PLEASE PRINT:

COLON RECTAL HEALTH CENTER

PATIENT MEDICAL HISTORY

HISTORY OF SURGERY(S) OR HOSPITALIZATIONS:

MEDICAL HISTORY:

Have you, or any members of your family had any of the following? Please put an "X" in the box that applies:

SELF/FAMILY MEMBER

Anemia

Blood Disorder

Hepatitis

Bleeding / Bruising

Diabetes

Asthma

Bronchitis

Emphysema

SELF/FAMILY MEMBER

Epilepsy / Seizures

Hay Fever / Sinus Problems

High Cholesterol

Depression

Emotional Problems

Drug / Alcohol Dependency

A1 Arthritis

Immune Disorders

SELF/FAMILY MEMBER

Heart Problems

High Blood Pressure

Stroke

Lung Disease

Thyroid Disease

Kidney Disease

Liver Disease

Skin Disease

PATIENT SOCIAL HISTORY:

Alcohol Use: Never

Rarely

Moderate

Tobacco Use: Never

Substance AbuseDNever |:|Yes

Occasionall

Type / Frequency

Previously, but quit (Date)

Daily Amount? /day

Environmental Exposure

Dust

Fumes

Solvents List all:

Patient Signature

Legal guardian if other than patient

Date

Date

DOC: PATIENT MEDICAL HISTORY (RECTAL) 4

REVISED: 4/10

COLON RECTAL HEALTH CENTER
2315 Dougherty Ferry Rd. Ste 107
ST. LOUIS MISSOURI 63122
314.966.7570 FAX: 314.966.7788



	Sheet1

	1: 
	2: 
	3: 
	1_2: 
	2_2: 
	undefined: 
	Amount: 
	undefined_2: 
	List all: 
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Text84: 


