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

U NEW CONSULT 
NAME DO6 - IIATE 

HISTORY - COMPlEfED BY PATIENT, STAFF OR PROVlDER 

1. Reason for your visit today - 

1 2 Please Indicate if you are having any current problems I Physkians comments 1 
signs or symptoms in any of the 611&ng am& 

0 General wellneao tl Neurological 
Eyes Allergk 
Skin 0 ReproductiveJUrinary 
Ears, Nose, f hmat Thyroidnndocrlne 

D Stomachmigestion o Psychiatric 
LungdBreathlng O BloodRymph 
HeartlCirculation 0 Mher 

D MuscleslJoints&ones 

0 All other system negative 
ROS: t pmb. P1ertinent, 2-9 

3. List any Past Medical Problems: I 
4. Please list the types and dates of any operations (use the 6ack ofthis page Ifyou need mors space) 

I I 

I 5. What is your Social History7 I 
Martlal Status: Single 0, Divorced 0, Married 0, WidowMT~dower u, 
Who lives with you? 

Do you smoke? How many packs a day? For h a t  many yean? 

Do you ddnk alcohol? How many drlnks per day? ,Per week'? Per month? 

HMory of high blood pressure? Yes No --, .. 

History of dlabetea? Yes No 

History of cancer? 0 Yes No -- 

History of Heart Disease? O Yes No -- 

Hlstory of Strokes? Yes No -- 

-I have reviewed the History as documented above and personally nc~W the Chlef 
Complaint and HPI 

Signature of provider (attending) date. 
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MEDICATION FORM 
Barry Jaffi ,  MD Anthony Webs, MD 

Date Form Started: 
- 

LIST ALL MEDICINES YOU ARE CURRENTLY TAKING: 1) Prescription and over-thscounter medications (examples: aspirin, 
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). 

Name: 

Phone Number: 

tab thii and when. 

Birth Date: 

Allergies: I 

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 Date 

Responsible Adult Signature - Date 

D-.+A 4 
This fax was received by GFI FAXrnaker fax server. For more information, visit: http://www.gfi.com 


