CENTER FOR DIGESTIVE HEALTH
INFLAMMATORY BOWEL DISEASE

PATIENT INTAKE SHEET
DATE:
Last name: First name:
Date of birth: Age: Gender:
DIAGNOSIS:
Crohn’s disease Ulcerative colitis _ Indeterminate colitis ___ Notsure

Date of Diagnosis: Age at diagnosis:
REFERRING PROVIDER: —_ Self referred ____ External (Fill below)
Referring Provider Information (if no referring provider, provide name of last gastroenterologist or surgeon):

Name:

Specialty:

Address:

Phone number: Fax number:

Primary Care Provider:

Name:

Address:

Phone number: Fax number:

CURRENT SYMPTOMS: Check all that supply

. Fever _ Diarthea _ #perday Joint pains

___ Nausea ___...Blood per rectum __ Vision changes/eye problems
Vomiting __ Urgency of stool Skin rashes

_ Abdominal pain Leakage of stool __ Stool in urine

___ Weightloss _____ #lbs __ Rectal pain —___Air passing in urine

Fistula: perianal / vagina/ skin/ bladder

Other:
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MEDICAL HISTORY: Check all that apply

Asthma Arthritis Blood Clots Cancer COPD Congestive heart failure

— Depression_____ Diabetes mellitus Heart Attack Hepatitis B Hepatitis C

— HIV/AIDS_ __ Hypertension______Kidney disease Liver disease

__ Multiple sclerosis, Neuropathy_____ Osteoporosis Pulmonary embolism Seizure
Skin disease Stroke or mini stroke Tuberculosis

Additional Medical History: If you checked any of the above, please clarify the status of the disease

PAST SURGICAL HISTORY: (Provide dates, name of procedure, and where performed, if known)

FAMILY HISTORY:

Ulcerative Colitis. If yes, Who?

Crohn’s disease. If yes, Who?

Colon cancer. If yes, Who: Approximate age of diagnosis:

Other:

ALLERGIES: (please specify reaction)

Medications:
Foods:
Lactose intolerance: Yes No
YACCINE HISTORY:
Influenza, date PPD, date Hepatitis B, date

Other recent vaccines

SOCIAL HISTORY:

Smoker:
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No, never Yes Quit, last smoked Packs per day



Alcohol: No, never Yes How often

Currently employed: Yes Occupation:

_ .. No(fnoisIBD the reason?) _ Yes No
Marital Status: __ Single ____Married Divorcedfseparated ____ Widowed
Sexual preference: _Male __ Female —__ Both prefer not ta say
IBD MEDICATIONS: (Current List, circle all that apply)

5-ASA:

Delzichol Pentasa Giazo Colazal Sulfasalazine (Azulfidine)
Apriso Lialda Dipentum

Dose & Frequency:

Enema/suppository:
Hydracortisone/ Cortenema Rowasa Cortifoam Canasa Uceris rectal
Dose & Frequency:
Antibiotics:
Metronidazole/Flagyl Ciprofloxacin  Rifaximin/Xifaxan Other:
Dose & Frequency:
Steroids:
Prednisone Uceris {Budesonide) Entocort EC (Budesonide)
Dose & Frequency:
Immunomodulators:
Azathioprine (Imuran) 6-MP (mercaptopurine) Methotrexate _____oral ____ Injectable
Dose & Frequency:
Biologics:
Remicade Humira Cimzia Simponi Tysabri Entyvio

Dose, frequency, last dose:

OTHER MEDICATIONS: (include ail prescriptions, probiotics, over the counter medications, vitamins, ete)
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RECENT TESTING: * Please send or bring in a copy of any procedures, test results, lab studies

Colonoscopy or sigmoidoscopy Date
Upper Endoscopy (EGD) Date
Small Bowel Series Date
Barium Enema Date
CT scan abdomen/pelvis Date
CT or MR Enterography Date
Capsule endoscopy Date
Stool studies {please clarify) Date
Blood Work (please clarify) Date
FEMALES ONLY:

Date of last menstrual cycle

Pregnant  Yes . No
Planning pregnancy within the next 6 months? — Yes ___No
Post Menopausal ___ Yes ____No

ADDITIONAL COMMENTS OR CONCERNS:
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