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Patient Information Form 

Name: _____________________________________________ Today's Date: ___________________________________ 

Date of Birth: ___________________________________________ Age: ________________________________________ 

Reason for Visit: _____________________________________________________________________________________ 

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________ 

Medicines: List all medicines, birth control pills, or vitamins you take with or without a 

prescription including over the counter drugs. (e.g. Aleve, Tagamet 200. etc) Include herbs 

and aspirin.  __________________________________________________________________________________________ 

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________ 

Past Medical/History Problems  

List of Past Medical/History Problems: (i.e. High Blood Pressure, Asthma, Heart Attack, TB, 

etc) 

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________ 

Have you ever had:  

Colon Polyps: Yes/No       Gastric Polyps: Yes/No  

Ulcers: Yes/No       Liver Disease: Yes/No  

Pancreatitis: Yes/No  

Cancer: Yes/No     Type:_____________________________________________________________________________ 



Medicine Allergies:___________________________________________________________________________________ 

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________ 

Previous Procedures  

Colonoscopy: Yes/No     Year: ___________ 

Upper Endoscopy: Yes/No    Year: ___________ 

Hospitalizations & Surgery 

List IIIness/Operation & Approximate Year: ______________________________________________________ 

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________ 

Family History  

Gastrointestinal (Digestive Disease)  

Relative/s with:  

Gallstones: ____________________________________________________________________________________________ 

Ulcer: _________________________________________________________________________________________________ 

Polyps: ________________________________________________________________________________________________ 

Pancreatitis: __________________________________________________________________________________________ 

Liver Disease: ________________________________________________________________________________________ 

Cancer: _______________________________________________________________________________________________ 

Personal Social History  

Alcohol: Yes/No Drinks per week: _________  Beers per week: ______________ 

Smoking: Yes/No Cigarettes per day: _________  #of years: ______  #of years quit: ___________ 

History of Injectable Drug Use: Yes/No 

Marijuana Use, Frequency, & Form: ________________________________________________________________ 

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________ 

 

 




















