
 

Rev:11/30/16 
For Office Use Only: Q:\Colo Rectal\FOR PATIENTS(instructions) AND FOR CHARTS\PATIENT CHART Sheets\PTFORMSFORCHARTS\NEWPTS 

Patient 
Name:_______________________________ 

Date of 
Birth:________________________________ 

NEW PATIENT HISTORY FORM 

 
Referring physician: ________________________________________ 
Primary care physician: ______________________________________ 

List any other physicians who you would like to receive an update of your records: 

_________________________________________________________________________________ 

Explain to us your symptoms   (If you have problems understanding any part of this form, the RN will help you) 

Why are you here today?___________________________________________________________________________ 
______________________________________________________________________________________________ 

If you do not have any anorectal problems skip to question 5. 

1. Do you see rectal bleeding? □YES □NO If no,  go to question #2                                                                          
Is it:  □bright red       □dark red       □other(please describe) _______________________________________                                                         
Do you notice it:  □ on the underwear   □on the toilet paper   □in the toilet water  □ON TOP of the stool
 □MIXED within the stool.                                                                                                                   
What makes it better? ___________________________________________                                                          
What makes it worse? ___________________________________________                                                                       
How long has this been happening? ______ days ______weeks ______months _____ years  

2. Do you have anorectal pain? □Y  □N ; If no , skip to question #3 
Is it: □sharp, □dull, or □other(please describe)  ________________________________________ 
Please check as appropriate:  

Do you wake up in the morning with the pain? □Y □N 
Do you wake up in the middle of the night with the pain? □Y □N 
Do you have problems sleeping at night because of the pain? □Y □N  

Is the pain made worse when you go to the bathroom? □Y □N  
 If yes, how long does it last? ________minutes or ________hours 

What makes the pain better?________________________________________ 
What makes the pain worse? _______________________________________ 
How long has this been happening? ______days ______weeks ______months ______years 

3. Do you notice drainage from the anus?  □Y  □N; If no skip to question #4 
Does it look like □ blood     □pus     □light yellow fluid     □stool     □mucus  
What makes it better? ______________________________________ 
What makes it worse? ______________________________________ 
How long has this been happening? ______days ______weeks ______months ______years 

4. Are you bothered by a mass near the anus? □Y  □N; If no skip to question #5  
If yes please check as appropriate; □ Is it always there □It goes up inside 

□ It changes in size sometimes bigger or sometimes smaller 
□ It is getting bigger  

Can you tell if it is:  □On the right    □The left?    □Near the tail bone?    □Or closer to your vagina/scrotum  
How long has this been happening? ______days ______weeks ______months ______years 

5. Have you ever had a colonoscopy? □Y  □N; If no skip to question 6;  
If yes when?___________ & where _____________________ 
Were polyps found?  □Y  □N; If yes, how many? ___________ 
Do you know what type of polyps?  □Adenoma  □Hyperplastic  □I don’t know   
Was this your first colonoscopy? □Y  □N; If no what year did you have your first colonoscopy? _______ 
Where polyps seen at that time? __________________  
Have you had more than 2 colonoscopies □Y  □N 
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Name:_______________________________ 

Date of 
Birth:________________________________ 

 
 

6. Have you ever had a barium enema? (X-ray test of the colon) □Y  □N, If yes when? ________  
Was it □normal or □abnormal? If abnormal, what was found? ______________________ 
 

7. Have you had a smaller shorter scope like a flexible sigmoidoscope or a proctoscope? □Y  □N                               
If so when? _____  . Was it □normal or □abnormal? If abnormal, what was found? ___________________ 
 
8. Have you had fevers/ chills recently? □Y  □N; If yes:  Did you take your temperature? □Y  □N 

If so what was it and when was this? ____________________ 
 

9. Do you have abdominal pain? □Y  □N;  If no  go to question #10 
Is it □Upper   □Lower   □Right side   □Left side   □or in the middle by the belly button 
What makes the pain better? __________________ 
What makes the pain worse? __________________ 
How long has this been happening? ______days ______weeks______months______years 

 
10. Have you lost weight?  □Y  □N ;If no skip to question # 11 

If yes, How much? ______________ over what period of time _____________ 
Why are you losing weight? □ exercising □dieting □loss of appetite □pain □other_____________ 

 
11. Have you ever had anorectal surgery for hemorrhoids, abscess, fissure, fistulas, pilonidals or other? If so please 

list year, type of surgery and the hospital it was performed. 
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________ 
 

12. On the average how many times do you go to the bathroom a day to make stool?___________ If not daily, how 
many times a week_______________ if not weekly, how many times a month_____________ 
When you go to the bathroom is the stool  □hard   □soft    □mushy     □liquid 

 
13. Do you have problems with bowel control , (getting to the toilet on time for bowel 

movements) 
□Y  □N 

14. Do you take fiber?  □Y  □N  What kind? ______________________ How often? ________________________ 
15. Do you take a laxative? □Y  □N  What kind? ___________________ How often?________________________ 
16. Do you take an anti-diarrhea medicine?  □Y  □N;  What kind? _________________ How often?_____________ 
17. Do you currently take: □Aspirin   □Plavix    □Coumadin 
18. Do you have a colostomy? □ yes □no  
19. Do you have an ileostomy? □ yes □no 
20. Do you want to see the stoma therapist today? □ yes □no  
21. Do you have an open wound from surgery? □ yes □no  
22. Do you want to see the wound nurse today for it? □ yes □no  
23. Please list all your hospitalizations, ER visits and surgeries. If you had a complication during your surgery please 

give the details 
Date Hospital Reason at the hospital 
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Patient 
Name:_______________________________ 

Date of 
Birth:________________________________ 

Any other medical problems? 
 
 
 
 
 
List all allergies and what the allergic reaction is: 
 
 
 
 
List all medications with strength and frequency (for example: Lasix 40mg 2x/day) / Skip this if you are already 
a UC Davis patient as the nurse will go through your medications with you. Please remember to tell your 
nurse your non-prescriptive medications and herbals 
 
 
 
Are you using any creams, lotions, or special wipes on your anus? �yes �no?  If, so please list below 
 
 
 

 
Your Social History 

Circle marital status below:    

Single Married Partnered Divorced Widowed Separated 
 

Your occupation_____________________________________ if disabled, why________________________________ 

Do you smoke?    □ yes □ no  
If yes what year did you start_____________, How long does it take you to finish a pack of cigarettes?______________, 
If you don’t smoke  now did you ever?  □ yes □ no , If so what year did you start______ what year did you 
stop________, How long did it take you to finish a pack of cigarettes_____________________   
 
Do you drink alcohol? □ yes □ no 
If yes is it daily □ yes □ no; Have you gone three days without drinking □ yes □ no;  
Do you get shaky if you do not drink for 3 days? □ yes □ no 
 
If surgery is necessary, do you have someone who can drive you home after surgery?     □ yes □ no 
If so who _________________________________ 
 
If surgery is necessary, do you have someone who can stay home with you after surgery?      □ yes □ no 
If so who _________________________________ 
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1. Has anyone in your family been diagnosed with cancer? □ yes □no; If yes please answer the following questions; If 

no skip to next section.  Please note who had the cancer and what type of cancer especially if colon, rectum, 
kidney, uterine, ovarian, skin, stomach, gall bladder, or pancreas cancer.  If you do not exactly know the age 
estimate the best you can (such as older or younger than 50) 

Is your mother alive, □yes □ no, list any cancers__________________________________________________ 
Is your mom’s mother alive, □yes □ no, list any cancers_____________________________________________ 
Is your mom’s father alive, □yes □ no list any cancers______________________________________________ 
 
 
How many mom’s sisters (your aunts) do you have?  _______________ any cancers?   □ no □yes 
________________________________________________________________________________________
________________________________________________________________________________________ 
How many mom’s brothers (your uncles) do you have?  _______________ any cancers?   □ no □yes 
________________________________________________________________________________________
________________________________________________________________________________________ 

Is your father alive, □yes □ no list any cancers____________________________________________________ 

             Is your dad’s mother alive, □yes □ no, list any cancers _____________________________________________ 

Your dad’s father alive, □yes □ no, list any cancers ________________________________________________ 

How many dad’s sisters (your aunts) do you have?  _______________ any cancers?   □ no □yes 
________________________________________________________________________________________
________________________________________________________________________________________ 

How many dad’s brothers (your uncles) do you have?  _______________ any cancers?   □ no □yes 
________________________________________________________________________________________
________________________________________________________________________________________ 

How many sisters do you have? _________________ Any cancers? □ no □yes ___________ 

How many brothers do you have? _______________ Any cancers? □ no □yes ____________  

Do you have children □yes □ no     How many? ______ Ages?_________________ Any cancers? □ no □yes 
_______________________ 
Do you have grandchildren □yes □ no       How many? ________ Ages?______________ Any cancers? □ no 
□yes ________________________ 
 
 

 
 

Review of systems: If you have not already answered in previous questions, please answer 
QUESTIONS FOR WOMEN:  Answers: 
How many times were you pregnant?  
How many times did you deliver a baby?  
How many were by C-section?  
How many times did you receive an episiotomy?  
How many times were you told you had a tear?  
When was your last mammogram?  
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If mammogram was over a year ago, 
are you scheduled for one? 

□ yes □ no □ I am told I don’t need one 

When was your last pap smear?  
If pap smear is over a year ago, are 
you scheduled for one? 

□ yes □ no □ I am told I don’t need one 

Have you had feces  (stool) come out 
of your vagina? 

□ yes □ no 

 
 

 

QUESTIONS FOR MEN:  Answers: 
How many times do you get up in the middle of the night to urinate?  
Do you feel like you have a hard time starting to urinate? □ yes □ no 
Do you tend to dribble at the end? □ yes □ no 
Do you feel like your urinary stream is less strong? □ yes □ no 
 -If so, for how long   
Do you have erections? □ yes □ no 
Do you have ejaculations? (make semen/sperm)  □ yes □ no 
2. Do you wear :             □glasses         □contact lenses        □no corrective lenses  
3. Do you have high blood pressure □ yes □ no 

-Do you take medicine for high blood pressure,  
If yes when did you start ___________________________ 

□ yes □ no 

4. Did you ever have rheumatic fever? □ yes □ no 
5. Do you have mitral valve prolapse? □ yes □ no 

-If yes was it seen on a heart echo? □ yes □ no 
6. Do you have irregular heart beats □ yes □ no 

-If yes is it atrial flutter  □ yes □ no □ don’t 
know  

-If yes is it atrial fibrillation  □ yes □ no □ don’t 
know 

7. Does your doctor tell you that you need antibiotics before procedures such as dental work? □ yes □ no 
8. Do you have chest pain or pressure? □ yes □ no 

-If yes do you see a doctor for it? □ yes □ no 
9. Has your doctor told you that you have a murmur  □ yes □ no 
10. Do you wake up in the middle of the night short of breath? □ yes □ no 
11. Do you dangle your feet over the side of the bed at night because they hurt  □ yes □ no 
12. Can you walk 2 blocks?  □ yes □ no 
13. Can you walk up two flights of stairs? □ yes □ no 

-If no why not?  □too tired  □legs hurt  □other_________________  
  
14. Have you had pneumonia in the past 5 years? □ yes □ no 

-If yes, when____________ Did you have to be admitted?  
Were you put on a breathing machine (ventilator)  

□ yes □ no 
□ yes □ no 

15. Have you had bronchitis in the past 5 years? □ yes □ no 
-If yes, when______________ Did you have to be admitted  □ yes □ no 

16. Do you take medicine for asthma? □ yes □ no 
-If yes when was your last ER visit for an asthma attack______________ Were you 
put on a breathing machine (ventilator) □ yes □ no 
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17. Have you been treated for tuberculosis  □ yes □ no 
-If yes when? ___________________________________  

18. Have you ever tested PPD positive  □ yes □ no □ don’t 
know 

-Did you vomit blood? □ yes □ no 
 

19. Do you have indigestion, bloating or reflux? 
□ yes □ no 

-If yes, have you seen a doctor for it? □ yes □ no 
-Did you have an upper scope to look in your stomach □ yes □ no 
-If yes when? ___________ what did they find?____________________  

20. Do you have difficulty swallowing?  □ yes □ no 
-If yes, have you seen a doctor for it? □ yes □ no 
-Did you have an upper scope to look in your stomach? □ yes □ no 
-If yes when?___________ what did they find?_____________________  
-Did they have you do a barium swallow?  □ yes □ no 
-If yes when?___________ what did they find?_____________________  

21. Have you fainted in the past year?  □ yes □ no 
-If yes, have you seen a doctor for it? □ yes □ no 

22. Have you had a stroke, small stroke, TIA? □ yes □ no 
-If yes when ___________________________  
 what was your symptoms?____________________________________ 
do you still have these symptoms ? 

 
 
□ yes □ no 

  
23. Have you ever been jaundiced? □ yes □ no 

-If yes, when _______________________________ Was it due to hepatitis? :  □ yes 
□ no; Was it due to gallstones?:  □ yes □ no or □ I never found out why I was 
jaundiced  

 

24. Do you have thyroid disease?  □ yes □ no 
-If yes is it □underactive (hypothyroid) or □overactive (hyperthyroid)  
-If hyperthyroid were you treated with radioactive iodine? □ yes □ no 

25. Have you ever had a breast biopsy? □ yes □ no 
26. Do you have nipple discharge? □ yes □ no 
27. Do you have difficulty controlling your urine? □ yes □ no 

-If yes, is it when you □cough □pick up something heavy or □rushing to bathroom  
28. In the past year have you notices feces in your urine? □ yes □ no 
29. In the past year have you noticed blood in your urine? □ yes □ no 

-Have you seen a doctor for this? □ yes □ no 
30. In the past year have you noticed pus in your urine? □ yes □ no 

-Have you seen a doctor for this? □ yes □ no 
31. Have you ever been treated with Coumadin? Or other blood thinners? □ yes □ no 

–If yes why? ________________________________  
32. Have you ever had blood clots? □ yes □ no 

-If so when? ___________________ 
Where in your body was it?  □head □legs □arms □lungs □heart 

 

33. Are you anemic? , If yes since when___________________________ □ yes □ no 
34. Have you ever received a blood transfusion? □ yes □ no 

- If yes when _____________________________  
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35. Have you ever had to take steroid as a medicine given by vein or by tablet?                    
      - If yes when and for what reason_______________________________ 

□ yes □ no 

36. Have you ever had loss of vision (blindness, permanent or temporary? □ yes □ no 
-If yes when? ___________________________________  

37. Have you or any family members have had extremely high fevers upon receiving 
anesthesia that required life saving medication? 

If yes who was it? __________________, If it was you when and where did it 
happen?______________________________________________________ 

□ yes □ no 

38. Have you been tested for sickle cell disease at birth or later in life? 
If yes, were you □positive for disease □positive for trait □ don’t know 
What state were you born in?________________ and what year?__________ 

□ yes □ no □ don’t 
know 

 
How were you aware of   UC Davis Colon and Rectal Surgery? 

� Yellow Book/Pages 
� Web Site ( which one_______________________________) 
� Another doctor (please list if not the referring doctor) ___________________________________ 
� A previous patient 
� A family member 
� Other _______________________________________________________ 

 
 IF YOU RECEIVE A PRINT OUT OF YOUR MEDICAL AND SURGICAL HISTORY----please tell us what is 

incorrect or needs to be updated. 
 
Patient Signature _________________________________________________   Date _________________ 
 
MD/Practitioner Signature __________________________________________ Date __________________ 
 


