as much care as ever

11.  Do you feel restless as if you need to be on the move?

  Very much indeed




  Not very much

  Quite a lot





  Not at all

12.  You look forward with enjoyment to things:

  As much as I ever did



  Definitely less than I used to

  Rather less than I used to



  Hardly at all

13.  Do you get sudden feelings of panic?

  Very often indeed




  Not very often

  Quite often





  Not at all

14.  You can enjoy a good book or radio or TV program:

  Often





  Not often

  Sometimes





  Very seldom
