
DATE OF REFERRAL: __________________ TIME: ______________

PROCEDURE: � Colon  � EGD  � ERCP  � Other ______________

REASON FOR PROCEDURE:

� Person age 50 years or older

� First degree relative with colon cancer

� Personal history of adenomatous polyps (Most recent exam: __________)

� Other _______________________________________________

is the patient… yes no notes

Age 75 or older?

Under treatment for heart/valve problems?

Under treatment for kidney disease?

Under treatment for COPD?

On anti-platelet/anticoagulation med. (including aspirin) and cannot safely stop for one week?

Recent episode of diverticulitis?

Pregnant?

Does the patient… yes no notes

Have heme(+) stool, hematochezia or iron deficiency anemia?

Pacemaker or AICD?

Inflammatory Bowel Disease?

Requires oxygen supplementation or is high risk for sedation/anesthesia-related complications?

History of endocarditis, rheumatic fever or intravascular prosthesis?

History of difficult, incomplete or poorly prepped colonoscopy?

History of difficulty with previous sedation/anesthesia?

History of sleep apnea?

medications:

___________________________    ___________________________

___________________________    ___________________________

___________________________    ___________________________

other medical History:

______________________________________________________

______________________________________________________

______________________________________________________

� Social History:  ETOH, IVDA, Tobacco (Circle)

pAtient inFormAtion:

Name: _______________________________________________

DOB: ________________________________________________

Address: _____________________________________________

_____________________________________________________

Home Phone: _________________________________________

Mobile Phone: ________________________________________

Insurance Carrier: ______________________________________

Policy ID#: ____________________________________________

REFERRAL FOR ENDOSCOPIC PROCEDURES

If “Yes” is selected for any of the items below, the patient is not a good candidate for direct referral. Please call for a Gi consultation (718) 270-4772.

is the patient on medication for diabetes? � Yes     � No

If yes: Request an A.M. appointment. Advise patient on how to take

his/her diabetes medication to avoid hypoglycemia while on a clear

liquid diet and also during the procedure.

Allergies (meds, latex)?   �  Yes     � No

______________________________________________________

______________________________________________________

______________________________________________________

You can download specific preparation instructions from our website: www.downstategi.org/instructions.html

To have them sent via email or fax, please call (718) 270-4772.

PREPARATION FOR ENDOSCOPIC PROCEDURES

Referring Physician (print): _________________________________

Physician’s Address: _____________________________________

______________________________________________________

Phone: _____________________  Fax: ______________________

Preferred Method to Send Results:  � PHONE    � FAX    � MAIL

reFerrinG pHysiCiAn’s siGnAtUre (required):

X _______________________________________________

MEDICAL HISTORY

Revised August 2012

D i g e s t i v e  D i s e a s e  C e n t e r

University HospitAl oF Brooklyn

Digestive Disease Center, Suite A  •  Endoscopy Center, Suite H  •  470 Clarkson Avenue, Brooklyn 11203

sUny DownstAte BAy riDGe

Urgent Care Center  •  699 92nd Street @ 7th Avenue, Brooklyn 11228

sUny DownstAte lonG islAnD ColleGe HospitAl

339 Hicks Street, Brooklyn 11201

Appointments (718) 270-4772     •     FAX (718) 270-7201     •     www.DownstateGi.org
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