
Denton Colon & Rectal Surgery 
Maria A. Provost, MD 

Specializing in Colon and Rectal Surgery 

1300 Fulton Street, Suite 203 
Denton, TX  76201­2661 
Office: (940) 383­2424 
Fax: (940) 387­5676 

maprovost@dentoncrs.com 
Today’s Date: _____________ 

Patient Name: _________________________________________________________________ 
First  MI  Last 

Date of Birth: ____________  Gender:  *Male * Female 

Primary Care Physician: ___________________ Referring Physician: __________________ 

Chief Complaint: ______________________________________________________________ 
_____________________________________________________________________________ 

Have You Had This Problem Before? _____________________  When? ________________ 

Past Medical History (please check if you have ever had any of the following conditions): 
Heart Attack  ____  Heart Failure  ____  Stroke  ____ 
Excessive Bleeding  ____  Diabetes  ____  Asthma  ____ 
Hypertension  ____  Blood Clots  ____ 
Colon Cancer  ____  Colon Polyps  ____ 

Previous Colonoscopy?  ______ When? ________________  Results? ___________________ 

Previous Hospitializations? (Non­surgical): ___________________________________________ 

Previous Surgeries? (include dates): ________________________________________________ 

Problems with Anesthesia? ____ If So, Please Explain: _______________________________ 

Any Medication Allergies?  ____ If So, Please Explain: _______________________________ 

Medical History

mailto:maprovost@dentoncrs.com


Current Medications: 

Name  Dosage  Reason for Medication 
________________________     ________________________      ________________________ 

________________________     ________________________      ________________________ 

________________________     ________________________      ________________________ 

________________________     ________________________      ________________________ 

________________________     ________________________      ________________________ 

Do You Use Tobacco Products? _____  If So, How Often? ____________________________ 

Do You Drink Alcohol? ____________ If So, How Often? ____________________________ 

Family Medical History (please check if anyone in your family has ever had any of the following conditions): 

Colon Cancer  ____  Colon Polyps  ____  Colitis  ____ 
Crohn’s Disease  ____  Heart Disease  ____  Stroke  ____ 
Excessive Bleeding  ____  Diabetes  ____  Hypertension  ____ 
High Cholesterol  ____ 
Complications from Anesthesia  ____ 

If you checked any of these, please give family relationship: __________________________ 

_____________________________________________________________________________ 

Date of Last Physical: __________________ 

Date of Last Prostate Evaluation (if applicable): __________________ 

Date of Last Pap Smear (if applicable):  __________  Mammogram (if applicable): ___________ 

Please List Any Additional Relevant Medical Issues: ________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________


