
COLON CANCER 
SCREENING FORM

P E R S O N A L  I N F O R M A T I O N

Full Name

Date of Birth
D D M M Y Y

E-Mail

Phone Number Gender Male Female

:

:

:

:

:

F A M I L Y  A N D  P E R S O N A L  H I S T O R Y

If yes, please specify the relatives affected:

S Y M P T O M S  A N D  R I S K  F A C T O R S

T H A N K  Y O U  F O R  Y O U R  I N F O R M A T I O N

Any personal history of colon cancer? Yes No

Any gastrointestinal symptoms? Yes No

Age :

Family history of colon cancer? Yes No

If yes, please specify (e.g., blood in stool,
changes in bowel habits):

Dietary Habits:

High-fiber diet

Low-fiber diet

Vegetarian

 Meat lover

High-fiber diet

Other (please specify): __________________________________________________

Previous Colonoscopies or Screenings: Yes No

If yes, please provide the date of the last screening:
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