MONTGOMERY COLORECTAL SURGERY LLC
Health Information Form
NAME










DATE OF VISIT


What is the reason for your visit today?

Who referred you to Montgomery Colorectal Surgery?

Please circle any of the symptoms below that you have:

Anorectal Bleeding
Change in bowel habits
Diarrhea
Constipation
 Loss of bowel control

Weight loss

Abdominal Pain
anal/rectal pain
loss of appetite

Have you ever had a colonoscopy?  Yes
No
 Date of most recent exam______________

What were the findings? 
Normal
Polyps

Other_________________________

Please list your current and past medical problems

Please list any surgeries you have had and when you had them.

Please list any allergies.  If possible please describe the allergic reaction.
Please list your current medications and their doses.
Family History:   Please indicate what illness are/were present in your family
Father






Sisters/Brothers:
Mother






Children:
Grandparents





Other: 
Social History
What is your occupation?

Are you: 
Single

Married
Separated
Divorced
Other___________

With whom do you live?

Alone

Spouse/Significant Other
Children
Parents

Roomate/Housemate
Other

Are you sexually active?
No

Yes


If yes: Are you 
heterosexual
homosexual
bisexual

Do you use Alcohol?

No

Yes

If Yes, How much and how often do you drink?

Do you use Tobacco?

No

Yes

If Yes, What and how often do you smoke or chew tobacco?

If No, please indicate if you ever smoked, for how long, and when you stopped:

Do you use Recreational Drugs
No
Yes

If Yes,  what do you use, how much and how often:

Do you exercise? 
No 
Yes

If Yes, please indicate what you do and how often:

Do you travel frequently
No
Yes

If yes, how often and by what means? 
Car
Plane
 Auto
Bike
Train
Frequency_____________

REVIEW OF SYSTEMS:  

Please circle any symptoms you currently have.

Constitutional:
None

Fever
     Chills
Weight loss
 
Loss of Appetite
Night Sweats

Fainting Spells

Excessive Thirst
Excessive Sweating

Heat Intolerance
Cold Intolerance

Head and Neck
None 

Headache
Vision Changes
Runny Nose/Cold
Sinus problems
Sore Throat
 

Mouth lesions/ulcers
Ear ache/infection
Hearing Changes
Neck Stiffness/Pain
 

Enlarged glands/Masses

Cardiovascular
None 

Chest Pain

Palpitations 

High Blood Pressure

Respiratory

None

Shortness of Breath

Cough

Wheezing
Asthma
Bronchitis
Pneumonia\

Smoking – Packs per day ¼  ½  1  1½  2  3  4  For how many years? ____

Gastrointestinal
None 

Nausea
Vomiting
Diarrhea
Constipation

Heartburn

Vomited Blood
Anorectal Bleeding 

Change in bowel habits

Bowel function: 
Loss of Control
Urgency
Frequency  
BMs per day? ____

Hematologic

None

Easy bruising 

Excessive/prolonged bleeding when shaving/brushing teeth

Blood clots

Use/need blood thinners:  Aspirin, Coumadin, Persantine

Urinary:
None

Kidney stones 
Painful urinating
Difficulty urinating 
 Leaking urine   Infection

Musculoskeletal
None

Bone pain
Joint pain/Arthritis
Fractures
Back Pain
 Neck Pain 
Leg pain with walking

Skin
None

Rash

Abscess/Boil

Itching

Eczema
Psoriasis 
Other

Neurologic
None

Headaches
Migraines 
Dizziness 
Weakness/paralysis

Seizures 
Stroke

Psychiatric
 None

Depression
Hear voices  
 Fears/phobias 
Panic attacks

Other ________________

Other Symptoms:

Reviewed with Patient    _____________________________

