Welcome to the Colorectal Institute

Valerie R. Dyke M.D.     Janette U. Gaw M.D.

           Date: ___________________
Patient Name: ________________________________   (Male   (Female   Age: _____
Referring Physician: ___________________________ 
Primary Care Physician: ________________________
If not referred, how did you hear about us? _____________________________________
Reason for Visit: _________________________________________________________

ALLERGIES: ___________________________________________________________

HPI: Check if you currently have or recently have had:
( Nausea

( Ulcerative Colitis


( Hepatitis A, B, C

( Vomiting

( Celiac disease


( Cirrhosis
( Abdominal pain
( Bowel obstruction


( Pancreatitis
( Black stools 
( Diverticulosis


( Ulcers
( Anemia

( Irritable Bowel Syndrome

( Weight Loss
( Diarrhea

( Ascites (abdominal fluid)

( Weight Gain
( Constipation
( Colon Polyps


( Changes in Bowel Habits
( Blood in Stool
( Colon Cancer


( Rectal pain
( Hemorrhoids
( Abnormal liver tests

( Incontinence
( Crohn’s Disease
( Jaundice (yellow eyes or skin)
( Other ________________
Previous Tests


Doctor/Location 
Date

Results
Upper Endoscopy (EGD) ___________________________________________________
Colonoscopy ____________________________________________________________
Sigmoidoscopy ___________________________________________________________
Recent tests: x-rays, CT scans, MRI __________________________________________
PMH: Check if you have been diagnosed with:
( Anemia/low blood counts

( Heart Disease


( Bleeding tendency


( Heart Valve Replacement

( Blood transfusions


( Heart Murmur

( Blood clots lungs or legs   

( HIV

( _____________ Cancer

( High blood pressure

( Diabetes



( Kidney Disease

( Emphysema/COPD

( Lung Disease

( Endocarditis


( Mitral Valve prolapse

( Epilepsy/ Seizures


( Endometriosis
( Sexually transmitted disease
( Suicide attempts
( Fibromyalgia


( Skin disorder

( Ulcers



( Stroke/TIA
( Tuberculosis


( Other: _______________
List previous surgeries or hospitalizations:
Year


Procedure/Reason


Facility
________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Circle if you take: 

Advil     Aspirin     Excedrin     Aggrenox     BC powder     Ticlid     Ibuprofen     Aleve   Motrin     Coumadin     Plavix
List all medications you are taking. (Include dosage and how you take them)

Include over-the-counter medications and health food store products.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Social History:

( Married   ( Single   ( Divorced   ( Widowed   (Separated   ( Life partner

( I never smoked ( I quit smoking _____ (months/years) ago ( I usually smoke cigarettes/cigars_______
( I smoke _____ (cigarettes/packs) per (day/week/month) for _____ (months/years)
( I never drink alcohol ( I quit drinking alcohol _____ (months/years)

( I have _____ drinks per (day/week/month/year) for the past _____ (months/years)

( I usually drink/used to drink (liquor/wine/beer)

Recreational drug use: (Present/Past) ( Yes (No   Name/Last used: ______________________________

Family History: Please list if any blood relatives have had:

Diabetes


Colon Cancer 
Heart Disease 


Colon Polyps 
High Blood Pressure 

Celiac disease 
Stroke 



Crohn’s Disease 
Ulcerative colitis 

Any other significant disease/illness
Relative      

Disease

Relative

Disease


Mother





Aunts   

Father





Uncles

Brothers




Grandparents

Sisters





Other
If part-time resident: name, address and phone number of your out-of-state physician:
Physician: _________________________________ Phone #: ______________________

Address: ________________________________________________________________

In case of an emergency, whom should we contact: ____________________________
Emergency Contact Phone Number(s): ______________________________________
POWER OF ATTORNEY (POA): IF THE PATIENT HAS A COURT DESIGNATED POA REPRESENTATIVE, PLEASE ATTACH A COPY OF THE LEGAL DOCUMENTATION.

GUARDIAN/PARENT INFORMATION FOR TREATMENT OF A MINOR

If patient is a minor, please complete the following section

Mother’s Name _____________________________ Employer _____________________

Address ________________________________________________________________

Contact Number _________________________ SS# _____________________________

Father’s Name ______________________________ Employer ____________________

Address ________________________________________________________________

Contact Number _________________________ SS# _____________________________

If you do not have your insurance cards, payment is expected in full at the time services are rendered, unless other arrangements are made in advance.  We WILL NOT attempt to locate insurance information for you. ALL co-payments and deductibles are collected at the time that services are rendered.

Read carefully the following information and understand that this is a lifetime authorization.  I understand that I am responsible for all services rendered by The Colorectal Institute.  In the event my insurance carrier does not pay the claim(s), I understand that it is my responsibility to seek resolution of the claim(s).  I hereby assign benefits to The Colorectal Institute and allow the release of my medical information to my insurance carrier(s), Medicare, and any physician’s referral.

I understand the above and certify that all the information is accurate to the best of my knowledge.

SIGNATURE ____________________________________ DATE _________________

                        Patient, POA, Guardian (if patient is a minor)

