Borland-Groover Clinic
GI REVIEW OF SYSTEMS - FEMALE

NAME: DOB:

Directions: Have you had any of the following in the last six months?

NO YES NO YES
(3 [ chest pain O

NO YES
3 3 chills

NO YES NO YES

(A painful urination O [ dizziness (3 [ back pain

[ fever [ [ extremity swelling (A blood in urine (A headache (O [ muscle pain

a
3 [ lack of energy 3 [ palpitations (3 urinary frequency (3 numbness (O [ joint pain
a

[ weight loss (A urinary incontinence (3 tremors

a
0
a
0

a
0
a
0

(A urinary retention (3 sensation of room spinning

NO YES NO YES NO YES NO YES NO YES

(@  Odouble vision
(1 ear infections
(1 eye pain
(A nasal congestion
(A sinus infection

(1 sore throat

NO YES
(3 [ short of breath

(0 [ frequent cough
(0 (77 pain w/ breathing
a

[ wheezing

N e A A B s

(71 abdominal pain

(3 change in bowel habits
(1 constipation

(7 diarrhea

(1 difficulty swallowing
(7 heartburn

(7 vomit blood

(7 blood in stool

(7 loss of appetite

(7 black stool

(T nausea

3 reflux

(7 vomiting

(O [ breast lumps
(A [ breast pain

(0 (3 vaginal discharge

NO YES
(3 [ coldintolerance
| [ excessive thirst

| [ heatintolerance

(0 (7 anxiety
O [ depression

O (7 increased stress

NO YES

(A [ contact allergy
3 [ hives
(0 [ itching
([ rash

(A (O easy bleeding
(O (3 easy bruising
(0 [ enlarged lymph glands

NO YES

(A [ asthma
[ chemical exposure
work place
[ food allergies
[ altered/weakened
immune system
[ seasonal allergies
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Borland-Groover Clinic
PATIENT GENERATED MEDICAL HISTORY

Name: DOB: Date:
PCP: Referring: Copies to:
Pharmacy: Pharmacy Phone #:

Directions: Please circle any of the following you have personally had during your life:

YOUR PAST MEDICAL HISTORY:

Asthma/Emphysema/COPD
Blood Transfusion Date:
Cancer:
Breast Liver
Colon Lung
Esophagus Ovary
Other

Pancreas
Prostate
Stomach
Uterus

Congestive Heart Failure
Coronary Artery Disease

Crohns Disease/Ulcerative Colitis
Diabetes Mellitus: Type1 Type?2
GERD

High Blood Pressure

Irritable Bowel Syndrome

Liver Disease

Pancreatitis

Sleep Apnea

Ulcer Disease

Other

ALLERGY REACTION

YOUR PAST SURGICAL HISTORY:

Date
Appendectomy

Artificial Heart Valve

Artificial Joint

Bowel Obstruction

Bowel (repair/resection)
CABG/Heart Bypass Vessels
C-Section

Gallbladder removal
Hysterectomy  Total  Partial
Neck Artery/Vascular Surgery
Pancreas Surgery

Surgery for Reflux/Hiatal Hernia
Surgery for Ulcers

Other

MEDICAL PROBLEMS LIST/REASON FOR VISIT

LAST MENSTRUAL PERIOD

Could you be pregnant? Y /

YOUR SOCIAL HISTORY:

Occupation

Tobacco? Y/N Type:
Qty: ___ Former_____ Yr. Stopped______

Alcohol: Y/N Drinks/Day Social

Yr. Stopped

Working / Retired

Former
Recreational Drug use: Y/ N Type:
Marital Status: M S D W L
Children #: Y/N boys: girls:

Directions: Please circle any of the following
that exists in your family.

YOUR FAMILY HISTORY:

Paternal/

TYPE RELATIONSHIP Maternal

Cancer, Breast PM

Cancer, Colon P/M

Cancer, Ovary PM

Cancer, Uterus P/M

Cancer P/M

Colon Polyps P/M

Crohn’s Disease P/M

Gallstones P/M

Liver Disease P/M

Pancreatic Dis. P/M

Ulcerative Colitis P/M

Ulcers P/M

Mother: Alive Y/N Ifno, cause

Father: Alive Y/N Ifno, cause

Sister: Alive  Y/N Ifno, cause

Brother: Alive Y/N Ifno, cause

Other Diseases That Run In The Family:




Borland-Groover Clinic
MEDICATION LOG
NAME: DOB:

DIRECTIONS: Please list any over the counter or prescribed medications you currently take.

Drug Name Why do you take the medicine? Drug Name Why do you take the medicine?






