PATIENT QUESTIONNAIRE

JOEL CHODOS, M.D.



       Name:______________________________
Gastroenterology




        Date:______________________________

Please state in one or two sentences the main problems (s) or symptoms (s) that led to your making an appointment with our office.

__________________________________________________________________________________

__________________________________________________________________________________

How long has this problem been present?_________________________________________________

Please list, as best you can, any major medical illnesses, chronic conditions, or diagnoses you have that you are aware of:_______________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Do you have or have you had : (Please circle Yes or No)  Also, list details to right in your own words.

Y
N
Diabetes

Y
N
Hypertension (high blood pressure)

Y
N
Asthma, Emphysema

Y
N            Tuberculosis

Y           N
Pneumonia

Y
N
Heart Disease

Y
N
Heart Murmur

Y
N
Angina

Y
N
Kidney Problems

Y
N
Epilepsy, seizures

Y
N
Anemia, low blood count

Y
N
Stroke, paralysis

Y
N
Chronic headache problems

Y
N
Depression

Y
N
Emotional problems

Y
N
Major recent change in weight

Y
N
Chronic joint problems or arthritis (other than minor aches and pains)

Y
N
Blood clots in legs or lungs

Y
N
Have you ever had cancer?  Type and dates ___________________________________


GASTROINTESTINAL HISTORY

Y
N
Do you have chronic intestinal problems?

Y
N
Is your appetite good?

Y
N
Nausea or vomiting recently.

Y
N
Vomiting blood.

Y
N
History of ulcer?

Y
N
Jaundice or hepatitis.

Y
N
Liver problems.

Y
N
Blood transfusion.

Y
N
Gallstones

Y
N
Abdominal pain – Describe type (burning, stabbing, etc.)



________________________________________________________________________



Where in the abdomen is the pain?____________________________________________



What makes the pain better?_________________________________________________

Y
N
Do you have bloating?     

Y
N
Diarrhea

Y
N
Constipation

Y
N
Rectal bleeding or blood in stool?

Y
N
Blood when wiping after bowel movements?

SEE REVERSE SIDE

Have you ever had:

Y
N
Hemorrhoids

Y
N
Upper GI series?  When________  Why & What results?__________________________

Y
N
Barium enema/lower GI series?  When_______  Why & What results?_______________

Y
N
Sigmoidoscopy?  When?_______  Why & What results?__________________________

Y
N
Upper GI endoscopy/EGD?  When_______  Why & What results?__________________

Y
N
Colonoscopy.  When_______  Why & What results?_____________________________

For Women Only:

Y
N
Do you have menstrual periods?

Y
N
Are your menstrual periods regular?

Y
N
Do you have unusually heavy menstrual periods?



When was your last menstrual period?_____________.

Family History:  Is there a family (blood relative) history of:

Y
N
Colon cancer If so, in whom and at what age?___________________________________

Y
N
Ulcerative colitis (inflammation of the colon with bleeding).

Y
N
Diabetes

Y
N
Liver problems – Cirrhosis

Y            N           Any cancers aside from colon? If yes what type and in whom?______________________

Previous Surgery:




Y
N
Cardiac Surgery ? What type?              Date

Y
N
Gallbladder removed .  Date

Y
N
Appendix removed       Date

Y
N
Hysterectomy     Why?                        Date

Y
N
Tubal Ligation



Other___________________________________________________________________

Height__________ Weight__________

Medications:  Please list medications you use including nonprescription medications, including dose and how many times per day used.____________________________________________________________
_____________________________________________________________________________________

_____________________________________________________________________________________

Do you use:

Y
N
Aspirin, Bufferin, Motrin, Advil, Nuprin, or other pain medications.  How much

Y            N
Birth Control Pills

Y
N
Vitamins

Y
N
Anticoagulant (Blood Thinners)

Habits:

How much alcohol do you drink:
Liquor:

Amt__________
How often__________





Beer:

Amt__________  How often__________





Wine:

Amt__________  How often__________

Do you smoke?  Yes or No  
How much? ___________  

                                      If no, did you formerly smoke and how much   ___________

Do you drink coffee?  How many cups per day?___________

Do you drink milk or eat ice cream? If so how much _________________ How Often?________________

Allergies:

Do you have any drug allergies – 
If so, list__________________________________________





If no, please put NONE______________________________

ANYTHING ELSE YOU WANT TO ADD:_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

