


Referral:

How did you hear about us? o Insurance 0 Google o Other o Our website
o Hospital website

Who referred you?

Who is yvour primary care doctor?

Medications

List all medications presently taken: Dosage(mg): Frequency: (times/day)
Have vou taken any fiber supplement? If 50, what type

Allergics

Have vou ever had an allergic reaction to any medications? o Yes o No

If yes, please list medication and describe reactions:

Have yvou ever had an allergic reaction to X-Ray contrast dye: a Yes o No
If ves please describe:

Have you ever had a latex allergy? g Yes o No
If ves, please describe:

Personal Medical History

Please check illnesses or conditions which you have had:

Cancer O If s0, what type

HIV = Year diagnosed Symptomatic

Asthma o Bleeding Tendencies o

Diabetes O Glaucoma a

Heart Trouble o Hepatitis ] Diepression 0
Jaundice mi High Blood Pressure o Kidnev Discase (W]
Pneumonia O Nervous Disorder m| Arthritis/Gout m]
Stroke/TTA m] Tubkerculosis O Hypothyroidism O
sleep Apnea 0 Obesity =] Elevated Cholesterol o
Blood Clots o Heart Murmur m] Reflux/Peptic Ulcer o



Past Surgical History and Year

WP L T =

a,

Social History

Number of Children:
Ages:

Tobacco Use: o Never
How much cach day?

Aleohol Use: 0 Never
How much each day?

Fecreational oo [se:
How much each day?

Caffeine Use: — Never
Cups of coffee/tea a day?

Dietary Use: © Never
How many packets a day?

Type of emplovment:

o Now
How many Years?

O Inthe Past
When did you quit?

o Now
How many Years?

0 In the Past
When did vou quit?

O Never O Now
How many Years?

O In the Past
When did you quit?

£ Mo O In the Past
Soda? o
o MNow O In the Past
Exercise? How often

Family History

Colon Cancer:

O
Reetal Cancer: O
Any other cancers: o
Diabetes: o
High Blood Pressure o
Bleeding Tendencies O

Drug Dependencies ¢
Other Nnesses o

|}

If yes, who and at what age
If yes, who and at what age
If ves, who and at what age
I ves, who and at what age
Hearl Discase o Kidney disease
Stroke m| Alcoholism
Mental lllnessao  what type

a

If so, please list,




Living? Present age or Health Problems or

Age at Death Cause of Death
Father O Yes o No ==
Mother a Yes o No
Orandparents o Yes o Mo
Past Colon and Reetal History
Rectal bleeding O Yes o Nao
Type:
Bright red o Yes o No
Clots o Yes o Neo
Frequency o Daily o Intermittant
Blood o00On Stool o Teilet Bowl C Toilet Paper
Symptoms:
Burning O Yes o No
Prolapse O Yes o No
Treatmemt? O Previously Evaluated By Whom__ Where
History of Colitis OYes ©DNo Date Treatment
History of Diverticulitis = Yes o No  Date Treatment

History of Anal disease 0 Yes oNo Have you had'have the following:

o Hemorrhowds o Fistula O Fissure Date Treatment_
Colorectal Cancer o Yes aNo Date Treatment
Type: © Right Colon o Left Colon o Rectal o Anal oOther
Constipation oOYes oONo
How many BMs per week?
O Decreased frequency 0O Dry/Hard Stools o Straining/Trouble Eliminating
0 Manual Maneuvers to assist evacuation: o Painful evacuations
Fecal Incontinence o Yes o Mo
Frequency: o Daily o Weekly o Monthly
0 Formed Stools o Liquid Stools a Gas
Previous surgical colorectal procedures o Yes aNo
o Diverticulitis 0 Colon Caneer o Incontinence o Anal Problems
o Prolapse 0 Other .......if so, what? o
Colon Cancer Screening (Colonoscopy) 0 Yes o No
Physician who performed: g . MD

Results " Date



Review of Symptoms (Do you have or have you ever had the following):

Significant weight change: 0 Yes o No
Convulsions: O Yes C No
Pain radiating down arm: O Yes o No
Palpations: 0 Yes o No
Chest pain or tightness in the chest o Yes o No
swelling of hands and feet a Yes 0 No
Shortness of breath a Yes o No
Bleeding Gums o Yes o No
Burning or pain when urinating o Yes o No
Trouble swallowing O Yes o No
Loss of bladder control O Yes o No
Blood in urine o Yes aNo
Coughing up blood o Yes o No
Frequent wrination 0 Yes o0 No
Night sweats a Yes o No
Trouble with erections 0 Yes 0o No
Painful intercourse o Yes 0o No
Breast lumps o Yes D No
Weakness in arms and legs o Yes o No
Frequent or severe headaches DO Yes oMo
Varicose veins D Yes o No
Paralysis O Yes o No
Stomach trouble/ulcer o Yes o No
Enlarged glands a Yes o No
Constipation O Yes 0 No
How often_ e How long
Iharrhea O Yes a No
How often How long
Hemorrhoids 0 Yes o No
Rectal bleeding 0 Yes o No
Enlarged thyroid/goiter 0 Yes 0 Ne
Pain in joints/gout o Yes o No
Depression o Yes o No
Anxiety D0 Yes o No
Loss of consciousness O Yes o No
Fainting spells o Yes 0 No
Spells of dizziness o Yes O No

Hallucinations O Yes 0 Mo
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Privacy Policy

Privacy Policy

Virginia Hospital Center takes seriously the privacy of our visitors to this site. At times, we may request personal information in
forms or certain registration processes. If such information is retained it is held in our secure servers where it is inaccessible to other Internet
users. When we request credit card information it is processed by a third party and your number is not stored in our database

Disclaimer

The information on this site is meant to be for educational purposes only and is in no way intended to serve as medical advice. All
medical related concerns should be discussed directly with your physician

Privacy Practices

New Federal regulations require that we make every patient aware of our privacy practices. This is a summary of our Notice of
Privacy Practices for your information. As part of our meeting compliance with these new regulations, we are also responsible for providing
you with the entire Notice of Privacy Practices. This is available at all registration points in the Hospital.

The confidentiality of your medical information is very important to us. Each time you visit a hospital, physician, or other
healthcare provider, a record of your visit is made

Our pledge to you

Ensure that medical information that identifies you is kept private.
Provide you with this notice of our legal duties and privacy practices with respect to your medical information
Provide you with a Hospital Point of Contact to refer additional questions or concerns regarding the handling of your
information.
Inform you of how we use and disclose medical information about you for treatment, payment, or health care
operations. This includes who we may disclose information to, and for what reasons.
How do we use or disclose your medical information?

Treatment, Payment and Health Care Operations

We may use medical information about you in order to provide you with medical treatment or services. We may disclose medical
information about you to doctors, nurses, technicians, medical students, or other Hospital personnel who are involved in taking care of you at
the Hospital. We may use and disclose medical information about your treatment and services to bill and collect payment from you, your
insurance company, or a third party payer. We may use and disclose medical information about you for Hospital operations purposes. These
uses and disclosures help us run our Hospital and to make sure that all of our patients receive quality care.

Business Associates

There are some services provided in our organization through contracts with business associates. To protect your medical
information, we share with our business associates only the minimum amount of information necessary for them to assist us. We require them
to safeguard the information given to them according to contractual agreement

Hospital Directory

We may include certain limited information about you in the Hospital Directory while you are a patient. This information includes
your name, location, your general condition, and your religious affiliation. Directory information, except for your religious affiliation, may be
released to people who ask for you by name. Your religious affiliation may be provided to clergy, even if they do not ask for you by name. If
you do not want to be included in the Hospital Directory, you need to ask the Admissions staff or the Privacy Official for the Directory Opt Out
Form when you are admitted

Communications about Services

We may use your medical information to contact you to

Give a reminder that you have an appointment for treatment or medical care at our Hospital.
Tell you about possible treatment alternatives.

Tell you about health-related benefits or services

Assess your satisfaction with our services.




Marketing and Fundraising.
Individuals involved in your care or payment for your care
We may release medical information about you to your legally authorized personal representative or to a designated family
member who is involved in your medical care. We may also give information to someone who helps pay for your care.
What are the circumstances under which we may release parts of your information without your specific authorization?

Research

Under certain circumstances, we use and disclose medical information about you for research purposes. All of our research
projects are subject to established protocols and strict institutional review criteria to ensure the privacy of your medical information.

As Required or Authorized by Law:

We may disclose medical information about you when required or authorized by law. For further information, see the Notice of
Privacy Practices.

Health Oversight Activities:

We may disclose medical information to a health oversight agency for activities authorized by law.

Public Threat to Health or Safety:

We may use and disclose medical information about you when necessary to prevent a serious threat to the health and safety of
the public, to you, or to another person.

Minors

If you are an unemancipated minor under Virginia law, there may be circumstances in which we disclose medical information
about you to a parent, guardian, or other person acting in loco parentis, in accordance with our legal responsibilities.

Your Permission:

Other uses and disclosures of medical information not covered by the Notice of Privacy Practices or the laws that apply to us will
be made only with your written permission. If you provide us permission to use or disclose medical information about you, you may revoke that
permission, in writing, at any time.

What are your information privacy rights?

Right to Inspect and Copy:

If you request a copy of your medical information, we may charge a fee for the costs of retrieving, copying, mailing, and use of
supplies associated with your request. If you are denied access, you may appeal the decision.

Right to Amend:

You may ask us to amend information that you think is incomplete or inaccurate.

Right to An Accounting of Disclosures:

You have the right to request an accounting of disclosures, for a period not longer than 6 years from the effective date of the
Notice of Privacy Practices (April 14, 2003).

Right to Request Restrictions:

You have the right to request a restriction or limitation on the medical information we use or disclose about you for treatment,
payment or health care operations. We are not required to agree to this request.

Right to Request Confidential Communications:

You have the right to request that we communicate with you about medical matters in a certain way or at a certain location. We
will agree to the request to the extent that it is reasonable for us to do so.

Right to a Paper Copy of This Notice:

You have the right to a paper copy of the entire Notice of Privacy Practices.

Right Te File a Complaint

If you believe your privacy rights have been violated, you may file a written complaint with the Hospital Privacy Official, or with the
Secretary of the U.S. Department of Health and Human Services. You will not be penalized for filing a complaint.















