
INITIAL VISIT MEDICAL HISTORY FORM                                     Date: ________________________
Name: ____________________________________________________
Home Phone: __________________

Address: __________________________________________________
Work Phone: __________________

City: __________________________ Zip Code: _______________    
Cell. Phone: ___________________

Patient’s Primary Care Doctor: ________________________________
Dr. Phone: ____________________

Birth Date: ____/____/______ Social Security #: _____/____/________

Name of person completing this form: _____________________________Relation to patient: ______________

Has your child been seen by another Gastroenterologist?   Y _____   N _____  

If yes, name and date: _______________________________________________________________________

Reason for this visit: ________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________

When the problem was first noted? _____________________________________________________________   

Allergies?  Y _____ N _____  

If yes, please list: ___________________________________________________________________________

List all medications being taken including non-prescription drugs, herbal remedies, oral contraceptives, and vitamins: 

Name of Medication


             Dose



         Frequency
What pharmacy will you be using?


Name:



            Location:




Phone:
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Testing to date (Please enter date and results if known):

CT scan: _______________________________________________________________________________________________________________
X-rays/UGI: ____________________________________________________________________________________________________________
MRI: __________________________________________________________________________________________________________________

Ultrasound: _____________________________________________________________________________________________________________

Upper endoscopy: ________________________________________________________________________________________________________

Colonoscopy: ____________________________________________________________________________________________________________

Other Tests: _______________________________________________________________________________________________________________________ ________________________________________________________________________________________________________________________ 

Pregnancy/Perinatal/Post-natal History (**Only if your child is 2 years old or younger):

Due date for this child: ____/____/________ Delivery date: ____/____/________

Delivery:  Vaginal _____ Cesarean _____If C-section, why? ______________________________________________________________________   

Birth weight: _____ lb  _____ oz


During your pregnancy, did you have complications? ____________________________________________________________________________

Did the baby pass first bowel movement (meconium) by:  24 hours _____ 24-48 hours _____ > 48 hours _____

Was the baby nursed? Y _____ N _____ If so, for how long? _____ weeks  _____ months _____ ongoing

Was the baby formula-fed? Y _____ N _____ Which formula (s)? __________________________________________________________________ 

For how long? ____________ At what age was cereal introduced? _____________ Which one? ____​​​​______________________________________

Development:  Normal _____ Abnormal _____ Explain if abnormal: _________________________________

Diet History (Fill only if it applies to your child):  

Infants: Breast fed _____ Formula fed _____ If so, which formula? _________________________________________________________________

How many ounces per feeding? ______________________ How frequently? _________________________________________________________

Regular _____ Low-lactose _____ High-fiber _____ Gluten-free _____ Vegetarian _____ Vegan _____  Other: ______________________________

Food allergy/Special Diet: __________________________________________________________________________________________________

How much juice/soda intake per day? ______Oz/day - Which juices? __________________________________

Tube feedings _____ If tube fed: Gastrostomy tube/button ____ Jejunostomy _____ G-J tube _____ J tube _____ Type: _______________________

Who put in the tube? _________________________________When was it last changed? __________________Which formula and how much/day___________________ Feedings:  Bolus _____ Continuous _____ How many hours/day? _______________________

SOCIAL HISTORY 

Parents’ marital status:  Married _____ Widowed _____ Separated _____ Divorced _____

Patient’s legal guardian if not biological parent (Name/Relation): ___________________________________________________________________

If parents are separated or divorced, how much time does child spend with:  Mother: ______% Father: ______% Other: ______%

Who lives at home with the patient? (List everybody) ____________________________________________________________________________

In daycare?  Y _____ N _____  Anybody currently with GI illness (“stomach bug”) at home? ____________________________________________

Recent travel/camping (if so, where)?  _______________________ Exposure to creek, well or lake water (if so, where)? ______________________

Pets:  Y _____ N _____ What type(s)? ________________________________________________________________________________________
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PAST MEDICAL HISTORY OF THE PATIENT:  

Has the patient ever had or does he/she have: 

1. _____ Diabetes 

2. _____ Hypertension 

3. _____ High cholesterol 

4. _____ Heart trouble 

If so, type: __________________________________________

5. _____ Cancer 

If so, type: __________________________________________    

6. _____ Lung disease 

If so, type: __________________________________________  

7. _____ Arthritis 

List all hospitalizations and surgeries:

Reason:













Year:
____________________________________________________________________________________________________                ____________

____________________________________________________________________________________________________                ____________

____________________________________________________________________________________________________ 
        ____________

FAMILY HISTORY: 

Has any family member (parents, brothers, sisters, grandparents, children) had any of the following?

Problem:






Family Member (Please State Side of the Family):

Please Circle the Specific Condition









____ Lactose intolerance/Gas                



______________________________________

____ GERD/Acid reflux/Hiatal hernia/Barrett’s Esophagus       
______________________________________

____ Constipation





______________________________________

____ Irritable bowel/Spastic colitis/Polyps


______________________________________

____ Inflammatory bowel disease (Crohn’s/ulcerative colitis)
______________________________________

____ Food allergies/Asthma/Eczema                                              
______________________________________

____ Liver disease/Jaundice




______________________________________

____ Celiac disease





______________________________________

____ Gall bladder disease




______________________________________

____ Pancreas problems/Cystic fibrosis



______________________________________

____ Peptic ulcer/H. pylori infection



______________________________________

____ Cancer (list type)




______________________________________

____ Psychiatric illness




______________________________________

____ Diabetes





______________________________________

____ Hypertension/Heart disease/High cholesterol   

______________________________________

____ Epilepsy/Neurologic problems



______________________________________

____ Bleeding tendencies




______________________________________

____ Hereditary disorders




______________________________________

Other: ________________________________________________________________________________________
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REVIEW OF SYSTEMS FOR THE PATIENT:

(PLEASE CHECK ALL THAT APPLY)

CONSTITUTIONAL:


GASTROINTESTINAL:


NEUROLOGICAL:

Chronic fatigue

_____

Loss of appetite

_____

Headaches

_____


Recent weight gain/Loss
_____

Change of bowel habits
_____

Dizziness/Vertigo

_____


Recurring fever

_____

Nausea/Vomiting

_____

Lightheadedness

_____


EYES:  




Diarrhea


_____

Tremor/Movement disorder
_____   

Eye disease or injury
_____

Constipation

_____

Memory loss

_____


EARS, NOSE, THROAT:


Bowel incontinence

_____

Sleep disturbances

_____


Ear infections

_____

Blood in stools

_____

PSYCHIATRIC:
Hearing loss/Ringing
_____

Abdominal pain

_____

Depression

_____


Hoarseness

_____

Anorexia


_____

Anxiety


_____


Swallowing problems
_____

Weight problems

_____

Hallucinations

_____


CARDIOVASCULAR:


Failure to thrive

_____

Attention deficit

_____


Heart murmur

_____

Obesity


_____

Hyperactivity

_____


Chest pain

_____

GENITOURINARY:


SKIN:
Palpitations

_____

Frequent urination

_____

Rash or itching

_____


Shortness of breath

_____

Burning/Painful urination
_____

Change in skin color
_____


RESPIRATORY:



Blood in urine

_____

Change in hair or nails
_____


Chronic cough

_____

Bladder incontinence
_____

Hives


_____


Asthma/wheezing

_____

MUSCULOSKELETAL:


Eczema


_____


ALLERGIES:



Joint pain/Stiffness

_____

ENDOCRINE:
Food


_____

Weakness of muscles     
_____

Any problems  

_____


Inhalants


_____

Muscle cramps

_____

HEMATOLOGIC/LYMPHATIC:
Medications

_____

Back pain

_____

Bruises or bleeds easily
_____


List Allergies 








Slow to heal after cuts
_____

_____________________________________________________________________ 

Nosebleeds

_____
Do any other physicians for any other ongoing issues follow your child? Please provide details ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If you’d like us to send a copy of letter to any of them, please provide contact details:           ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is there anything else the doctor should know but has not asked?   Y _____ N _____ If yes, please explain:

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________








Reviewed by: __________________________________________________
Pediatric 


Gastroenterology 


of Richmond, PC











_____ Seizures/Neurological problems 


If so, type: _______________________________________  


_____ Gastrointestinal problems 


If so, type: _______________________________________  


_____ Thyroid disease 


_____ Learning disabilities   


_____ ADHD  


_____ Behavioral problems   


_____ Autistic behaviors 


Other: __________________________________________
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