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NAME AND DOB:_____________________________________ CHART #:___________________ 
GI SCHEDULING QUESTIONNAIRE 
Do you have a history of heart disease, liver disease, or kidney disease? __________________________ 
Do you use a pacemaker, defibrillator, supplemental oxygen, or are you on dialysis? ________________ 
 *Do you see a cardiologist or a neurologist for any reason? _____________________________ 
Have you ever had a heart attack or stent placed? __________ If yes, when? ______________________ 
Do you have mitral valve prolapse? ___________ Have you had a heart valve replacement?__________ 
What is your current height? _________________ Weight? _______________ 
What is your current insurance? ________________ Policy #________________ Group #____________ 
 * If able, please fax an enlarged copy of the front and back of your card to : 919-714-6010 
Do you use a CPAP machine? _____________ Is your sleep apnea mild, moderate, or severe? ________ 
Have you had issues being intubated or sedated?________ Have you received an intubation letter? ___ 
Do you take any prescribed blood thinners? (Plavix, Coumadin, Xarelto, etc.)? _____________________ 
              * Who Prescribes this medication? (MD and phone number) _____________________________ 
Do you take any blood pressure medications? __________________ 
Do you take any aspirin, fish/krill oil, vitamin E, iron, or weight loss supplements?___________________ 
_____________________________________________________________________________________ 
Do you take any antidepressants, anxiety or pain meds on a daily basis? Please list below: 
_____________________________________________________________________________________ 
Are you diabetic? _____________ 
Do you have an allergic reaction to latex?____________ Does it cause breathing difficulty?___________ 
Do you have an allergic reaction to eggs/soy? __________ Does it cause breathing difficulty __________ 
How often do you have a bowel movement? ________________________________________________ 
Who is your primary care? ____________________________Which Practice?____________________ 
What pharmacy do you use? _____________________________________ 
Best contact number?_______________________________ Time of day to contact: AM     PM     
Can we contact you by email? Email:_______________________________________________________ 
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Please Fill Out
Information and Return using

Enclosed, postage paid, return envelope


