Patient Name:
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Date:

Social Security Number:

Street Address/P.O. Box:

City:

State: Zip Code:

Home Phone:

Work Phone: Cell Phone:

Date of Birth:

Male: Female:

Minor: ___ Single: ___ Married: ___ Divorced: ___ Widowed: ___ Separated: ___

Patient’s Employer:

Address:

If Student, Name of School or College:

State:

City:

Emergency Contact:

Phone:

Referring Physician:

Primary Care Physician:

Phone:
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Insurance Information

Name of Insured:

Relationship to Patient: Date of Birth:
Insurance Company: IDN:
Group Number: Phone:

Authorization and Release
| authorize release of any information concerning myself/my child’s health care, advice and
treatment provided for the purpose of evaluating and administering claims for insurance benefits.
| also hereby authorize payment of the insurance benefits otherwise payable to me, directly to the
physician.

X

Patient Signature (Parent Signature if Patient is a Minor)

| understand that | am financially responsible for payment for the services rendered to me, and
authorize the office to submit the appropriate insurance claims whenever necessary. If there is no
payment by my insurance company, | agree to pay for the services rendered.

X

Patient Signature (Parent Signature if Patient is a Minor)

Acknowledgement of Receipt of Notice of Privacy Practices and Communications Consent
| acknowledge that | have received or have been offered a copy of the Notice of Privacy Practices.

X
Patient or Personal Representative Signature Date

Print Name

If a personal representative’s signature appears above, please describe personal representative’s
relationship to the patient below:
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| give permission to be contacted in the following manner (Check All That Apply):
Work Phone: _ OKto leave message ___ Leave message with call-back number only
Home Phone: ___ OK to leave message with information
___Leave message with call-back number only

___ OKto leave messages with the following family members:

Written Communication: _ OK to mail to home _ OK to mail to work

___ OK to fax to this number:

X
Patient Signature (Parent Signature if Patient is a Minor) Date

Chief Complaint and History of Present lliness

What medical problem or concern brings you here today?

When did you first notice this problem?

Have you seen any other doctor for this problem? ___ Yes ___ No

If Yes, who?

Have you had this problem in the past? __ Yes __ No

Have you taken any prescribed medicine or over the counter drugs for relief? ___ Yes __ No

If Yes, please List:
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Do you experience pain or discomfort? ___ Yes No

If Yes, please describe type of pain, location and when first noted:

Have you had a recent weight loss/gain? ___ Yes No _ Loss ___ Gain

How much? Over what period of time?

Please Circle any of the Following Upper Gastrointestinal (G.l.) Symptoms You are Experiencing:

Nausea Vomiting Vomiting Blood Dry Heaves
Sour/Bitter Tastes Difficulty Swallowing Painful Swallowing “Lump” in Throat
Coughing After Eating Food Sticking in Throat Excessive Gas Bloating
Regurgitation Belching Heartburn Reflux
Indigestion Other (Please explain)

Please Circle any of the Following Lower Gastrointestinal (G.l.) Symptoms You are Experiencing:

Constipation Diarrhea Change in Stool Color Mucus in Stool
Change in Stool Size Foul Stool Odor Painful Bowel Movements Cramping
Burning Black/Tarry Stool Excessive Gas Hemorrhoids
Blood in Stool Positive Hem Occult Test  Incontinence/Fecal Accident

Other (Please explain)

Do you have regular bowel movements? Yes* No
Have you noticed any change in bowel movements? Yes* No
Have you used laxatives or anti-diarrhea medications? Yes* No

*Please explain answers:
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Please detail any other symptoms, questions or concerns you would like to discuss with Dr. Jones:

Do you have any allergies? ___ Yes No

If yes, please list cause and reaction:

Do you take any medications on an empty stomach? ___ Yes* ___ No

Do you take vitamins or iron supplements? ___ Yes* ___ No

Are you on blood thinners? ___ Yes* ___ No

Have you recently taken antibiotics? ___ Yes* ___ No

Do you regularly take aspirin/arthritis medication? ___ Yes* ___ No

Do you require prophylactic antibiotics prior to dental work/surgical procedures? ___ Yes* ___ No

*If you answered yes to any of these questions, please explain:

Family Medical History

Have your parents, siblings, grandparents, aunts, uncles or children have had any of the following
symptoms or diseases? If so, please circle all that apply:

Anemia Cirrhosis Colon Polyps Heart Disease Tuberculosis
Bleeding Problem Colitis Crohn'’s Disease Liver Disease
Celiac Sprue Colon Cancer Diabetes Peptic Ulcers

Other Cancer (Please explain)

Other (Please explain)
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Please list the ages and any major illness or cause of death for the following family members:

Father Mother

Brothers

Sisters

Children

Medical History

If you have been diagnosed or treated for any of the following, please circle all that apply:

Alcoholism Contacts Headaches Respiratory Problems
Anemia Convulsions Hearing Aid Skin Problems
Anxiety Depression Heart Problems Stroke

Artificial Heart Valve Diabetes Hives Thyroid Disorder
Artificial Joint Drug Addiction Kidney Disease Tuberculosis

Arthritis Ear Problems Lung Disease Vascular Problem
Asthma Endocarditis Muscular Disorder Weight Problem
Bleeding Problems Eye Problems Neurological Disorder

Blood Pressure Frequent Colds Psychological Disorder

Cancer Glaucoma STD

Other (Please explain)

If you have been diagnosed or treated for any of the following gastrointestinal disorders, please
circle all that apply:

Barrett's Diverticulosis Gastritis Pancreatitis
Blood in Stool Duodenal Ulcer Hemorrhoids Peptic Ulcer
Cancer Esophagitis Hepatitis Polyps

Celiac Sprue Fistulas Hiatal Hernia Reflux
Cirrhosis Fissures Irritable Bowel Syndrome Strictures
Colitis Gallbladder Disease Jaundice Tumor/Mass
Crohn’s Disease Gallstones Liver Disease Vomiting Blood

Other (Please explain)
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Please list all hospitalizations, procedures and operations, include the date and year:

Have you ever had a blood transfusion? ___ Yes* No

*If Yes, when and for what reason?

How many hours of sleep do you get per night?
Do your symptoms disturb your sleep? ___Yes ___ No

Do you use tobacco? ___Yes ___ No

Please circle all that apply: Cigarettes Cigars Smokeless Other (Please explain)

How long?
Do you drink alcohol? _ Yes __ No

If yes, what product and how many servings per week?
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