Liver, Pancreas & Biliary Service History & Physical

PLEASE COMPLETE INFORMATION BELOW                Date:____________

Name: ________________________________ Sex: M   F   DOB:______________  SS# _________________
Address:______________________________________ City: __________________ Zip: ______________
Home phone: _________________  Cell Phone:_________________  Work phone: ___________________ 
Marital Status: Single    Married    Divorced    Widow
If married, name of spouse: ______________________
Emergency Contact: ___________________ Relation:_______________ 
phone:___________________

Referring MD:________________________ Phone:_________________
Fax: _________________
Primary MD: _________________________ Phone: ________________
Fax: _________________
INSURANCE: Has there been a change in your insurance?   Yes    No
PRIMARY:
TYPE:  _____________________ ID: ____________________ Group: _____________

HOLDER: ______________________ If Holder is Spouse,  DOB: _________________
SECONDARY:
TYPE:  _____________________ ID: _____________________ Group: ______________

HOLDER: ______________________ If Holder is Spouse, DOB: _______________
MEDICATIONS

Pharmacy Name: __________________
phone: _________________
1. Name: ______________________  Dose: _________  Times a day: _______

2. Name: ______________________  Dose: _________  Times a day: _______
3. Name: ______________________  Dose: _________  Times a day: _______
4. Name: ______________________  Dose: _________  Times a day: _______
5. Name: ______________________  Dose: _________  Times a day: _______
6. Name: ______________________  Dose: _________  Times a day: _______
7. Name: ______________________  Dose: _________  Times a day: _______
8. Name: ______________________  Dose: _________  Times a day: _______
9. Name: ______________________  Dose: _________  Times a day: _______
10. Name: ______________________  Dose: _________  Times a day: _______
HISTORY:

REASON FOR REFERRAL:____________________________________________________
PMH:   HTN
    IDDM
NIDDM
THYROID
CAD
CANCER
HEPATITIS

PSH:  CCY?____ Open/Lap
ALLERGY:

MEDICATIONS:  Beta-Blocker ?
SOC HX:  


Married/Single/Widow/Divorced
Children:______   Employed:

Smoking:


Alcohol:


Drugs:

FAM HX:  
DM

HTN

CAD

CANCER

Mother:  
____

____

____

____
Father:

____

____

____

____
Siblings:
____

____

____

____
REVIEW OF SYSTEMS:  NEURO

PULM

CARDIAC
GI
VASCULAR



UROLOGY


EXTREM  


Last colonoscopy:_______________
GYN:

Last Mammogram:____________
Menses:________________
PAP:________
PHYSICAL EXAM:

TEMP:
_____
BP:______________
HR:________
WT:__________  HT:__________
IMPRESSION:
