Patient Response Form

Circle the number to indicate how much you agree with each statement.

The solution was palatable 

The exercises were easy to perform

Willing to repeat this prep                                   
Please list any side effects you experienced as a result of the pre:

Nausea?

Vomiting?

Dizziness?

Other: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

	
	Before Prep
	After Prep

	Weight
	
	

	Date
	
	

	Time
	
	


Strongly          Undecided             Strongly

Disagree                                           Agree

1        2         3         4        5  

1        2         3         4        5  

1        2         3         4        5  

Time at which you took pills: ________


Time at which you started drinking the solution: ________


Time at which you had first bowel movement: ________


Time at which you had clear bowel movement: ________


Time at which you had your last bowel movement: ________


Please circle one:


Amount of solution drank (liter):


1	1.5	2.0	2.5	3.0	3.5	4.0











