
Reflux SuRgeRy PRogRam QueStionnaiRe

Name: ___________________________________ Date of Birth:________________________ 

aDDress: _____________________________________________________________________

PhoNe NumBer: (home)______________________(Cell/Work)_________________________

PleaSe PRovide youR PRimaRy CaRe PhySiCian’S infoRmation:

PhysiCiaN’s Name: _____________________________________________________________ 

PhysiCiaN’s aDDress: ___________________________________________________________

PhoNe NumBer: __________________________________

PleaSe PRovide youR gaStRoenteRologiSt’S infoRmation:

PhysiCiaN’s Name: _____________________________________________________________

PhysiCiaN’s aDDress: ___________________________________________________________

PhoNe NumBer: __________________________________

PleaSe CiRCle the following if you aRe CuRRently oR have exPeRienCed

any of theSe SymPtomS:

PleaSe Rate SeveRity 1-3

1= monthly oR leSS 2= weekly 3= eveRyday

heartBurN regurgitatioN VomitiNg BelChiNg

reflux Nausea BloatiNg Diarrhea

afraiD to eat DysPhagia oDoNtoPhagia aBDomiNal PaiN

Bile iN mouth gas/flatuleNCe DiffiCulty sleePiNg get full QuiCk

loss of aPPetite

how long have you SuffeRed fRom Reflux? 

_________________________________ 

what waS youR fiRSt SymPtom(S)? 

____________________________________________

what waS youR woRSt SymPtom(S)? __________________________________________

do theSe SymPtomS oCCuR while on mediCation? yeS___ no___

what mediCationS have you taken in the PaSt? have they ContRolled 

youR SymPtomS?

____________________________________________________________________________

____________________________________________________________________________

aRe you CuRRently oR have you been undeR the CaRe of anotheR 

PhySiCian foR thiS? yeS___ no___ if yeS, PleaSe PRovide that infoRmation:

____________________________________________________________________________

____________________________________________________________________________

have you had any diagnoStiC teSting done foR theSe ConditionS? 

yeS___ no___ PleaSe indiCate below if you had the teSting and if So

wheRe it waS done:

• uPPeR endoSCoPy _____________________________________________________

• manometRy ____________________________________________________________

• motility ________________________________________________________________ 

• 24 houR Ph teSt ________________________________________________________ 

• gaStRiC emPtying Study_______________________________________________ 

otheR than the SymPtomS above, have you exPeRienCed any of theSe 

SeCondaRy SymPtomS? PleaSe CiRCle the following if you aRe 

CuRRently oR have exPeRienCed any of theSe SymPtomS:

PleaSe Rate SeveRity 1-3

1= monthly oR leSS 2= weekly 3= eveRyday

Chest PaiN/aNgiNa asthma WheeziNg hoarseNess

sore throat DiffiCulty BreathiNg CoughiNg DeNtal erosioN

ChokiNg forCeD VomitiNg

do theSe PRoblemS effeCt youR SleeP? yes___No___ if yes, hoW so?

__________________________________________________________________________

__________________________________________________________________________

aRe theSe SymPtomS aSSoCiated with eating? yes___No___ if yes Do 

sPeCifiC fooDs trigger reflux?

___________________________________________________________________________

___________________________________________________________________________

how long afteR a meal do you exPeRienCe theSe SymPtomS?

___________________________________________________________________________

what do you take to make it feel betteR?

___________________________________________________________________________

___________________________________________________________________________

have you tRied PReSCRiPtion oR oveR the CounteR mediCation? 

yes___No___if yes, Please iNDiCate WhiCh meDiCatioN aND What 

Dosage.

___________________________________________________________________________

___________________________________________________________________________

mediCal hiStoRy

do you have oR have you had any of the following in the PaSt:

heaRt diSeaSe: yes___ No___if yes, Please CheCk What you’Ve haD or haVe

● Chest PaiN/aNgiNa____

● heart attaCk, hoW maNy eVeNts ______

● CoroNary artery Disease____

● CoroNary heart failure____

● arrhythmia____

● atrial fiBrillatioN____

● PaCemaker____

● PulmoNary emBolism (BlooD Clot iN luNg)____

● high BlooD Pressure____

● CVa (stroke)____

venouS inSuffiCienCy (vaRiCoSe veinS): yes____ No____

thRomboPhlebitiS: yes____ No____

bReathing PRoblemS: yes____ No____yes___if yes, Please CheCk the 

ProBlems that aPPly to you

● asthma____

● shortNess of Breath____

● CoPD____

● emPhysema____

● other: ____________________________

SleeP PRoblemS: yes____ No____if yes, Please CheCk the ProBlems that 

aPPly to you

● sleeP aPNea____

● sNoriNg____

● other: ____________________________

diabeteS: yes____ No____ if yes, hoW loNg: __________________if yes, Please 

CheCk What aPPlies to you

● Diet CoNtrolleD____

● meDiCatioN CoNtrolleD____

● iNsuliN DePeNDeNt____

● gestatioNal DiaBetes (PregNaNCy relateD) thyroiD issues: yes____ No____

thyRoid iSSueS: yes___ No____if yes, Please sPeCify:

____________________________________________________________

aRthRitiS: yes____ No____ if yes, Please CheCk What aPPlies to you

● osteoarthritis____

● rheumatoiD arthritis____

gaStRointeStinal iSSueS: yes____ No____ if yes, Please CheCk What aPPlies 

to you

● hiatal herNia____

● ulCers____

● gallstoNes____

● PaNCreatitis____

● iNfeCteD gallBlaDDer____

● fatty liVer____

● hePatitis____

CanCeR: yes____ No____ if yes, Please sPeCify

are you CurreNtly reCeiViNg treatmeNt or iN remissioN?

Current medications (Please indicate dose and frequency of each medication):

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

alleRgieS and intoleRanCeS (Please indicate allergen and reaction): 

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

SuRgiCal hiStoRy

148 East avEnuE

suitE 3-a 
norwalk, Ct 06851 

(203) 852-3050



PleaSe CheCk all that aPPly:

● C-seCtioN ____

● toNsilleCtomy ____

● aPPeNDeCtomy ____

● gallBlaDDer surgery ____

● VeNtral herNia rePair ____

● umBiliCal herNia rePair ____

● CarPal tuNNel rePair ____

● orthoPeDiC surgery rePair ____

● CosmetiC surgery ____

● other: ___________________

● other: ___________________

● other: ___________________

SoCial hiStoRy

maRital StatuS: Single____maRRied____divoRCed____widowed

do you dRink alCohol? yeS____ no____

if yeS, how many dRinkS PeR day/week? ____

do you Smoke CigaRetteS? yeS ____no____

if yeS, how many PaCkS PeR day? ____

how many yeaRS have you Smoked?____ 

if you have Quit, how long ago did you StoP? ____

if you have Quit, how many yeaRS did you Smoke? 

thiS SeCtion to be ComPleted by PhySiCian:

Review of SyStemS:

head: 

neCk: 

heaRt: 

lungS: 

gu: 

gi: 

oRtho: 

Skin:

diagnoStiC teSting:

egd

ugi manometRy/motility 24 Ph

gaStRiC emPtying Study

tReatment Plan/next StePS:


