ALEXANDER DHAPSIS, M.U.
GASTROENTEROLOGY e ENDOSCOPY e HEPATOLOGY

2797 Ocean Parkway, 1st F1. « Brooklyn, NY 11235 « (718) 615-4001 Fax. (718) 615-4004
Medical History
PATIENT NAME((/us): DOB(/7ama poscoenus):
WEIGHT (Bec)(Ib/kg): HEIGHT (Pocm) (in/em):

What is the reason for your visit? (Ha ymo srcaryemecsv?)

What previous tests have been preformed to evaluate this condition? (Kaxue meouyunckue
obcnedosanus 6viiu yorce coenanst?)

What medical problems do you have? List all of the conditions. (//epeuucrume sawiu meduyuncrue
OuUacHo3bl)

1) 4) 7)
2) 5) 8)
3) 6) 9)

What surgeries or procedures have you had (include EGD, colonoscopies and liver biopsies)? When
and where? (Ilepeyuciume onepayuu, 2acmpockonuu, KOIOHOCKONUU, U Opy2ue MEeOUYUHCKUE
npoyedypsi npotioennvle amu. I0e, kem, u Ko20a oHu ObLIU NPOBeOeHbl?)

1) 3)
2) 4)

What medications are you taking (include aspirin, painkillers, vitamins, herbal supplements and over
the counter medications)? Please include dosage and frequency if known.(llepevucrume sauiu
JleKkapcmea, 8Kno4as 003y U 4acmomy npuéma)

1) 4) 7)
2) 5) 8)
3) 6) 9)

Do you have any allergies to medications or latex? If yes, what medication? (Meduxamemosnas
Annepaus)

Do any medical problems run in your family (including polyps, cancers, colitis or liver diseases)?
(Poocmeennuxu ¢ pakogeimMu 3a601e6aHUAMU HcenyOKa, Neyenu, KUWEeYHUKA, Haluvuem noaunos, unu
KOAUmos?)

Do you use or have you previously used tobacco, alcohol, or intravenous drugs? If yes, how much /how
long? (Buvl kypume, ynompebiseme aniko2ov, Uil HAPKOMUKU?)
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(I1epeuucnume sawu 3ab6onesanus - oo6seoume Y unu N')

Abdominal pain (6osu 6 Oprownoil nonocmu?)

Rectal bleeding (Kposwv 6 cmye)

Blood on the toilet tissue (kposoomoenenue na myanemnou 6ymaze)

Bloating (s30ymue sicugoma)

Heartburn (u3zorcoea)

Nausea (mowrnoma)

Vomiting (pgoma)

Weight loss (nomeps 6 ece)

Weight gain (yseruuenue 6 gece)

Diarrhea (nonoc)

Constipation (3anopsi)

Change in bowel habits (uzmenenus scenyoxa)

Difficulty swallowing (msoiceno enomams)

Painful swallowing (601610 2nomamuv)

Jaundice (Yellow skin, dark urine, light colored stool)

(FKenmyxa: nosxcenmenue xocu, 21a3; NomemHeHue Moy, C6eMIbli CIYJ)
If yes, when did the symptom(s) start, how frequently you have had it, and what makes it

better or worse, including food, drink, time of day, position, and exercise. ( Eciu 0a, koe0a Hauanuco

cumnmomul?  Kak wacmo 6vl ux ucnoimoigaeme? 4Ymo obrecuaem unu yxyowaem ux? Bruanue nuwu unu

HAnumKo8 Ha cumnmomol? Brusnue epemenu ous, Hazpy3xu uiu ROA0IHCEHUs Mead Ha CUMNIMOMbL?)
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Do you have any of the following problems? (Please circle Yes or No) (Cmpadaeme nu vt
cnedyiowum? Obseoume Y uiu N)

Artificial Joints (3amena cycmasog?) Y N
Pace maker (naucmoiikep?) Y N
Asthma (acmma?) Y N
Fevers, Chills or Night Sweats (memnepamypa, 03106) Y N
Seizures (xongynvcuu?) Y N
Chest pain (60.1u 6 epyou) Y N
Kidney Disease (3abo.1e6anue nouex?) Y N
Diabetes (/[uabem?) Y N
Shortness of breath (omowiuuxa) Y N
Palpitations (cepoyebuenue) Y N
Headaches (cono6nvle 601u) Y N
Joint aches (601u 6 cycmasax) Y N
Cold intolerance (remepnumocmo k npoxaaoe) Y N
Blurry vision (pazniviguamocmo 3penus) Y N
Excessive Urination (upesmeproe mouesvioenenue) Y N
Skin Rashes (koorcnvie noxpacnenus) Y N
Confusion (3amopmooicenrnocmy) Y N
Hoarseness of voice (ocesuuii 2conoc) Y N
Do you medicate prior to dental work (sv: npunumaeme anmubuomuxu Y N
nepeo neuenuem 30087

SIGNATURE OF PATIENT Alexander Shapsis, MD

(If minor, parent or guardian’s signature
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