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LAKESHORE GASTROENTEROLOGY &
LivER DISEASE INSTITUTE




	First and Last Name
	
	Date of Birth
	
	

	
	
	
	
	
	
	
	

	Past Medical History
 Place an X in the box next to your associated medical condition

	
	
	Diabetes
	
	
	Asthma
	
	
	Stomach Cancer
	
	
	Abnormal Heart Rhythm
	

	
	
	Hiatia Hernia
	
	
	Depression
	
	
	Hepatitis
	
	
	High Cholesterol
	

	
	
	Fibromyalgia
	
	
	Liver Disease
	
	
	Rheumatic Fever
	
	
	High Blood Pressure
	

	
	
	Cystic Fibrosis
	
	
	Stomach Ulcer
	
	
	Diverticulitis
	
	
	Diverticulosis
	

	
	
	Heart Attack
	
	
	Anemia
	
	
	Crohn’s Disease
	
	
	Ulcerative Colitis
	

	
	
	Colon Polyps
	
	
	Colon Cancer
	
	
	Breast Cancer
	
	
	Sleep Apnea
	

	
	
	Rectal Cancer
	
	
	Prostate Cancer
	
	
	Glaucoma
	
	
	GERD
	

	
	
	Stroke
	
	
	Blood Clots
	
	
	Kidney Disease
	
	
	Irritable Bowl Syndrome
	

	
	
	Arthritis
	
	Esophageal Cancer
	
	Cholelithiasis
	
	Barrett's Esophagus
	

	
	
	
	
	
	
	
	
	
	

	
	Other: 
	
	
	Other: 
	
	

	
	
	
	
	
	
	
	
	

	FAMILY Medical History
 Circle or Write In which family member had any of the following conditions

	

	
	Colon Polyps
	maternal / paternal
	
	Crohn’s Disease
	maternal / paternal
	

	
	Ulcerative Colitis
	maternal / paternal
	
	Diabetes
	maternal / paternal
	

	
	Heart Disease
	maternal / paternal
	
	Gastric Cancer
	maternal / paternal
	

	
	Colon Cancer
	maternal / paternal
	
	Stomach Cancer
	maternal / paternal
	

	
	Other: 
	
	
	maternal / paternal
	
	

	
	Other: 
	
	
	maternal / paternal
	
	

	
	
	
	
	
	
	
	
	
	
	

	SURGERY HISTORY
 Please list all previous surgeries.

	

	
	
	Surgery 
	Year
	
	

	
	
	1.
	
	
	
	

	
	
	2.
	
	
	
	

	
	
	3.
	
	
	
	

	
	
	4.
	
	
	
	

	
	
	5.
	
	
	
	

	
	
	6.
	
	
	
	

	
	
	7.
	
	
	
	

	
	
	8.
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	MEDICATION
 Please list all medication including ALL over the counter medication, antacids, laxatives, birth control and vitamins

	

	
	Name of Medication
	Dose
	Times Per Day
	

	
	1.
	
	
	
	

	
	2.
	
	
	
	

	
	3.
	
	
	
	

	
	4.
	
	
	
	

	
	5.
	
	
	
	

	
	6.
	
	
	
	

	
	7.
	
	
	
	

	
	8.
	
	
	
	

	
	
	

	
	Pharmacy Name:
	
	City, State:
	

	
	
	
	
	

	
	
	
	
	

	ALLERGIES
 List name of medications and include seasonal and food allergies

	

	
	
	Allergen
	Reaction
	

	
	
	1.
	
	
	

	
	
	2.
	
	
	

	
	
	3.
	
	
	

	
	
	4.
	
	
	

	
	
	5.
	
	
	

	
	
	
	

	SMOKING HISTORY
Mark an X in the box and/or fill in the blanks

	

	
	
	Do you smoke?
	
	Yes
	
	No
	
	Quit: (Year)
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	How many years  have you smoked?
	
	
	How many packs per day have/did you smoke?
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