Kuppusamy Ragupathi, MD
1602 Rock Prairia Rd Ste 200
College Station, Texas 77845

979-693-6641
Fax#: 979-693-7493

[MEDICAL HISTORY FORM —

INSTRUCTTONS - This medical questionnaire will assist us in understandmg your medical status. It should 1ake about 15-20
minutes to complete. Please answer all questions fully, printing or writing legibly (not like a doctor!). [f you are uncertam abgut a
question or answer, use o question mark (7). Use a separate sheet of paper if some of your answers requine extra space. Thank you for
helping us help you,

= — ———
Mamc [ate of Birth Age S50
Horme Address City State Fip
Home Phone { i ‘Work Phone | i E-Mal____
Referring M.D. Primary Care Doctor Touday's Date
— e ——— — —

SOCIAL HISTORY:

Present Marital Status: SingleSeparated DivorcedMarried Widowed  Tobacco: Give type, average daily use and duration of use. Ifa farmer
tobacen wser, give same information asd when you siopped.

Emplayment: List employer and present position Calfelne: Give daily use of caffeine - Coffes TeaColaChatnlse I

Stress [ssoes: Recreatlonal Drug Use: Give type (Cocaine, Herain, Marijuana,
©IE.) OF prescTipion dnag misuse. Amy sebstanse abuse Deaiment

— — e e
NON-TRADITIONAL MEDICATIONS/THERAPIES: List current herbs, dictary supplements or altemative therapes.

FAMILY HISTORY: Please provide the following mformation about your parents, siblings and children.

~ Age I Living Health {List signilicant illnesses. Age at Death Il Deceased, Cause

Father
Molher
Brothers I
TS
Sons
Daughters _ |

Check (¥) if your parents, brothers, sisters, grandparents, sunts, uncles or children have had any of the following conditions.

O Liver Disease/Cirrhosis O Calan Palyps O tleerative Colitis

O Esophageal Cancer O Calon Cancer O Crakn's Disease

i Stomach Cancer O Celize DiseazeSprise 0 Mane
——————————m—=—— —————




ALLERGIES: List all allergies 1o drags, medications, insects and animals and give reaction. Latex Allespy: __ y&3 o

_ Drug Agent Reactlon

OPERATIONS: Listall surgical operations (especially abdommnal, hermia, hemorthoids, hysterectomy, candiac, heart valve,
pacermaker, artificial joints, cataracts, etc,), Gave the year, physician and lecation,

Uperation Year Fhysician Lascalion

MEDICATIONS: List all medications you presently take including aspiring, vitamins, caleiurm, baxatives, stool bulking agends,
over-the-counter pills, eye drops, ete. Also list medications you take occasionally.

Medication Dosage How Often/Day 1§ sceasional Reason for Use
(if known) —— __check here

r
e
X-RAY, SONOGRAM, ENDOSCOPY: Give the vear, location (hospital or x-ray office) and, if known, the results,

Year Laocation Result (efrele “NL™ If normal and “?° if anknown)
LUpper G1 Series I ML 7
Barem Enema | ML ?
Abdominal Ultrascand WL 7
Abdeminal CT-5can ML *?
Colonoscopy NL ?
Upper Endascopy (EGDY) NL 7
—




CONSTITUTIONAL:
0 Good Health Lately
O Unussl Fangue W sakness

EYES:

U Glaucoma
O Wear GlussesConlact Lenscs

ENT:

O Deafness

U Ringing In Ears

W Chranic Sinus ProblemsRunny Mose
O Sere ThrsarHoamsoseaVodes Change
O Sore/Huming Tongoe

CARDIDYASCULAR:

0 Cheat Famn’Angina Peclors

O Palpitasans

0 Heast Murmvar

O High Blead Pressure

L0 MEtral Vielve Prolgse

I Fleast Atinck

O Congenve Heart Faluge

0 High Cholesterol Triglyeerides

RESPIRATORY:

O Chranie o Freguent Cougy

O Coughing or Spining Up Blecd
O Shoriness of Breath

O Asthma/Recwrent Wheezing
O Emphy=ema

GASTROINTESTINAL:
2 Mauses

2 Wemiting

2 Hearthumn

O Indigestion Thyspepsia

2 Stomach Fluid Relbaxing into The Mouth
O Peptic Lileers

I Trowhle ar Pain With Swallowing

2 Lump o1 Sensation In Thooa

2 Food Sricking

O Uppsr Absdominal Pain

& Eloaiing

I Beelching

3 Lower Abdamznal Paln

O Frequent Diarrhea

i Freguent Constipation

3 Rectal Bleoding

O Bflack or Tary Stoals

3 Hidden Blood in Sincd

A Excessive Rects] GazFlatus

I Loss of StoclFecal Accidem

& Anemia

I Chrotae Aspirin Lse

2 Poor Appstile

O Weight Loss

A Pancrease Problems

I Hipaiitis in the Fast

2 Transfussan

2 Herb Liss

2 Absormel Liver Bloed Tests

REVIEW OF SYSTEMS: Check (+)if you have had any of the following symptoms or disorders.

GENITOURINARY:

3 Burning Or Pen On Unraton

i Elood In Unme

O Hesitancy, Dribbling Or Moar Stream When Urisaging
- Kidnoy DhacassSa0nes

< Kidney Failare

o Sexually Transmilted Discase

'l Mlem: Prostale Problem

O Women:  Menstrual Irregularity O Abnosmal Blecding
a Pelvic Prin

| Fregnant Or Plarming Prognandy

a Faan (O Inlercourss
MUSCULOSKELETAL:

o Jaine Pain{SyAsthrits
O Weskness OF Muscles Or Joinds

dJ Back Paim

U Gout

Q Fibromyalzia

INTEGUMENTARY (SKINBREAST)
0 Rashes O liching

4 Change In Skin Color Or Moles

O varicose Veins

0 Breas1 Punlamp

0O Breast Discharge Or Rash

NEUROLOGICAL:

O Frequent, Recurring O Increasing Headaches
O Lighs-Haadedness Or Dirziness

O Coprvulsions, Setmares, Spasms, Epilepsy

O Parabysis

u SokoTLA
O Head lnjury

PSYCHIATRIC:

O Depression

L AmxictyfAgitation

O Cryimg For Mo Resson

O Irsommia

O Alcoholism
W Dmag Problem {(Mow/Trasty

ENDOCRINE:

0 Glandular Ov Hommene Problem
O Heat O Cold Intolerance

O Excessise Skin Diryness

0 Evecsive Thint Or Urimaion
O Weight Problem

O Drisheies

 HypothyrowdismGaiter
O Hypenmhyraidizm

HEMATOLOGIC/LYMPHATIC:

O Recurrent Anciiia

0 Bleeding Or Bruising Tendency

O Swelling W armibTenderness OF YeinsPhlebatis
1 Lumgps Or Swallen Glands In Meck

IMMUMNOLOGICAL:

) Irmmune System Disonder
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