
PRE-OPERATIVE HEALTH HISTORY
GI UNIT

NAME: 
				    LAST					     FIRST					     M.I.

DATE OF BIRTH:  SEX:   PHONE #: 

NAME OF YOUR PRIMARY CARE DOCTOR:

		  PRIMARY CARE DR'S ADDRESS: 
		
		  PRIMARY CARE DR'S PHONE #: 

PLEASE CIRCLE THE CORRECT ANSWERS
1.	 WHAT PROCEDURE ARE YOU HAVING DONE?
	 GASTROSCOPY	 COLONOSCOPY	 SIGMOIDOSCOPY

1a.	DID YOU TAKE A BOWEL PREP?							       YES	 NO

2.	 ARE YOU ALLERGIC TO LATEX (RUBBER)?						      YES	 NO
	 IF YES, PLEASE SPECIFY TYPE OF REACTION: 
	 (IF YES, PLEASE CONTACT A NURSE AT WESTFALL BY PHONE at least 2 days before YOUR VISIT - (585) 256-1521)

3.	 ARE YOU ALLERGIC TO ANY FOODS?							       YES	 NO
	 IF YES, PLEASE LIST FOOD(S) AND TYPE OF REACTION: 

4.	 ARE YOU ALLERGIC TO ANY MEDICATIONS?  (FOR EXAMPLE, HAS ANY MEDICATION 
	 EVER CAUSED YOU TO WHEEZE OR DEVELOP A RASH)					    YES	 NO

4a.	 IF YES, PLEASE LIST ALL MEDICATIONS YOU ARE ALLERGIC OR SENSITIVE TO AND THE REACTIONS:

	

	LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING INCLUDING EYEDROPS, VITAMINS, OVER THE COUNTER
MEDS, HERBAL SUPPLEMENTS AND ANY MEDICATIONS YOUR PHYSICIANS MAY HAVE ASKED YOU TO STOP TAKING 
FOR YOUR PROCEDURE. EXAMPLE: ASPIRIN, COUMADIN, INSULIN.

DATE OF	 PHYSICIAN PERFORMING
PROCEDURE	 PROCEDURE
				    Medical Record #

(            )

(            )
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(OTHER THAN PHYSICIAN PERFORMING PROCEDURE)

(a)	 A HEART ATTACK	 YES 	 NO
(b)	 CONGESTIVE HEART FAILURE	 YES 	 NO
(c)	 HEART MURMUR	 YES 	 NO
(d1)	Rheumatic heart disease	 yes	no
(d2)	Rheumatic Fever	 yes	no
(e)	 ENDOCARDITIS (HEART INFECTION)	 YES	 NO
(f)	 HEART VALVE REPLACEMENT	 YES	 NO
(g)	 CHEST PAIN	 YES	 NO
(h)	 CHEST PRESSURE	 YES	 NO
(i)	 IRREGULAR HEART BEAT	 YES	 NO
(j)	 PACEMAKER	 YES	 NO
(k)	 BREATHING PROBLEMS	 YES	 NO
(l1)	 SLEEP APNEA	 YES	 NO
(l2)	 DO YOU HAVE AND USE CPAP?	 YES	 NO
(m)	ASTHMA	 YES	 NO
(n)	 BRONCHITIS (NOW)	 YES	 NO
(o)	 HIGH BLOOD PRESSURE	 YES	 NO
(p)	 DIABETES	 YES	 NO

(q)  SEIZURE DISORDER	        YES   NO
(r)	 KIDNEY DISEASE	 YES	 NO
(s)	 BLEEDING PROBLEMS? WHAT?___________	 YES	 NO	
(t)	 HEPATITIS	 YES	 NO
(u)	 SEVERE ARTHRITIS	 YES	 NO
	 WHERE
(v)	 TUBERCULOSIS	 YES	 NO
(w)	 POSITIVE TB TEST	 YES	 NO
(x)	 EXPOSURE TO ANYONE WITH TB	 YES	 NO
(y)	 COLON CANCER	 YES	 NO
(z)	 FAMILY MEMBER WITH COLON CANCER	 YES	 NO 
	 WHO 	

OTHER MEDICAL PROBLEMS

5.	 MEDICAL HISTORY:  DO YOU NOW HAVE OR HAVE YOU EVER HAD?

DOSE 
TAKEN

HOW 
OFTEN

*DATE 
LAST TAKEN NAME OF MEDICATION

DOSE 
TAKEN

HOW 
OFTEN

*DATE 
LAST TAKEN NAME OF MEDICATION

1065 Senator Keating Blvd.
Rochester, NY  14618-2673

(585) 256-1521 Health History Line
Fax (585) 256-1153



DO NOT WRITE BELOW THIS LINE

PATIENT HISTORY FORM 
REVIEWED BY   RN	 DATE

COMMENTS:  (If Appropriate) 

        
	 DATE	 SIGNATURE

  6.  PLEASE GIVE YOUR WEIGHT:			                           YOUR HEIGHT:

  7.	DO YOU CURRENTLY SMOKE CIGARETTES/CIGARS?	 YES	 NO	 IF YES, HOW MANY?

 7a. DID YOU SMOKE CIGARETTES/CIGARS IN THE PAST?	 YES	 NO

  8.	DO YOU DRINK ALCOHOL DAILY?  			   YES	 NO	 IF YES, HOW MUCH?
 
  9.	 LIST ALL PREVIOUS SURGERIES; INCLUDING DATES:

	

	

10.	HAVE YOU HAD ANY PROBLEMS CONNECTED WITH ANESTHESIA OR OPERATIONS?	 YES	 NO

	 IF YES, PLEASE SPECIFY INCLUDING WHEN, WHERE AND TYPE OF REACTION: 

	

11.	 SOMEONE MUST DRIVE YOU (IF YOU ARE BEING MEDICATED) AND REMAIN AT WESTFALL SURGERY CENTER 
DURING THE PROCEDURE. WHO WILL BE PROVIDING TRANSPORTATION AND STAYING AT THE CENTER WITH 
YOU ON THE DAY OF YOUR SURGERY? 

(PLEASE BE AWARE OF OUR CURRENT LOCATION AT 1065 SENATOR KEATING BLVD.)

SOMEONE MUST BE AT HOME TO HELP YOU WITH YOUR CARE AFTER YOUR PROCEDURE.

12.	DO YOU HAVE SOMEONE TO STAY WITH YOU?	 YES	 NO

13.	DO YOU HAVE ANY CONCERNS OR SPECIAL PROBLEMS THAT WE SHOULD BE AWARE OF?	 YES	 NO

	 IF YES, PLEASE EXPLAIN: 

	

14.	DO YOU HAVE AN ADVANCE DIRECTIVE, THAT IS, A HEALTH CARE PROXY OR A LIVING WILL?	 YES	 NO

	 IF YES, WHICH?
	 (Please bring with you on the day of your procedure)

	 WESTFALL SURGERY CENTER HAS PACKETS OF INFORMATION ON ADVANCE DIRECTIVES READILY 
	 AVAILABLE FOR ALL PATIENTS.
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FOR FEMALES ONLY

	 ARE YOU PREGNANT OR SUSPECT THAT YOU MIGHT BE?						      YES	 NO

	 IF YES, DATE OF YOUR LAST MENSTRUAL PERIOD: 

DATE SIGNATURE OF PATIENT OR RESPONSIBLE ADULT


