Name:  _____________________________________________   Age:  _______     Date of Birth: ____________
[bookmark: _GoBack]Phone #: ____________________________________________
Primary Care Provider: _______________________________Primary Care Clinic_________________________
Preferred Pharmacy:  ____________________________________ Pharmacy Phone #____________________
Pharmacy Address: __________________________________________________________________________

Allergies:   None	Foods: __________________________________________________________________
Medication allergies: ________________________________________________________________________ __________________________________________________________________________________________

Current Medications/Strength:    None		Please list below:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Personal Medical History: (Please check any medical conditions you have been diagnosed with.)


GUT WHISPERER
(Patient Information)




· Anemia
· Anxiety
· Ascites (extra fluid in abdomen)
· Asthma
· Autoimmune disease
· Barrett’s Esophagus
· Bipolar
· Bleeding Disorder or Blood Clots
· Cancer: What type_______________
· Congestive Heart Failure
· COPD (emphysema)
· Coronary Artery Disease
· Crohns Disease
· Depression
· Diabetes
· Diverticulosis/Diverticulitis
· Endometriosis 
· Fatty Liver
· Gallstones
· GERD/ Acid Reflux
· Heart Arrhythmia (A. Fib, SVT)
· Heart attack (MI)
· Heart stents
· Helicobacter Pylori Gastritis
· Hepatitis 
· High Blood Pressure (HTN)
· Irritable Bowel Syndrome 
· Kidney Failure
· Liver Disease or Cirrhosis
· Migraine Headaches
· Multiple Sclerosis 
· Osteoporosis
· Ovarian Cysts
· Pancreatitis
· Peripheral Vascular Disease
· Rheumatoid arthritis
· Seizures
· Scleroderma
· Sleep Apnea 
· Stoke/TIA
· Thyroid Disease/Problem
· Ulcerative Colitis


Have you ever had a Colonoscopy?                         Yes    No     Date: ___________ Findings: ______________________________
Have you ever had an Upper Endoscopy (EGD)?   Yes    No     Date: ___________ Findings: ______________________________
 
Past Surgical History: (Please list all previous surgeries with the approximate dates) ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Social History:
Marital status:      Single		Married		Separated	Divorced	Widowed
Children:  Yes     No       How many?   __________________
Employer and Occupation: ____________________________________________________________________________
Do you have history of tobacco/vape use?   Yes    No   Type_____________ Amount per day________ Quit_______________
Do you drink alcohol?     Yes    No   How many drinks per week? __________________________________________________
Do you use illicit drugs?  Yes   No   Type: _____________________________________________________________________

Family Medical History: (Please check all family diagnosis for each family member)
· No Knowledge of family history

             Diagnosis						       Mother   Father   Sister   Brother   Child   Other

· Celiac Disease						                                                             
· Colon Cancer            					                                                             
· Colon Polyps                                                                                                                                   
· Diabetes						                                                             
· Gallbladder Disease						                                                
· Hepatitis                                                                                                                                          
· Inflammatory Bowel Disease (Ulcerative colitis or Chrons)                                                                     
· Liver Disease                                                                                                                                   
· Other Cancer type: _____________________________                                                       
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