
Patient Interview Form 
First Name: Middle Initial: Last Name: 

Address: City:         State: Zip Code: 

Social Security #: Date of Birth: Sex: (Please circle) 
 Male   Female    Other 

Marital Status: (Please circle) 
Married         Separated            Divorced         Widowed 

Home Phone :  Phone: Personal email: 

Contact Preference: 
No preference Email Letter/phone Other: 

Patient Employer: 

Spouse’s Name: Spouse’s Date of Birth: Spouse’s SSN: 

Spouse’s Employer: Spouse’s Work #: Spouse’s Mobile #: 

Emergency Contact (other than spouse): Relationship: Phone #: Mobile#: 
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*Please answer the following questions as accurately as possible.  Your past medical history and your family history are used to determine what your
insurance will cover for procedures.  Inaccurate information can affect how your claim is paid.  Please initial in the box after answering the questions.

 you are seeing today: Referring : Reason for visit today: 

Race:  (Please circle one) 
Black/African American          White     Asian  

American Indian/Alaska Native       Decline to specify 

Ethnicity:  (Please circle one) 
           Hispanic                 Not Hispanic or Latino 

  Decline  to specify 

Preferred Language:  (Please circle one) 
  English        Spanish/Castilian 

           Decline to specify 



  
Immuniza ons:           None 
 
               Covid 19 vaccine                          
          When:                   

 
               Flu vaccine
          When:                   

 
                                         
          When:                   

 
               

          When:                   

 
                                         

          When:                   

 
               Pneumonia                      
          When:                   
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Past or Present Medical Conditions 

Gastrointestinal (Upper GI) 
Y N Y N 

 Anemia  
Delayed gastric emptying D  Esophageal varices 
Hiatal hernia Lactose intolerance Stomach Cancer 
Other: 

Gastrointestinal (Lower GI) 
Y N Y N 

Colon cancer Colon polyp(s) Crohn’s disease 
  Ulcerative colitis 

Gastrointestinal (Biliary) 
Y N Y N 

Abnormal liver tests Cirrhosis Fatty Liver 
Hepatitis A Hepatitis B Hepatitis C 
Primary biliary cirrhosis Other: 

Cardiovascular 
Y N Y N 

Atrial Fibrillation Blood clots(leg)  
 Coronary artery disease  

Heart Attack High  High Cholesterol 
Ischemic heart disease Mitral Valve Prolapse Stroke 
Other: Other: 

Pulmonary 
Y N Y N 

Asthma COPD Emphysema 
Sleep apnea Other: 

Other 
Y N Y N 

Diabetes Type 1 Arthritis Dialysis Patient 
Diabetes Type 2 Chronic back pain  

  Sickle cell trait 
Pt is ADOPTED  

Diagnostic Studies/Tests/GI Endoscopy 
Y N Y N 

  Colonoscopy 

EGD ERCP Esophageal dilation 
 Hemorrhoid Banding  

Radiology Exams 
Y N Y N 

-ray CT abd/pelvis Gastric emptying scan 
Liver Biopsy Mammogram screening MRI 

  Sitzmarker Colon Transit 
 

 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Celiac disease 
Helicobacter Pylori 

 

(IBS) 

Other: 

Gallstones 
Pancreatitis 

Carotid artery disease 
Endocarditis 

 
Transient Ischemic Attack(TIA) 

 

Dementia 
 

Cancer: Type- 
Other: 

 
Esophageal manometry 

 
MRCP 
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Previous Procedures 
 Y N  Y N  
Appendectomy      Hysterectomy 
Cholecystectomy(gallbladder)       
Gastric Lap Band   Hemorrhoidectomy    C-Section 
Gastric Sleeve       

   Tonsillectomy   Mastectomy 
Partial Colectomy       
Total Colectomy      Total Hip Replacement 
Colostomy       

Y N 
  
  
  
  
  
  
  
  

Y N 
  
  
  
  
  
  
  
  

 
Cardiac Bypass(CABG) 
Cardiac stents-  

Pacemaker Insertion 
 

Valve Replacement 
Carotid Endarterectomy 
Hernia Repair, type: 
Other: 

 

Social History 
  

 

Marital Status:         Single          Married          Divorced          Separated          Widowed          Civil Union          Unknown          Other 
 

Alcohol Use:        None 
          Type         
       Beer  
       Wine  
          
 

Tobacco 
Smoking Status         C          Former smoker         Never smoker 
                              Heavy Smoker          
                ever smoked 
 

          Type   Started         
       Cigarettes  
        Smokeless  
        Vape  
        Other  
 

Drug Use         None 
                                              Type        
      ses illicit s      
        Used illicit  
 al         
         
 

Family Medical History (This section pertains to your family, not your personal medical history) 

Consent to Share Data 
        No 

Reminder Preference 
 

 

Patient Signature _______________________________________________________Date _________________ 
Reviewed with:        Patient         Parent         Guardian         Not Present 
 

 

Y N 
  
  
  
  
  
  

 
 

Colon cancer 
Colon polyps 
Crohn’s Disease 

 
Ulcerative Colitis 

 

If yes, who in your family? Age of diagnosis 
  
 (required)- 

  
  
  
  




