Chief Complaint

Name

OYES 1T NO Pain
OYES [NO Fever
OYES [ NO Laxative Daily

[0YES [1NO Laxative Occastionally

O YES

O YES

O YES

O YES

0NO

0NO

Change in Bowel Habit [ YES

Discharge 0 YES
Constipation O YES
Bleeding [0 YES

0 NO

0 NO

00 NO

0 NO

Diarrhea
Itching
Protrusion

Swelling

Previous Colon or Rectal Disease

Previous lliness or Other Medical Problems

Any Previous Surgery

OYES 11 NO Colon Polyps

UOYES 0O NO Colon Cancer

Who

Age

Who

Age

OYES [ONO Penicillin

UOYES [ NO Local Anesthesia
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