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WESTSIDE ENDOSCOPY OBS
BARRY W. JAFFIN, M.D ANTHONY WEISS, M.D.

O NEW O CONSULY
NAME Do DATE

HISTORY - COMPLETED BY PATIENT, STAFF OR PROVIDER

1. Reason for your visit today

2. Please Indicata if you are having any current problems Physicians comments
signs or symptoms in any of the following areas

U General wellness 0 Neurological

O Eyes O Allergies

O Skin 0 ReproductivelUrinary

U Ears, Nose, Throat O Thyroid/Endocrine o Al othersy negative
D Stomach/Digestion O Paychiatric 5""_"5

O Lungs/Breathing O Bload/Lymph ROS: 1 prob. Feertinent, 2-6

O Hsart/Circulation g Other

D Muscles/Joints/Bones

3. List any Past Medical Problems:

4. Plesse list the types and dates of any operations. (use the back of this page if you need more space)

5. What is your Social History?
Marital Status: Single O, Divorced 0, Married 0, Widow/Widower [,
Who lives with you? Current Occupation

Do you smoke? How many packs a day? For how many years?
Doyoudrnkalcohol? _ Howmany drinks perday? _  Per week? Per month?l
FAMILY ILLNESSES (NOT YOURSELF); Which ralstives?
History of high blood pressure? 0O Yes O No
History of diabetas? 0O Yes 0 No
History of cancer? 0 Yes O No
History of Heart Disaage? D Yes O No
History of Strokes? O Yes O No
__) have reviewed the History as documented above and personally ncted the Chief
Complaint and HP1
Signature of provider (attending) : date
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MEDICATION FORM
Barry Jaffin, MD Anthony Weiss, MD
Date Form Started:
Name: Birth Date:
Phone Number: Allergies:

LIST ALL MEDICINES YOU ARE CURRENTLY TAKING: 1) Prescription and over-the-counter medications (examples: ‘aspiﬁn,
antacids) herbals {examples: ginseng, gingko), and vitamins. Include medications taken as needed (example: nitroglycerin).
Please also include if you received any injections recently, i.e. steroids. (This form will be updated by you at every office visit).

BRE | NAMEOF MEDICATION/DOSE | (How mag;Rtfmc;%N:;y do you M"e::z;?':n GronTE | Wotes: Reagof fortaking
SCIBED take this and when.) procedure
Yes | No
Yes | No
Yes | No
Yes | No
Yes | No
Yes | No
Yes | No
Yes | No
Yes . No
Yes | No
Yes | No
Yes | No
NEW MEDICATIONS ADDED (DON'T FORGET INJECTICNS; I.E CORTISONE)
Yes | No
Yes | No
Yes | No
Yes [ No

PLEASE NOTE: THIS ORGANIZATION AND ITS PROVIDERS ARE NOT RESPONSIBLE FOR MEDICATIONS ORDERED
BY OTHER ORGANIZATIONS OR PROVIDERS. The above is a list or your medications provided to us by yourself or
responsible adult

Patient Signature if applicable

Responsible Adult Signature

Do #

Data

Date
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