
DIRECT ACCESS COLONOSCOPY PATIENT QUESTIONNAIRE
First Name_______________________________ M.I. _____ Last Name__________________________________
Sex________ (M)________(F)  DOB_____________________ SSN_____________________________________
Marital Status_________________ Race_____________ Preferred Language______________________________
Height _________________   Weight ______________ Employer ______________________________________
Mailing Address______________________________________________________________________________
Billing Address_______________________________________________________________________________
County_______________________ Email address___________________________________________________
Home Phone ________________________________ Work Phone______________________________________
Cell Phone ______________________________ (circle best contract number)
Emergency contact
Name _______________________________ Relationship_________________ Phone Number_______________
Referring Physician
Name____________________________________________  Phone______________________________________
Primary Care Physician
Name____________________________________________ Phone ______________________________________
Preferred Pharmacy
Name____________________________________________ Phone Number_______________________________
Address_______________________________________________ City___________________________________
Primary Insurance
Name of Insurance_____________________________ Precertification Phone Number_______________________
Claims address_________________________________________________________________________________
Policy Number ________________________________ Group Number____________________________________
Policy Holders Name______________________________________________ Relationship___________________
SSN___________________________ DOB____________ Employer_____________________________________
Secondary Insurance
Name of Insurance_____________________________ Precertification Phone Number_______________________
Claims address_________________________________________________________________________________
Policy Number ________________________________ Group Number____________________________________
Policy Holders Name______________________________________________ Relationship___________________
SSN___________________________ DOB____________ Employer_____________________________________
Check here if uninsured and would like to discuss payment options.
Do you have persistent or recurring problems, or a history of the following?
Is this your first colonoscopy?   				Yes		No
Has it been 10 years since your last colonoscopy?		Yes		No
Are you on any blood thinners?				Yes		No
Have you recently had a physical exam?			Yes		No
Are you a dialysis patient?					Yes		No
Do you have congestive heart failure?			Yes		No
Do you have ischemic heart disease?			Yes		No

General:
______ Dizziness  ______ Fatigue  ______Fever  _______Wheelchair Bound
______ Unexplained Weight Loss ________ lbs
______ Unexplained Weight Gain ________ lbs

GI:
_____ Abdominal Pain  _____ Constipation  _____ Diarrhea  _____ Nausea
_____Heartburn/Reflux  _____Difficulty/Painful Swallowing  _____Vomiting
_____Rectal Bleeding/Blood in Stool  _____ Ulcerative Colitis  _____Crohn’s
_____Liver Disease
_____Intestinal Surgery in the last 6 months (what & when)_____________________________________________
Have you ever had a colonoscopy? When? Where?____________________________________________________
Have you ever had polyps or colon cancer?__________________________________________________________
Any relatives with colon cancer/polyps? Who and what age were they?
_____________________________________________________________________________________________

Hematologic:
_____ Anemia (recent treatment) _____ Free Bleeder/Hemophiliac
_____ Take any Blood Thinners such as Plavix, Coumadin, Warfarin, Effient, Lovenox, etc.

Neurologic
_____ Stroke/TIA-when and do you have any weakness leftover__________________________________________
_____ Seizure – when was last one_________________________________________________________________

Cardiovascular:
_____ Chest Pain/Pressure/Heaviness _____ Irregular Heart Thythm
_____ High Blood Pressure _____Bypass-When___________________________       ______Valve Surgery
_____ Heart Attach / MI-when __________________________ _______Stents placed-When__________________
_____ Defibrillator and/or Pacemaker – What kind ____________________________________________________
_____ Congestive Heart Failure – When ____________________________________________________________

ENT
_____ Hard of Hearing  _____ Unexplained Vision Changes _____ Glaucoma

Genitourinary:
_____ Kidney disease/failure  _____Diabetes  _____Insulin  _____oral meds
_____Dialysis – What king: ______________________________________________________________________

Psychological:
_____Depression  _____Anxiety/Panic Attacks  _____ Dementia/Memory Loss
_____Other Mental Illness – what kind _____________________________________________________________

Respiratory:
_____Sleep apnea  _____ Shortness of Breath  _____ Asthma (recent treatment)
_____ COPD/Emphysema/Chronic Bronchitis  _____ On Oxygen – How many liters and when ________________

Have you been hospitalized within the last month: Why:________________________________________________
Have you ever had problems with anesthesia?  Please describe___________________________________________
Have you ever had an organ transplant?  What & When? _______________________________________________

Other Medical History:
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Previous Surgeries and Dates:
1. ______________________________________	4._________________________________________
2. ______________________________________	5._________________________________________
3. ______________________________________	6._________________________________________

Allergies to Medications, Foods, or Latex:
		NAME							REACTION
1.____________________________________________	__________________________________________
2.____________________________________________	__________________________________________
3.____________________________________________	__________________________________________
4.____________________________________________	__________________________________________
5.____________________________________________	__________________________________________
*add additional allergies to the blank area below.

Medications (prescription or over the counter including vitamins, etc.):
		NAME					DOSAGE		   HOW OFTEN
1.________________________________________	_______________________   ________________________
2.________________________________________	_______________________   ________________________
3.________________________________________	_______________________   ________________________
4.________________________________________	_______________________   ________________________
5.________________________________________	_______________________   ________________________
6.________________________________________	_______________________   ________________________
7.________________________________________	_______________________   ________________________
8.________________________________________	_______________________   ________________________
9.________________________________________	_______________________   ________________________
10.________________________________________	_______________________   ________________________
11.________________________________________	_______________________   ________________________
12.________________________________________	_______________________   ________________________
13.________________________________________	_______________________   ________________________
14.________________________________________	_______________________   ________________________
* add additional medications to the blank area below.




I understand that if I have not answered these questions honestly and to the best of my knowledge, it could result in complications during my procedure.

Patient Signature:_______________________________________________ Date:__________________________

Please return this completed form.  You will receive a call from one of our schedulers to schedule your colonoscopy or an office visit.  If you would like to speak with one of our open access schedulers, please call 731-424-1001.

	

Fax form to:		Jackson Surgical Associates Dyersburg : 731-286-4452
 
Martin Surgery : 731-261-0442
			







Colonoscopy Risks and Benefits:

Benefits: A colonoscopy is the most accurate way to find and remove polyps, which caries potential to grow into cancer. Removing polyps during colonoscopy has shown to significantly reduce the risk of developing colon cancer. 1

Risks: Some of the common risks associated with colonoscopy procedure is mentioned below.

	The Risk
	What Happens
	Keeping you informed

	Perforation of  the intestine
	A hole made by pressure from the scope that passes through the entire wall of the colon is a rare complication reported in less than 1 of 1,000 cases.2
	- A large perforation noticed immediately may requires surgery. 
- A small perforation noticed the first few days after the procedure may be treated with rest, fluids, antibiotics, and close observation.

	Bleeding
	Bleeding is reported in 0 to 6 of 1,000 procedures. The risk is increased when many or a large polyp is removed.2
	- A small amount of bleeding may occur after colonoscopy. 
- Call your doctor if you notice more amount of bleeding or persistent bleeding after colonoscopy.

	Cardiorespiratory
	Minor changes in oxygen levels and heart rate occur in less than 1 of 100 cases.2
	- The majority of these events are related to sedation and increase with advanced age and other diseases.

	All complications
	Approximately one third of patients reports minor symptoms such as bloating, indigestion, abdominal discomfort after colonoscopy, but serious complications are uncommon.2
	- Checking for any problems with medication and sedation and monitoring before, during, and after the procedure will reduce risks.



Note: There are several other rare complications involved with the colonoscopy, which are not mentioned above. 

References:
1. American College of Gastroenterology Guidelines for Colorectal Cancer Screening 2008.  Douglas K. Rex et al. Am J Gastroenterology 2009; 104:739 – 75.
2. Complications of colonoscopy. ASGE Standards of Practice Committee. Fisher et al. Gastrointest Endosc. 2011 Oct;74(4):745-52.


By checking this box, I acknowledge that I have read and understood the stated risks and benefits related to colonoscopy procedure
