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 Bay Area Gastroenterology, P.A.

R.S.MANI, M.D. / N.V.INAMDAR, M.D. / SYED.F JAFRI, M.D. / MANISH RUNGTA, M.D.

	Name:
	_________________________
	
	Today’s Date ________________________

	Family Doctor:
	_________________________
	
	Patient # ___________________________

	Referred By:
	_________________________
	
	Email      ___________________________

	1st visit: Date:
	_________________________
	
	Age:        ___________________________

	
	
	
	

	Chief Complaint:
	_____________________
	
	


	For how long:
	_________
	
	
	
	

	Character of pain:
	Sharp
	Dull
	Burning
	Aching
	Other: ____________

	Location:
	Lower abdominal
	Upper abdominal
	Center
	Right side
	Left 

side

	Does pain Radiate

to any part of the body:
	Yes
	No
	To: _________________________
	
	

	Frequency:
	_______________
	
	
	
	

	Duration:
	_______________
	
	
	
	

	Does pain change with:
	
	
	
	
	

	
	Eating:
	
	Worse
	Better
	No change

	
	Antacids:
	
	Worse
	Better
	No change

	
	Bowel movement:
	
	Worse
	Better
	No change

	Does pain 

wake you from sleep:
	Yes
	No
	
	
	

	Heartburn:
	Yes
	No
	Better with Treatment
	Intermittent
	Progressive

	Difficulty swallowing:
	Yes
	No
	Solid/Liquids/Both
	
	

	Painful swallowing:
	Yes
	No
	Solid/Liquids/Both
	
	

	Any:
	Nausea
	Vomit
	Excessive Gas
	Bloating
	Belching

	Appetite:
	Up
	Down
	No Change
	
	

	Weight:
	Up
	Down
	No Change
	___lbs. in ___ days
	

	Bowel movements:
	Regular
	Constipation
	Diarrhea
	Alternating
	

	
	Frequency: _______________________________
	
	
	
	

	
	Blood
	Mucus
	Dark black stools
	
	

	If blood:
	Is blood mixed with:
	Stool
	Toilet paper only
	both
	

	Is bleeding painless:
	Yes
	No
	
	
	

	Cramps:
	Yes
	No
	
	
	

	Pain:
	Yes
	No
	
	
	

	Is bleeding 

associated with:
	Weakness
	Lightheadedness
	
	
	

	Blood found in stool 

on routine examination:
	
	
	
	
	

	Blood Count::
	Normal
	Low
	
	
	

	Fever:
	Yes
	No
	Temperature:
	
	


Bay Area Gastroenterology, P.A.

R.S.MANI, M.D. / N.V.INAMDAR, M.D. / SYED.F JAFRI, M.D. / MANISH RUNGTA, M.D.

	Medication Allergies:
	
	Other Allergies:

	list: __________________________________                         ____________________
	
	

	      __________________________________                          ____________________
	
	

	Your past Medical History:
	
	
	
	
	

	yes
	no
	
	yes
	no
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Hypertension (high blood pressure)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Asthma

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Rheumatic Fever
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Seizure disorder

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Heart Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Migraine headaches

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Diabetes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Arthritis

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Chronic Bronchitis/COPD/ Emphysema
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Kidney disease

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Hepatitis A, B, or C (circle type)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Drug abuse/addiction

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Mitral valve prolapse
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Peptic Ulcer disease

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Other ______________________
	
	
	


	Surgical History:
	
	
	
	
	

	yes
	no
	
	yes
	no
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Lung Surgery
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Tonsillectomy

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Orthopedic surgery ___________
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Colon surgery

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Stomach ulcer surgery
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Gallbladder surgery

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Head/Neck
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Small Bowel surgery

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Heart bypass
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Hysterectomy – partial/total

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Cesarian section
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Laparoscopy

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Ovarian
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Appendectomy

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Other  _____________________
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Back Surgery


	Radiation Therapy:
	
	

	Have you ever received radiation therapy:
	Yes
	No

	Menstrual History:
	
	

	Last period
	start ______
	end ______

	Are you on oral or other contraceptives:
	Yes
	No

	
	
	

	Bay Area Gastroenterology, P.A.

R.S.MANI, M.D. / N.V.INAMDAR, M.D. /

SYED.F JAFRI, M.D. / MANISH  RUNGTA, M.D.

Social History/Habits:                  Married      Single     Divorced     Widowed
	
	

	occupation: ______________________
	Children/Ages: ______________________
	

	Smoking:
	Yes
	No
	___ pack/day
	for ____ years

	Alcohol
	Yes
	No
	Beer/Hard Liquor
	Quantify:______

	
	
	
	Daily | Weekends | Social only
	

	
	
	
	
	


Family History: (specify relationship: i.e. Mother/Father/Sister/Brother/Grandmother, etc..)

	Yes
	No
	
	Relative
	Yes
	No
	
	Relative

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Colon Polyps
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Heart Disease
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Ulcers
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Diabetes
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Crohn’s
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	High Blood Pressure
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Esophageal cancer
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Stomach Cancer
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Pancreatic cancer
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Liver disease
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	______________
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Colon cancer
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	______________
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	________________
	


Medications:

	Name
	Dose
	Frequency
	Date Started

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	

	 Bay Area Gastroenterology, P.A.

R.S.MANI, M.D. / N.V.INAMDAR, M.D. / SYED.F JAFRI, M.D. / MANISH RUNGTA, M.D.



	REVIEW OF SYSTEMS 

	  CONSTITUTIONAL / GENERAL
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Weight Gain
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Fever
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Chronic Fatigue
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Weight Loss
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Chills/Sweats

 

 

 

 

 

 

 

 

  EYES
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Blurred Vision
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Cataracts
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Double Vision

[image: image11.wmf]


Glaucoma

 

 

 

 

 

 

 

 

  EARS, NOSE, MOUTH, AND THROAT
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Hearing Loss
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Sore Throat
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Hoarseness
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Ringing in Ears

[image: image17.wmf]


Sinus Problems
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Nose Bleeds

 

 

 

 

 

 

  CARDIOVASCULAR
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Chest Pain/Pressure
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Irregular Heart Beat
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Valvular Disease

[image: image23.wmf]


High Blood Pressure
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Coronary Artery Disease
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Abnormal Swelling Legs/Feet

 

 

 

 

 

 

  RESPIRATORY
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Shortness of Breath
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Wheezing/Asthma
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Persistant Cough
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Difficulty Breathing
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Exposed to Tuberculosis
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Coughing Sputum or Blood
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Bronchitis

 

 

 

 

 

 

 

 

 

 

  MUSCULOSKELETAL
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Pain/Stiffness/Swelling in Joints
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Pain/Stiffness in Neck
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Backaches
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Muscle Weakness
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Osteoporosis

 

 

 

 

 

 

 

 

  GENITOURINARY
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Frequency of Urination
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Difficulty Starting Urine Stream
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Leaking Urine
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Burning or Pain with Urination
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Blood in Urine
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Urinary Tract Infections
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Frequent Night Urination
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Stones/Kidney Problems

 

 

 

 

 

 

 

 

  SKIN
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Skin Rashes
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Allergic Reactions
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Breast Tenderness
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Breast Mass
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Prior Breast Biopsy

 

 

 

 

 

 

 

 

  ALLERGIC and IMMUNOLOGIC
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Any Allergies to Drugs
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Food or Other Allergies
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History of Blood Transfusion

 

 

 

 

 

 

  NEUROLOGICAL
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Frequent Headaches
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Migraines
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Dizziness
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Equilibrium Problems
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Numbness or Tingling
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Seizures
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Slurred Speech
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Black-Outs
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Loss of Consciousness

 

 

 

 

 

 

  PSYCHIATRIC
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Anxiety

[image: image71.wmf]


Memory Loss
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Depression
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Mental Illness

 

 

 

 

 

 

 

 

 

 

  ENDOCTINE
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Excessive Thirst
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Excessive Urination
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Diabetes
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Thyroid Disease

 

 

 

 

 

 

 

 

 

 

  HEMATOLOGIC/LYMPHATIC
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Enlarged Lymph Nodes
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Excessive Bruising
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Abnormal Bleeding
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Anemia
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High Cholesterol
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For Doctor/Medical Asst. Use Only

Pulse_________ B/P________RR________WT__________lbs

CONSTITUTION



LYMPHATIC
(   Normal




(   Normal

(   Abnormal____________________

(   Abnormal ___________________

SKIN





MUSCULOSKELETAL
(   Normal




(   Normal 

(   Abnormal____________________

(   Abnormal___________________

EYES





NEUROLOGIC

(   Normal




(   Normal

(   Abnormal____________________

(   Abnormal___________________

ENMT




PSYCHIATRIC

(   Normal




(   Normal

(   Abnormal____________________

(   Abnormal___________________

NECK





OTHER

(   Normal




(   Normal_____________________

(   Abnormal ____________________

(   Abnormal___________________

RESPIRATORY SYSTEM
(   Normal

(   Abnormal ____________________

CARDIAC 

(   Normal

(   Abnormal ____________________

ABDOMINAL

(   Normal

(   Abnormal ____________________

RECTAL

(   Normal

(   Abnormal ____________________

ASSESSMENT:

1) 





4)

( ES   ( EW   ( M   ( N   ( NX

( ES   ( EW   ( M   ( N   ( NX

2)





5)

( ES   ( EW   ( M   ( N   ( NX

( ES   ( EW   ( M   ( N   ( NX

3) 





6)







( ES   ( EW   ( M   ( N   ( NX

( ES   ( EW   ( M   ( N   ( NX

RISK:

Problem


Procedure

Management

(  Minor


(  Minor

(  Minor

(  Moderate


(  Moderate

(  Moderate

(  High


(  High

(  High

(    Medical data was extensively reviewed. ( Labs    ( X-ray reports

(  Secondary to the patients chronic medical conditions, the increased risks of the procedure(s)  were discussed with the patient.

(  The patient’s chronic medical conditions are basically unchanged from previous exam.(date________________).

(    The family history, medical history and surgical history is basically unchanged from  previous exam.

RECOMMENDATIONS:

· Anesthesia risk evaluation and counseling done.

· Patient appropriate for IV conscious sedation.

· Patient appropriate for  MAC.      

· Hold Coumadin and/or ASA 1 week prior to the endoscopy, if O.K. with prescribing  physician.

· Pre-procedure Diabetes Management discussed with pt.

· Antibiotic prophylaxis with:   

Ampicillan  2g IV

Gentamycin 80mg IV

Vancomyacin
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