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PATIENT REGISTRATION DATE

NAME MARITAL STATUS DATE OFSMWD SEP BIRTH

STREET CITY
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INSURANCE & BILLING INFORMATION

ASSIGNMENT OF INSURANCE BENEFITS

I hereby authorize direct payment of Surgical I medical benefits to Dr. RAC
for services rendered by him I her in person or under his / her supervision. I understand that I am financially
responsible for any balance notcovered by my insurance.

AUTHORIZATION TO RELEASE INFORMATION

I hereby authorize Dr. RAO ,to release any medical or incidental information
that may be necessary for either medical care or in processing applications for financial benefit.

MEDICARE. MEDICAID

I certify that the information given by me in applying for payment is correct. I authorize release of all records
on request. I request that payment of authorized benefits be made on my behalf

A photocopy of theseassignments shall be valid as the original.
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RECTAL (ALESTIONNAIRE

Do ~OU haveor have you had:
1. Bleeding from the rectum?
2. Pain in theanal area?
3. Soiling?
4. Itching in the analarea?
5. Frequentor constanturge to move 1)oWCIS

A. Hemorrhoids:
1. How long have you had henli)rrlloids?
2. Do they comeout at time of a bowel movement?
3. Are you ableto push the hemorrhoidsback inside?
4. Doesthe hemorrhoidcomeout with standingand activity?

B. BleedingperRectum:
1. Is thebleedingaggravatedl)y hardstool?
2. Have you not noticedblack tarry stool?
3. Bleeding(Circle one)

Small Amount
C l~ IS
Staining

4. Is bleedingassociatedwith bowel movements?
5. Is theblood mixed with stool?

C. Bowel Habits:
1. Constipation?
2. Diarrhea?
3. Do you takea laxativedaily?
4. Have you noticeda changein bowel habits?
5. Have you noticed excessivemucousdischarge?
6. Stools (Circle one)

Uneven
SQft
hard

7. Do you have to strain at time of bowel movements?

D. Pain:
Do you or have you had:
1. Pain at time of bowel movement?
2. Pain without bowel movement?
3. Painaggravatedby hard stool?
4. How long have you had rectal pain?

F. Soiling
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Do you or haveyou had:
1. Difficulty in controlling your bowel movements?
2. Soiling of your underpants?

F. Itching?
1. Is is severe?
2. Is the itching limited to the anus?
3. Is the itching worseat night?

G. PastMedical Illness:
1. Have you had a similar problemnin the past?

PreviousTreatment(circle one)
Sii rgery
Cream
Suppository

2. 1-laveyou hada sigmoidoscopydomie?
If yes, when? ____

3. 1-lave you had a bariumenemadone?
If yes, when? ______

4. Are you taking any blood thinners?
If yes, when? ______

I-I. PersonalHistory:
Do you or haveyou had:
1. Straining at time of bowel movement?
2. Anal Intercourse?

I. Famnily1-listory:
Does you family havea history of:
1. Colon Cancer?

If yes, Who?
2. RectalCancer?

If yes, Who?
3. Hemorrhoids?

If yes, Who?
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