OCTOR

: el

148 EAST AVENUE
SuITE 3-A
NorwaALK, CT 06851
(203) 852-3050

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:

PHyYsICIAN’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
BIiLE 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:

e UPPER ENDOSCOPY

* MANOMETRY

e MOTILITY

e 24 HOUR PH TEST

e 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
e COPD

® EMPHYSEMA

® OTHER:

SLEEP PROBLEMS: YES NO IF YES, PLEASE CHECK THE PROBLEMS THAT
APPLY TO YOU

® S| EEP APNEA
® SNORING

® OTHER:

DIABETES: YES NO IF YES, HOW LONG: IF YES, PLEASE
CHECK WHAT APPLIES TO YOU

e DIET CONTROLLED

® MEDICATION CONTROLLED
® |NSULIN 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



PLEASE CHECK ALL THAT APPLY:
® C-SECTION _____
® TONSILLECTOMY _____
® APPENDECTOMY _____
® GALLBLADDER SURGERY __
® VVENTRAL HERNIA REPAIR _____
e 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:

Gl:

ORTHO:

SKIN:
DIAGNOSTIC TESTING:

EGD

UGI MANOMETRY/MOTILITY 24 PH

GASTRIC EMPTYING STUDY

TREATMENT PLAN/NEXT STEPS:



