
HUNTSVILLE ENDOSCOPY CENTER 
History and Physical 

 

Patient____________________________________________________DOB___________Age_____Date___________ 

Procedure Scheduled         □ Colonoscopy      □ Gastroscopy     □ Sigmoidoscopy   □ Other ____________________                                  

Other physicians to whom you wish results/report to be sent:_______________________________________________ 
                                                    GI SYMPTOMS                               □ NONE MEDICATIONS/DOSAGE/LAST DOSE 

__ Abdominal Pain __ Difficulty Swallowing __ Blood in Stool (Include over-the-counter, herbs, vitamins) 

__ Chest Pain __ Bloating/Gas/Belching __ Black Stool  

__ Heartburn __ Diarrhea __ Weight Loss  

__ Regurgitation/Reflux __ Constipation __ Appetite Loss  

__ Nausea/Vomiting __ Hemorrhoids __ Anemia  

__ Vomiting Blood __ Rectal Pain __ Jaundice  

__ Other _________________________________________________________________  

                                                    SURGICAL HISTORY                             □ NONE  

__ Heart Bypass __ Hernia Repair __ Prostate  

__ Pacemaker/Defibrillator __ Hemorrhoid  __ Tonsils  

__ Heart Valve Replaced __ Gall Bladder  __ Urinary/Bladder  

__ Heart Stent Placement __ Colon Resection __ Cataract  

__ Carotid Artery __ Knee                           (R/L) __ Glaucoma  

__ Abdominal Aneurysm __ Hip                             (R/L) __ Hysterectomy  

__ Appendix __ Shoulder                     (R/L) __ Cosmetic  

__ Breast                (R/L) __ Spine (Back/Neck) __ Tubal Ligation  

__ Other _________________________________________________________________  

MEDICAL HISTORY (Past and Present)  

__ Asthma __ Heart Attack __ High Cholesterol  

__ COPD/Emphysema __ Stroke __ Prostate Enlargement  

__ Sleep Apnea/Snoring __ Thyroid Disease __ Neuropathy  

__ High Blood Pressure __ Pancreatic Disease __ Fibromyalgia  

__ CHF __ Gallbladder Disease __ Chronic Back Pain 

__ Edema/Fluid Retention __ Diabetes  (IDDM/NIDDM) __ Arthritis 

__ Bleeding Disorder __ Liver Disease __ Gout 

__ Anemia __ Kidney Disease __ Insomnia 

__ Dialysis __ Diverticulosis (pockets) __ Psychosis 

__ Parkinson’s Disease __ Diverticulitis (infection) __ Depression/Anxiety 

 

LABEL 

__ Restless Leg Syndrome __ Crohn’s Disease __ Migraines ALLERGIES: 

__ Seizure Disorder __ Ulcerative Colitis __ HIV Positive  

__ Valvular Heart Disease __ Colon Polyps __ Hepatitis  

__ Endocarditis __ IBS (Spastic Colon) __ Tuberculosis  

__ Rheumatic Fever __ PUD (Ulcers) __ Sinusitis/Allergies  

__ Atrial Fibrillation __ GERD (Reflux) __ Glaucoma  

__ Irregular Heart Rhythm __ Barrett’s Esophagus __ Alzheimer’s/Dementia LATEX ALLERGY                           (YES / NO) 

__ Other__________________________________________ __ Cancer of__________ TAPE/ADHESIVE ALLERGY           (YES/NO) 

PERTINENT FAMILY HISTORY ADVANCED DIRECTIVES              (YES/NO) 

__ Colon Cancer __ Colon Polyps ___Ulcerative Colitis ___Crohn’s Disease            IF YES, COPY ON CHART   (YES/NO) 

PREVIOUS COMPLICATIONS WITH SEDATION   (YES/NO) 

VITAL SIGNS:    BP____________ HR_______ RR_______SaO2_______TEMP_______HT_______ WT_______ 
 REVIEW OF SYSTEMS PHYSICAL EXAM  

 Within Normal Limits Within Normal Limits  

 YES NO YES NO Findings 

HEENT [  ] [  ] [  ] [  ]        

Respiratory [  ] [  ] [  ] [  ]        

Cardiovascular [  ] [  ] [  ] [  ]        

Genitourinary [  ] [  ] [  ] [  ]        

Gastrointestinal [  ] [  ] [  ] [  ]        

Musculoskeletal [  ] [  ] [  ] [  ]        

Neurological [  ] [  ] [  ] [  ]        

Integumentary [  ] [  ] [  ] [  ]        

        

Conclusion/Impression ____________________________________________________________            ASA Classification    I    II    III    IV 

 

Physician Signature _______________________________________________________________           Mallampati Score      1    2      3      4 



 

Indicate Location of Any Metal 
                        □  none 

Mode of arrival:  □ ambulatory     □ cane    □ walker    □ wheelchair    □ stretcher 

Physical/Mental disability    □ none     □ ____________________________________________ 

Language barrier □  none    □ ____________________________________________________      

 

ETOH Use:   □  none    □_________________________________________________________ 

Recreational Drug Use   □  none  □________________________________________________ 

C/O Pain        □  none    Location/Severity (1-10)_____________________________________ 

C/O Nausea   □  none     Severity (1-10)_____________________________________________ 

NPO status: ___________________________________________________________________ 

 

BOWEL PREP (if applicable):____________________________________________________ 

Patient description of last bowel movement:________________________________________ 

 

IV Access:     Site:_____________  Gauge____  Time:_______ Nurse:_____________________ 

     Problems/Complications, if any _________________________________________________ 

     ___________________________________________________________________________ 

     ___________________________________________________________________________ 

 

IVF:  □ 500mL Normal Saline @ KVO rate     □ Other  ________________________________ 

 

Blood Glucose       □ N/A            ________mg/dL              Time:______________  

Urine HCG            □ N/A       □ negative        □ positive    Time:______________ 

  

Additional Comments:__________________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________ 

 

PRE-PROCEDURE ECG TRACING                               TIME _________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

POST-PROCEDURE ECG TRACING                               TIME _________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

History and Physical Reviewed By: 

 

          Assessment Nurse:______________________________________________________ 

 

          Sedating Nurse: ________________________________________________________                           LABEL  

 

          Physician: _____________________________________________________________ 

 


