
CHIEF COMPLAINT, SYMPTOM, INDICATIONS FOR PROCEDURE, PREVIOUS MEDICAL TREATMENT:
CHECK ALL THAT APPLY

 UGI symptoms (nausea, vomiting, heart burn, anorexia, pain)
 Lower GI symptoms (constipation, diarrhea*, pain, bowel change)
 * if diarrhea
   stool culture negative
   stool for ova & parasites negative
   Clostridium difficile toxin present
   dietary lactose restriction
 Non-specific GI symptoms (bloating, migration, pain)
 Fecal occult blood positive without anemia
 Iron deficiency anemia
  Involuntary weight loss ____________ # lbs
  Dysphagia
  Abdominal Cat Scan / US non-diagnostic with symptoms
  Vomiting blood / nasogastric aspirate > 50ml blood
  Visible blood, melena per rectum
  Known prior varices, ulcers
  History of prior UGI bleeding
  Gastric ulcer
 Esophageal ulcer
 Mucosa thickening / irregularity
 Barrett’s esophagus
 Colon polyps

COMMENTS: _______________________________

___________________________________________

___________________________________________

___________________________________________

___________________________________________

___________________________________________

___________________________________________

___________________________________________

___________________________________________

 Abnormal UGI / Barium swallow

   UGI obstruction by x-ray

 Removal of esophageal / gastric foreign body

 Dilatation of esophageal stricture / ring / web

   Re-biopsy after treatment

 Other __________________________________

 

History:  family history, medication allergies / adverse reactions to anesthesia: ____________________________________________

Current medications reviewed:  SEE MEDICATION REC FORM.

PHYSICAL:
 *  CNS  Normal
 *  Mouth & Throat  Normal
 *  Neck  Normal
 *  Chest  Clear to auscultation & percussion
   Rales  Right Lung
   Bronchi  Left Lung
 *  Heart  Regular rate / rhythm
   Murmur  Mitral Valve
     Aortic Valve
 *  Abdomen  Normal
   Hepatomegaly
   Distended
   Tender*   RUQ   LUQ   RLQ   LLQ

 *  Other pertinent findings: ___________________________________________________________________________________

ASA Level ( I ) ( II ) ( III ) ( IV ) ( V )

 Preoperative Diagnosis: _____________________________________________________________________________________

 Plan of Treatment: __________________________________________________________________________________________

 Physician Signature: ____________________________________________

 Date: ________________________________________

 Time: ________________________________________

LOCATION

McLaren Flint
Flint, Michigan 48532
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