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Name: Date:

Referring Doctor: Primary Care Doctor:

HISTORY OF PRESENT ILLNESS

Why are you seeing the doctor today?

How long have you had this problem?

Are there any symptoms that go along with the problem/pain?

Is the problem/pain continuous or does it come and go?

Have you tried any medicine/treatment for this problem/pain?

What improves or worsens the problem/pain?

Additional comments about your problem:

CURRENT URINARY PATTERN

How many times a night do you urinate after you fall asleep?

How often do you urinate during the day?

Do you have pain with urination?

Have you seen blood in your urine?

Have you had blood in your urine on microscopic examination?

oo
w

Does the urinary flow have a good pressure?

e
w

Are you able to empty your bladder fully?

When you get the urge to urinate, do you have trouble getting to the bathroom on in time?

Do you ever lose control of the urine (incontinence)? How often? Under what circumstances?

Do you strain to start urination?

Does it take a long time for the urinary stream to start when you get to the bathroom?

Have you had kidney stones? _____ Please provide dates of attacks that did not require surgery:
Did you ever require a surgical procedure for stones? _______

State type of procedure and date performed:

Have you ever had urinary infections such as kidney or bladder infections? State how many times and date of infections:

Have you ever had any type of urologic surgery? _______ What type of surgery?

Date of surgery: __________________



Name: Date:

PAST MEDICAL HISTORY

CURRENT MEDICATIONS - Please list ALL medications you are currently taking including over the counter meds

Drug Name: Strength: Directions/How, you take it:

Attach list if necessary.

PHARMACY NAME: Phone # and/or address:

*MEDICATION ALLERGIES* OTHER ALLERGIES

PAST MEDICAL HISTORY: Please CHECK if you have ever had any of the following diseases or conditions:

OADD

OADHD
OAlcoholism
OAllergies
OAlzheimer’s Disease
OAnemia
OAneurysm
OAngina
OAnorexia
OAnxiety disorder
OArthritis
OArrhythmia
OAortic aneurysm
OAortic stenosis
OAortic insufficiency
OAsthma

OAtrial fibrillation
[OBack pain

OBPH

OBi-polar disorder
OBladder cancer
OBleeding disorder
OBlindness

OBrain tumors
[OBreast cancer
OBronchitis
OCataracts
OCerebrovascular
OCholecystitis
OCholelithiasis

OChronic fatigue syndrome
OChronic liver disease
OChronic lung disease
OChronic renal insufficiency
OChronic renal failure
OColitis

COConstipation

OColon cancer

OColon condition
OCongenital heart disease
OCongenital heart failure
OCrohn’s Disease
ODeafness

ODeep vein thrombosis
ODepression
ODiabetes-non ins dependent
ODiabetes-insulin dependent
ODiabetes-uncontrolled
ODiarrhea

OEating disorder

OEar Infections

OElevated PSA
OEmphysema

OEnlarged heart

OEpilepsy

OFibrocystic breast disease
OFibromyalgia

OGastric cancer

OGastritis

OGastroenteritis

OGastric cancer
OGERD

OGlaucoma

OGoiter

OGout

OHay fever

OHeart attack

OHeart disease
OHeart valve problem
OHeart murmur
OHemorrhoids
COHepatitis
OHerniated disc
OHiatal hernia

OHigh cholesterol
OOHigh blood pressure
Olmpaired glucose tol.
Olinfertility

Olrritable bowel disease
Oinflam. bowel disease
OKidney disease
OKidney infections
OKidney stones
Olinfectious disease
OLaryngeal cancer
OLeukemia

OLiver disease

OLung disease

OLung cancer
OLymphoma

3

COMalaise

OMelanoma

OMental illness
OMigraine

OMitral stenosis
OMitral insufficiency
OMitral valve prolapse
COMumps

ONervous breakdown
OObesity
OOsteoporosis
OPancreatitis
OPancreatic cancer
OPeptic ulcer
OPhlebitis

OPolio

OProstate cancer
OProstatitis
OPulmonary embolism
ORectal fissure
ORectal cancer
ORheumatic Fever
OSexually trans. disease
OSickle cell anemia
OStroke

OSuicide attempt
OTesticular cancer
OThyroid disease
OTuberculosis



Name:

Other medical history:

Date:

SURGICAL HISTORY

Please CHECK if you have had any of the following surgeries. Write the date of surgery:

OAmputation
OAngioplasty

OAortic Aneurysm Repair
OAppendectomy
OArthroscopic Surgery
OBack Surgery
CIBariatric Surgery
OBladder Surgery
COBowel Resection
OBrachytherapy

OBrain Surgery

OBreast Surgery
OBiopsy of Prostate
OCABG

OCarotid Artery Surgery
OCarpal Tunnel Surgery
OCataract Surgery
OCervical Spine Surgery
OCholecystectomy
OCircumcision

OColon Resection
OColonoscopy
OCorneal Surgery
OCystoscopy
OCystoscopy and fulguration
OCyst Removal
ODeliveries (Vaginal or C-Section)
OEar Surgery OR or OL
OEGD
OEpididymectomy
COESWL OR or OL

Other:

COEye Surgery OR or OOL
OFacial Surgery

OFoot Surgery [R or OL
OGastric Surgery

OHand Surgery OR or OL
OHeart Surgery

OHeart Transplant
OHemorrhoidectomy
OHerniorrhaphyOR or OL
OHip Surgery OR or OL
OHydrocelectomy
Olleal conduit
Olleostomy

OlIndigo Laser Surgery
Olinguinal Herniorrhaphy OR or OL
OKnee Surgery OR or OL
OLaminectomy

[OLaparoscopy

[OLaparotomy

OLeg Surgery [OR or OL

OLiver Surgery

OLumpectomy

OLung Surgery

OLymphatic Node Dissection
OLysis Adhesions

[OMastectomy

OMastoid Surgery

COMeatotomy

ONasal Surgery

OONeedle Biopsy

OR or OL

ONephrectomy __OR or OL
ONephrolithotomy [OR or OL
OOrchiectomy [OR or OL
OPacemaker Insertion
OParathyroidectomy

OPenile Implant

OPEG

OPE Tubes

OPilonidal Cyst Incision
ORadical Prostatectomy
ORenal Transplant

ORotator Cuff Surgery OR or OL
OSeptoplasty

[OSinus Surgery

OSkin Grafting
OSpermatocelectomy OR or OL
OSplenectomy

OStomach Surgery

OTonsil Surgery

OThyroid Surgery

OTUMT Prostate

OTUR Bladder tumor

OTUR Prostate

OUmbilical Hernia
OUreteroscopy OR or OOL
OVaricocelectomy [OR or OL
[OVasectomy

[OVein Stripping

OVentral Hernia Repair
OVLAP




Name: Date:

SEXUAL HISTORY (These questions, like all the others, are protected by medical confidentiality. If any questions

make you uncomfortable, please omit.)

What is your sexual orientation (straight or gay or bisexual)?

Are you sexually active?

For men: Are you having any difficulties with your erections? Please describe:

For women: Are you having any sexual difficulties? Please describe:

Please list an sexually transmitted diseases that you have had:

HIV STATUS: 0O Negative: [ Positive: O Not Known:

FAMILY HISTORY

Please CHECK and indicate which family member has/had any of the following: (Mother, Father or Siblings):

OArthritis —  __________ OGout OMultiple Sclerosis  _________
OBedwetting  __________ OHeart Attack  _________ OLaryngeal Cancer _________
OBladder Cancer __________ OHypertension  _________ OProstate Cancer  _________
OCrohn’s Disease __________ OKidney Disease ________ OStroke  _________
ODepression  __________ OKidney Stones  _________ OTestis Cancer _________
ODiabetes OMelanoma _________ OTuberculosis ~  _________

Has any blood relative had cancer of the prostate, kidney, bladder or testicles?

Whom?

Other Family History:
SOCIAL HISTORY

Please provide the following information:

Marital Status:

O Single O Married O Separated O Divorced O Widowed O Life Partner O Common Law Spouse

Dependants: Please indicate # of each, if you have:

______ Daughters ______Parents [0 None

Occupation (if retired, indicate from what occupation): Retired O Yes O No




Name: Date:

Exercise on a regular basis [ Yes O No

Alcohol Consumption (check correct answer):

1. How often do you have a drink containing alcohol?
O Never (0 points)
O Monthly or less (1 points)
O Two to four times a month (2 points)
O Two to three times per week (3 points)
O Four or more times a week (4 points)

2. How many drinks containing alcohol do you have on a typical day when you are drinking?
O 1 or 2 (0 points)
O 3 or 4 (1 points)
O 5 or 6 (2 points)
O 7 to 9 (3 points)
0 10 or more (4 points)

3. How often do you have six or more drinks on one occasion?
O Never (0 points)
O Less than Monthly (1 points)
O Monthly (2 points)
O Two to three times per week (3 points)
O Four or more times a week (4 points)

Add the numerical value of each answer selected to get your total alcohol consumption score.

TOTALSCORE: ___________

Tobacco per day:

O No OYes Packs/day

If you previously smoked, when did you stop?

How many packs a day at your maximum? ________

Recreational Drugs: [ None if yes, please list:

Caffeinated beverages: [ No OYes Type:

Recent Travel: [ None O United States [ Worldwide Where:




Name: Date:

REVIEW OF SYSTEMS

Please CHECK if you have any of the following conditions:

CONSTITUTIONAL - Do you have O fever 0O chills or O weight loss?

EYES - Do you have [ blurred vision [ pain in the eyes or [ double vision?

NEUROLOGICAL - Do you have O tremors O numbness/tingling or O dizzy spells?

ENDOCRINE - Do you have O excessive thirst [ feelings of hot or cold or O tiredness?

GASTROINTESTINAL - Do you have 0O nausea/vomiting [ constipation O diarrhea [ abdominal pain or

O irregular bowel
movements?

CARDIOVASCULAR - Have you ever had prolonged 0O chest pain O irregular heart beat or [ swelling of lower

legs?

INTEGUMENTARY - Do you have a [ skin rash O boils or [ persistent itch?

MUSCULOSKELETAL - Do you have O arthritis O bone or joint pain?

ENT - Do you have [ earaches [ sinus problems or [ sore throat?

RESPIRATORY - Do you have O wheezing 0O frequent coughing or O shortness of breath O asthma

O emphysema

HEMATOLOGIC/LYMPHATIC - Do you have 0O swollen glands or O blood clotting problems?

PSYCHOLOGIC - Do you have [ depression or [ excessive anxiety [ bipolar disorder [ schizophrenia



Name: Date:

OTHER

Is there anything else you would like to tell us about your health?

Comments:
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