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Colon Cancer Screening History Form

NAME:  ___________________________  CLOCK: ___________  DATE: _________
AGE: _____
Medical History:  Those answering YES to any of the following questions should receive recommendation for colonoscopy.
1. Have you ever been diagnosed with colorectal cancer or pre-cancerous polyps?                  ___Yes ___ No  ___ Unknown

2. Has your mother, father, brother(s), sister(s) or child ever been diagnosed with colorectal cancer?  ___Yes  ___No  ___ Unknown

3. Have you ever been diagnosed with inflammatory bowel disease (ulcerative colitis or Crohn’s disease)?  ___Yes ___No ___Unknown

4. Are you currently having any of the following symptoms?

___Unexplained, significant weight loss (10% or more of body weight)

___Consistently narrow stools (for example:  the size of a pencil)

___Blood mixed throughout the stool (more than slight bleeding seen on tissue or in the bowl)
Colorectal Cancer Screening History:

1. Have you ever had a colorectal cancer screening test?  ___Yes ___No ___ Unknown

If yes, which test?  ____Take-home FIT ___Take-home FOBT (guaiac) ___Sigmoidoscopy ___Colonoscopy  ___Stool DNA ___ Don’t know

2. When did you complete your last colorectal cancer screening?

___1-2 years ago

___5-10 years ago

___2-5 years ago

___Don’t know
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FOR OFFICE USE:





FIT Test Provided on: ____________


Education only: ______ (No Test Given)


Participant does not meet average risk criteria.  Provided information on Colonoscopy?  ____Yes ___ No





Educator’s Name:  __________________________
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