
Colon & Rectal Specialists, Ltd.

PAT I E N T M E D I C A L A N D S U R G I C A L U P D AT E

Date: ______________________________________

Patient’s name: __________________________________________________________________________ Age _________

Please list any new operations that you have had since your last visit:

Name of Surgery/Type of Surgery Date of Surgery

_______________________________________________________________________________ ___________________

_______________________________________________________________________________ ___________________

_______________________________________________________________________________ ___________________

_______________________________________________________________________________ ___________________

_______________________________________________________________________________ ___________________

Please list any new medical problems that you have had since your last visit:

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Please list all medications you are currently taking (including aspirin or any blood thinners):

Current Medications Dosage Frequency

_____________________________________________ ________________________________ ___________________

_____________________________________________ ________________________________ ___________________

_____________________________________________ ________________________________ ___________________

_____________________________________________ ________________________________ ___________________

_____________________________________________ ________________________________ ___________________

Please list all allergies:

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Signature: ___________________________________________________________
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