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KSSA Colon and Rectal Questionnaire 11.28.2014 

Colon and Rectal Questionnaire 
 

Patient Name: _________________________________________________________________________________ 

What prompted you to see a Colorectal Surgeon?  ____________________________________________________ 

_____________________________________________________________________________________________ 

 What is the single worst or primary problem you are currently experiencing?  (please mark ONLY ONE of   

the following)  ___Rectal Pain ___Swelling ___Bleeding ___Itching ___Drainage ___Loss of Bowel Control. 

 How is your bowel control right now in regard  to diarrhea?  (please mark one of the following)  

   ___Perfect ___Fair with mild seepage or urgency ___Poor with urgency or accidents or some use of pads  

   ___Terrible and I always wear a pad. 

 Are you having any Rectal Bleeding?  ____ Yes ____ No 

   When did the Rectal Bleeding symptoms begin?  ______________________________________________ 

   What has aggravated the bleeding? (Please mark all that apply) 

      ___Straining  ___Bowel Movements  ___Diarrhea  ___Itching  ___Excessive Wiping   ___Hard Stools 

   What is the Frequency of the bleeding? _____Rare _____Occasional _____Frequently 

   What is the color of the blood?  _____ Bright Red _____ Dark Red 

   Location of the blood:  _____ On Tissue Paper ONLY ____ Toilet Bowl ____ Both 

   Blood mixed or separate from stool?  ____ Mixed outside | stool  ____ Separate | stool   ____ Mixed inside stool 

   Is the blood associated with Bowel Movements? ____ Yes ____ No 

 Are you having any Rectal Pain?  ____ Yes ____ No 

   When did the Rectal Pain begin? ____________________________________________________________ 

   What affects the Rectal pain? (Please mark all that apply) ___Bowel Movements  ___Defecation   

      ___Flatulence ___Micturition (Urination)  ___Sitting  ___Stooping 

   What is the level of Rectal pain?  (Please mark one) (0 being the least, 10 being the worst)  

   0     1     2     3     4     5     6     7     8     9     10   

   How often are you having Rectal Pain? ____ Rare ____ Occasional ____ Frequently 

 Are you having any Rectal Itching?  ____ Yes ____ No 

   What is the severity of the itching? ____ Mild ____ Moderate ____ Severe 

   When did the Rectal Itching begin? ___________________________________________________________ 

 Do you have a Rectal Protrusion? ____ Yes ____ No 

   How long has the Rectal Protrusion been there? ________________________________________________ 

 Do you have Rectal Discharge? ____ Yes ____ No 

   How long have you had Rectal Discharge? _____________________________________________________ 

 Do you have a Rectal Prolapse? ____ Yes ____ No 

   How long has the Rectal Prolapse been a problem? ______________________________________________ 

   Does the Rectal Prolapse reduce in size? _____Yes _____No 

   How does it reduce? _____Spontaneously _____Require manual reduction _____Are non-reducible 

 Are you having Rectal Incontinence/Soiling (loss of control of bowels)? _____Yes _____ No 



 

K Sasse Surgical Associates, PC   |   75 Pringle Way, Suite 804 Reno, NV 89502   |   775.829.7999 (p)   |  877-283-4869 (f)   |   info@sassesurgical.com 
Please do not duplicate without written permission @2014 

KSSA Colon and Rectal Questionnaire 11.28.2014 

   When did you first notice the Incontinence/Soiling? ______________________________________________ 

   How often do you wear a pad? _____ Occasional _____ Rare _____ Frequent _____ Constant 

   What type of stool is the Incontinence/Soiling?  _____ Gas Stool _____ Liquid Stool _____ Solid Stool 

   How often is the Incontinence/Soiling? _____ Rare _____ Occasionally _____ Frequently 

 How many bowel movements do you per day (Please circle one of the following)?  

   _____ Less than 1 | day _____ 1-3 | day  _____ 3-10 | day _____ Greater than 10 per day 

 What is the character of your stools?  _____ Hard _____ Formed _____ Soft Formed ____ Semi-formed 

          _____ Loose _____ Vary in Consistency 

 Have you had any recent change in your stool pattern?  _____ Yes _____ No 

   If yes, what is the change in pattern? _________________________________________________________ 

 Do you have a problem with intermittent Diarrhea?  _____ Yes _____ No 

   If yes, how often?  ________________________________________________________________________ 

 Do you have a problem with intermittent Constipation?  _____ Yes _____ No 

   If yes, how often? _________________________________________________________________________ 

 Do you have any Abdominal Pains or Cramps? _____ Yes _____ No 

   What is the general location of the Abdominal pains or cramps? ____________________________________ 

   What is the quality of Abdominal pain?  (Please mark all that apply) ___Sharp  ___Crampy  ___Dull  

      ___Aching ___Burning 

   Is the Abdominal Pain related to Bowel Movements? _____ Yes _____ No 

   What is the severity of the Abdominal pain? _____ Minimally _____ Moderately _____ Extremely 

 What treatments have you used? (Mark all that apply) ___Anti-motility medications  ___Biofeedback/Kegel                     

exercises ___Laxatives  ___Bulk agents  ___Fiber  ___Benefiber  ___OTC Medications ___Anusol Suppositories  

___Previous Hemorrhoidectomy  ___Sitz Baths  ___Previous Rectal Surgery  ___Metamucil  ___Citrucel   

___Stool Softeners 

 Has anyone in your family had Colon Cancer or Colon Polyps? ____ Yes ____ No 

   If yes, which family member? _______________________________________________________________ 

 Is there a history of Ovarian or Uterine Cancer?  ____ Yes ____ No 

   If yes, which family member? _______________________________________________________________ 

 Have you had a Flexible Sigmoidoscopy or Colonoscopy?  ____ Yes ____ No 

   If yes, what was the date it was done? ________________________________________________________ 

   Who was the Dr. that performed procedure? ____________________________________________________ 

   Where was the procedure performed? ________________________________________________________ 

 Have you had a previous Rectal Surgery? ____ Yes ____ No 

   What Rectal Surgery have you had done and when? _____________________________________________ 

   _______________________________________________________________________________________ 

 Do you have a history of any of the following? (Mark all that apply) ___Irritable Bowel Syndrome ___Use of     

Anticoagulant Medications  ___Frequent use of NSAID’s ___History of Radiation ___Inflammatory Bowel Disease 

 Have you had a Lower GI X-Ray? _____Yes _____No 

   If yes, where and when? __________________________________________________________________ 


	Patient_Name: 
	What_prompted_you_to_see_a_Colorectal_Surgeon: 
	What_is_the_single_worst_or_primary_problem_you_ar: 
	the_following: 
	Rectal_Pain: 
	Swelling: 
	Bleeding: 
	Itching: 
	Drainage: 
	Textfield: 
	Perfect: 
	Fair_with_mild_seepage_or_urgency: 
	Textfield0: 
	Are_you_having_any_Rectal_Bleeding: 
	Yes: 
	When_did_the_Rectal_Bleeding_symptoms_begin: 
	Textfield1: 
	Straining: 
	Bowel_Movements: 
	Diarrhea: 
	Itching0: 
	Excessive_Wiping: 
	What_is_the_Frequency_of_the_bleeding: 
	Rare: 
	Occasional: 
	What_is_the_color_of_the_blood: 
	Bright_Red: 
	Location_of_the_blood: 
	On_Tissue_Paper_ONLY: 
	Toilet_Bowl: 
	Blood_mixed_or_separate_from_stool: 
	Mixed_outside_I_stool: 
	Separate_I_stool: 
	Is_the_blood_associated_with_Bowel_Movements: 
	Yes0: 
	Are_you_having_any_Rectal_Pain: 
	Yes1: 
	When_did_the_Rectal_Pain_begin: 
	What_affects_the_Rectal_pain_Please_mark_all_that: 
	Bowel_Movements0: 
	Textfield2: 
	Flatulence: 
	Micturition_Urination: 
	Sitting: 
	How_often_are_you_having_Rectal_Pain: 
	Rare0: 
	Occasional0: 
	Are_you_having_any_Rectal_Itching: 
	Yes2: 
	What_is_the_severity_of_the_itching: 
	Mild: 
	Moderate: 
	When_did_the_Rectal_Itching_begin: 
	Do_you_have_a_Rectal_Protrusion: 
	Yes3: 
	How_long_has_the_Rectal_Protrusion_been_there: 
	Do_you_have_Rectal_Discharge: 
	Yes4: 
	How_long_have_you_had_Rectal_Discharge: 
	Do_you_have_a_Rectal_Prolapse: 
	Yes5: 
	How_long_has_the_Rectal_Prolapse_been_a_problem: 
	Does_the_Rectal_Prolapse_reduce_in_size: 
	Yes6: 
	How_does_it_reduce: 
	Spontaneously: 
	Require_manual_reduction: 
	Are_you_having_Rectal_IncontinenceSoiling_loss_of: 
	Yes7: 
	When_did_you_first_notice_the_IncontinenceSoiling: 
	How_often_do_you_wear_a_pad: 
	Occasional1: 
	Rare1: 
	Frequent: 
	What_type_of_stool_is_the_IncontinenceSoiling: 
	Gas_Stool: 
	Liquid_Stool: 
	How_often_is_the_IncontinenceSoiling: 
	Rare2: 
	Occasionally: 
	Textfield3: 
	Less_than_1_I_day: 
	13_I_day: 
	310_I_day: 
	What_is_the_character_of_your_stools: 
	Hard: 
	Formed: 
	Soft_Formed: 
	Textfield4: 
	Loose: 
	Have_you_had_any_recent_change_in_your_stool_patte: 
	Yes8: 
	If_yes_what_is_the_change_in_pattern: 
	Do_you_have_a_problem_with_intermittent_Diarrhea: 
	Yes9: 
	If_yes_how_often: 
	Do_you_have_a_problem_with_intermittent_Constipati: 
	Yes10: 
	If_yes_how_often0: 
	Do_you_have_any_Abdominal_Pains_or_Cramps: 
	Yes11: 
	What_is_the_general_location_of_the_Abdominal_pain: 
	What_is_the_quality_of_Abdominal_pain_Please_mark: 
	Sharp: 
	Cram_py: 
	Textfield5: 
	Aching: 
	Is_the_Abdominal_Pain_related_to_Bowel_Movements: 
	Yes12: 
	What_is_the_severity_of_the_Abdominal_pain: 
	Minimally: 
	Moderately: 
	What_treatments_have_you_used_Mark_all_that_apply: 
	Antimotility_medications: 
	exercises: 
	Laxatives: 
	Bulk_agents: 
	Fiber: 
	Benefiber: 
	OTC_Medications: 
	Textfield6: 
	Previous_Hemorrhoidectomy: 
	Sitz_Baths: 
	Previous_Rectal_Surgery: 
	Metamucil: 
	Textfield7: 
	Has_anyone_in_your_family_had_Colon_Cancer_or_Colo: 
	Yes13: 
	If_yes_which_family_member: 
	Is_there_a_history_of_Ovarian_or_Uterine_Cancer: 
	Yes14: 
	If_yes_which_family_member0: 
	Have_you_had_a_Flexible_Sigmoidoscopy_or_Colonosco: 
	Yes15: 
	If_yes_what_was_the_date_it_was_done: 
	Who_was_the_Dr_that_performed_procedure: 
	Where_was_the_procedure_performed: 
	Have_you_had_a_previous_Rectal_Surgery: 
	Yes16: 
	What_Rectal_Surgery_have_you_had_done_and_when: 
	Use_of: 
	Do_you_have_a_history_of_any_of_the_following_Mark: 
	Irritable_Bowel_Syndrome: 
	Anticoagulant_Medications: 
	Frequent_use_of_NSAIDs: 
	History_of_Radiation: 
	Have_you_had_a_Lower_GI_XRay: 
	Yes17: 
	If_yes_where_and_when: 


