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RECTAL QUESTIONNAIRE

Do you have or have you had:

1. Bleeding from the rectum?

2. Pain in the anal area?

3. Soiling?

4. Itching in the anal area?

5. Frequent or constant urge to move bowels

A. Hemorrhoids:

1. How long have you had hemorrhoids?

2. Do they come out at time of a bowel movement?

3. Are you able to push the hemorrhoids back inside?

4. Does the hemorrhoid come out with standing and act1v1ty?

B. Bleeding per Rectum:
1. Is the bleeding aggravated by hard stool?
2. Have you not noticed black tarry stool?
3. Bleeding (Circle one)
Small  Amount
Clots
Staining
4. Is bleeding associated with bowel movements?
5. Is the blood mixed with stool?

C. Bowel Habits:
1. Constipation?
2. Diarrhea?
3. Do you take a laxative dally?
4. Have you noticed a change in bowel habits?
5. Have you noticed excessive mucous discharge?
6. Stools (Circle one)
Uneven
Soft
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. Pain aggravated by hard stool?

4. How long have you had rectal pain?

E. Soiling
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Do you or have you 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 worse at night?

G. Past Medical Iliness:
1. Have you had a similar problem in the past?
Previous Treatment (circle one)
Surgery
Cream
Suppository
2. Have you had a sigmoidoscopy done?
If yes, when? _____
3. Have you had a barium enema done?
If yes, when?
4. Are you taking any blood thinners?
If yes, when?

H. Personal History:

Do you or have you had:

1. Straining at time of bowel movement?
2. Anal Intercourse?

1. Family History:
Does you family have a history of:
1. Colon Cancer?
If yes, Who? ___
2. Rectal Cancer?
If yes, Who? __
3. Hemorrhoids?
If yes, Who? _____
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