CLINICAL HISTORY - GALLBLADDER EVALUATION

8.29.17 version
          
NAME: ________________________________________________________________   DATE ______________

DATE OF BIRTH _____________ AGE  __________     HEIGHT _________  CURRENT WEIGHT _________

REFERRING DR ______________________________   PCP/SPECIALIST ______________________________

Reason for today's visit: _______________________________________________________________________

Have you been having pain? (Yes   (No  Rate your pain level:   No pain  1   2   3   4   5   6   7   8   9   10  Severe
Where are you feeling the pain?  Upper, mid or lower abdomen? On a particular side?  Does it radiate anywhere?

____________________________________________________________________________________________

Would you describe the pain as  ( “an attack"  or    ( more of a chronic ache or discomfort?

How long ago did you have your first "attack", or notice this pain?  ______________________________________

How long do the symptoms last? _________________________________________________________________

Has there been a recent change in the ( Intensity of the pain   or     ( Frequency of the pain?  

Do you notice an increase in the pain specific to an activity or after eating certain foods? (No (Yes. If yes, please explain:________________________________________________________________________________

Has the pain awakened you at night?  (Yes   (No   Have you noticed you have more belching?  (No    (Yes  

Have you noticed a change in your bowels such as ( Diarrhea  ( Loose stools  ( Constipation  (Rectal bleeding

Has there been a change in your ability to urinate?  (No   (Yes   Has there been a change in the color of your urine? Please explain __________________________________________________________________________ 

Is there a family history of gallbladder issues?   (No  (Yes  If yes, who?_________________________________                        

Have any imaging studies or tests been performed for this?   
□ Ultrasound   Date __________ Where? _________________________________________________________

□ CT or MRI   Date___________Where? _________________________________________________________ 

PAST MEDICAL HISTORY: Indicate conditions you have had in the past. Circle specific ailment. 
	□ Aneurysm
	□ Colon Polyps / Cancer
	□ Hiatial Hernia
	□ Osteoporosis

	□ Anemia/ transfusions
	□ Congestive Heart Disease
	□ High Blood Pressure
	□ Peptic Ulcer Disease

	□ Arterial Disease
	□ COPD
	□ Heart Disease 
	□ Pilonidal Cyst


	□ Asthma / Allergies
	□ Crohn's Disease
	□ Thyroid Disease
	□ Heart Attack-when?______

	□ Atrial Fibrillation
	□ Vertebral Disc Disease
	□ Irregular Heart Beat
	□ Rectal Disease

	□ Auto Immune Disease
	□ Diabetes : Type: 1 or 2 ?
	□ Joint Pain _________
	□ Renal Disease

	□ Prostate Disease
	□ Diabetic Neuropathy
	□ Kidney Stones
	□ Sleep Apnea

	□ Bowel Obstruction
	□ Diverticulitis
	□ Lung Disease 
	□ Colitis / Irritable bowel

	□ Carotid Artery Stenosis
	□ Heartburn / GERD
	□ Hernia ___________
	□ Stroke-when?___________

	□ Cancer (explain below)
	□ Heart Attack
	□ Migraines/ Headaches
	□ Other: 


ADDITIONAL INFO_______________________________________________________________________

Name:_______________________________
PAST SURGICAL HISTORY - Please indicate all previous procedures and year they were performed.

	□ Aneurysm
	□ Colon /Bowel Surgery
	□ Hysterectomy
	□ Prostate Surgery

	□ Abdominal Hernia
	□ Coronary Bypass
	□ Inguinal Hernia
	□ Rectal Surgery

	□ Ulcer
	□ Dialysis Shunt/access
	□ Knee Surgery
	□ Shoulder Surgery

	□ Angioplasty
	□ D&C  
	□ LASIK
	□ Small Bowel Surgery

	□ Appendectomy
	□ Foot / Ankle Surgery
	□ Lithotripsy
	□ Biopsy ___________

	□ Bypass Surgery
	□ Pilonidal Cyst
	□ Lung Surgery
	□ Thyroidectomy

	□ Back Surgery
	□ Gastric Bypass
	□ Mastectomy / Part Mast
	□ Tonsillectomy

	□ Cardiac Stent 
	□ Bone fracture/ fixation
	□ Neck Surgery
	□ Tubal Ligation

	□ Cardiac Valve Replaced
	□ Hand / Wrist Surgery 
	□ Ovarian Cyst 
	□ Umbilical Hernia 

	□ Cataract Surgery
	□ Hemorrhoidectomy
	□ Ovary/endometriosis
	□ Other :

	□ Cesarean Section 
	□ Hip Replacement
	□ Pacemaker /defibrillator
	□ No Previous Surgery


Additional Info & Year of surgery/ies_____________________________________________________________
FAMILY HISTORY - Indicate which relative has had the following: (Parents and siblings most important)

	             Disease
	Relationship to you:
	             Disease
	Relationship to you:

	□ History unknown
	
	□ Heart Disease
	

	□ Alcoholism/Drug Use
	
	□ Heart- Congestive Failure
	

	□ Alzheimer's
	
	□ Hepatitis B or C
	

	□ Asthma
	
	□ High Blood Pressure
	

	□ Autoimmune Disease
	
	□ High Cholesterol
	

	□ Bleeding/ Clotting Disorder
	
	□ Thyroid Disease
	

	□ Breast Cancer
	
	□ Kidney Disease / Stones
	

	□ Colon Cancer / Polyp
	
	□ Macular Degeneration
	

	□ Cancer: Type: (Note below)
	
	□ Migraines / Headaches
	

	□ Coronary Artery Disease  
	
	□ Osteoporosis
	

	□ Depression/Anxiety
	
	□ Other Cancer: _________
	

	□ Diabetes (Childhood onset) 
	
	□ Ovarian Cancer
	

	□ Diabetes (Adult onset)
	
	□ Prostate Cancer
	

	□ Emphysema / COPD
	
	□ Renal Disease or Failure
	

	□ Genetic Disorder
	
	□ Stroke
	

	□ Glaucoma
	
	□ Heart Attack 
	


Additional Info _______________________________________________________________________________
                                                                     SOCIAL HISTORY

Occupation ______________________________________  Highest level of education _____________________

Marital Status:  (Single (Married (Separated (Divorced (Widowed   Number of Children _______________

Alcohol Use: (Never  (Rarely  (Socially  (Daily   (Beer  (Wine   (Alcohol   (Quit -year______________  

Smoking History: (Never (Quit year: ____  (Occasionally   (Currently   #Packs/Cigarettes per day_________ 
Drug Use: (Never (Occasionally  (Regularly (Marijuana (Cocaine (Stimulants   Other: ________________
CURRENT HEALTH STATUS: REVIEW OF SYSTEMS – Name: ______________________

Please check symptoms that you are CURRENTLY experiencing
	GENERAL HEALTH STATUS
	GASTROINTESTIONAL
	  PSYCHIATRIC

	( Fever
	( Food Intolerances
	( Depression  / Anxiety  (circle)

	( Chills
	( Change in Bowels
	( Nervousness

	( Night sweats  
	( Frequent Diarrhea/Constipation (circle
	( Poor Concentration

	( Loss of appetite
	( Nausea / Vomiting  (circle)
	( Sleep Disturbances

	( Chronic Fatigue
	( Excessive Gas or Bloating
	( Suicidal Thoughts

	( Malaise / Weakness
	( Rectal Bleeding / Bloody Stool (circle)
	( No interest in enjoyable activities

	( Unintentional weight loss
	( Abdominal Pain / Cramping  (circle)
	  ENDOCRINE 

	 EYE, EAR , NOSE &  THROAT
	( Jaundice
	( Heat or Cold Intolerance

	( Do you wear glasses or contacts
	( Pancreatitis
	( Diabetes : Type 1 or 2  (circle)

	( Eye disease or injury  (circle)
	( Stomach Ulcer 
	( Hypothyroidism

	( Vision Changes
	( Gallbladder Disease
	( Hyperthyroidism

	( Eye Pain
	( Liver Disease
	( Excessive thirst 

	( Double or Blurred vision   (circle)
	( Crohn’s Disease / Colitis  (circle)
	( Recent Weight Loss or Gain (circle

	( Ringing of the ear / Tinnitus
	( GERD / Frequent Heartburn
	 IMMUNOLOGIC

	( Hearing Loss
	LYMPHATIC/HEMATOLIC
	( Anaphylactic Reactions

	( Ear Pain
	( Using Blood Thinning Medications
	( Seasonal allergies

	( Ear Discharge
	( Swollen glands / lymph nodes
	( Food Allergies

	( Chronic Nose Bleeds
	( Easy Bruising 
	( Autoimmune Disease___________

	( Mouth Sores 
	( Prolonged Bleeding
	( Rheumatoid Arthritis

	( Hoarseness
	( Anemia
	( Asthma

	( Difficulty swallowing
	MUSCULSKELATAL
	INTEGUMENTARY / SKIN

	 RESPIRATORY
	( Difficulty Walking
	( New Skin Lesion

	( Shortness of breath
	( Joint swelling or pain
	( Skin ailment/condition__________

	( Asthma / COPD  (circle)
	( Limb pain
	( Change in Skin Lesion or Mole

	( Chronic Cough
	( Change in strength
	( Nail Changes

	( Coughing up blood
	( Osteoarthritis
	GENITOURINARY

	( Sleep apnea
	( Muscle Weakness
	( Frequent Urination

	( Lung Disease
	NEUROLOGIC
	( Painful Urination

	 CARDIOVASCULAR
	( Frequent Headaches / Migraines  (circle)
	( Dark Urine or Blood in Urine (circle)

	( High Blood Pressure
	( Numbness or tingling
	( Urinary Incontinence

	( Palpitations
	( Dizziness
	( Urinary Retention

	( Chest pains
	( Loss of Balance
	( Groin Pain or Bulge

	( Irregular Heart Rate
	( Memory Loss
	( Females: Last GYN Exam_____________

	( Pacemaker
	( Confusion
	( Females: Possible Pregnancy

	( Mitral Valve Prolapse
	( Disorientation
	( Males: Penile Discharge 

	( Ankle/Leg Swelling  (circle)
	( Involuntary Movement
	( Males: Scrotal/Testicular Mass

	ADDITIONAL INFO or DETAILS:




MEDICATIONS

Please list ALL prescription medications you are taking with dosages and reason for taking.

Be sure to include vitamins, supplements and over the counter medications such as aspirin or ibuprofen.
	        Name of Medication
	   Dose
	   How often
	Reason for taking

	
	
	
	


	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


         ALLERGIES:  Please indicate all medications or dyes that have caused an allergic reaction (excluding nausea).

      □No known allergies   □Penicillin   □Sulfa Drugs  □Novocain / Lidocaine  □Iodine or Shellfish   □Codeine 

          □IV Dye or Medical contrast     □Latex     □Difficulties with general anesthesia or sedation                                                                   
           REFERRING DR: _________________________________________Telephone __________________________

           Address ____________________________________________________________________________________

           PCP or SPECIALIST: _______________________________________Telephone__________________________

           Address ____________________________________________________________________________________

           I understand that this is a confidential record of my medical history, and all information contained here will not be
           released to any person except when I have authorized the office of Dr. Oristian to do so. To the best of my 
           knowledge, the questions on this form have been accurately answered. I understand that providing incorrect or 
           incomplete information can be dangerous to my health; I understand that it is my responsibility to inform Dr.
           Oristian of any changes in my medical status. I authorize Dr. Oristian and his staff to perform the necessary health
           services that I may need.

PATIENT NAME (PRINTED) ________________________________________DATE OF BIRTH _________________
PATIENT SIGNATURE X ________________________________________________DATE_______________________

PHYSICIAN’S SIGNATURE ______________________________________________ DATE _____________________
                                                                                        OFFICE USE ONLY:

	               NAME
	     CREDENTIALS
	                 SIGNATURE
	               INITIALS

	ERIC A. ORISTIAN, M.D.

    NPI # 1154301380
	   M.D.  / PHYSICIAN
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