Gastroenterology
Associates, P.A.

Interval History Form

Appointment

Appointment Time: Date-

Name Birth Date Age

Have you been hospitalized or have you seen other physicians since we saw you last?

CURRENT MEDICATIONS (Please list any medication you are presently taking.)

DRUG ALLERGIES (Are you allergic to any medication?)

REVIEW OF SYSTEMS

Yes No
Have you ever had chest pain or tightness in the chest when exerting yourself?

- ____ Do you awaken out a sound sleep at night short of breath?
Do you have pain or difficulty swallowing?

Do you have heartburn? (If yes)

Do you have it after you eat?

Do you have it anytime of the day?

Does it awaken you out of a sound sleep at night?

Do you vomit often?

Have you ever vomited up blood? (If so, when and what was the cause?)



DO YOU HAVE STOMACH PAINS WHICH:

Yes

No

Awaken you from a sound sleep?

Occur on an empty stomach?

Occur after eating?

Are relieved with milk or antacids?

Are relieved by having a bowel movement?

Do you suffer from constipation?

Do you have diarrhea often? (If yes, answer the following:)
Is it aggravated by drinking milk?

Does it awaken you from a sound sleep?

How many stools per 24 hours at its worst?

How many stools per 24 hours on an average?

Has there been a recent change in your bowel habits? (If yes, please describe.)

Have you ever passed red blood in your stool (even if you knew it was from a tear
or hemorrhoids)?
Have you ever had a stool as black as tar? When

Do you smoke?

Do you regularly drink alcohol?

Do you require assistance with daily activities?
Do you live alone?

What was your approximate weight one year ago?
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