NEW PATIENT HISTORY

NOTE: THIS IS A CONFIDENTIAL RECORD AND WILL BE KEPT IN YOUR DOCTOR'S OFFICE. INFORMATION CONTAINED HERE WILL NOT BE
RELEASED TO ANYONE WITHOUT YOUR AUTHORIZATION TO DO SO,

NAME: AGE: TODAY'S DATE:

Referring Doctor: Family Doctor:

What problem or symptoms bring you here?

How severe are your symptoms? (rank from O = no symptoms to 10 = very severe symptoms)

What is the duration of your symptoms?

Does anything make your symptoms better or worse? (If yes, please describe)

Do you have any of the symptoms listed below? (Check all that apply):

[J Pain or burning with urination? ! Do you have a decrease in libido? {sex drive)

{1 Blood in urine at any time? LI Do you have a lack of energy?

(1 Slow urinary stream? ] Do you have a decrease in strength

[1 Difficulty starting urination? and/or endurance?

[ Inability to hold urine (wet pants)? : U Are you sad and/or grurmpy?

U Urinating too frequently (mare than 6 times a day)? 0 Have you noticed a decreased enjoyment of life?

U Awakening at night to urinate more than once? [ Are your erections less strong?

[} Bedwetting? LI During sexual intercourse, has it been more difficult

U Kidney or bladder infections? to maintain your erection to completion of intercourse?
O Kidney stone? U Have you had kidney or bladder x-rays before?

O Have you been to a urologist before? ] Have you had prior surgery on your bladder or kidneys

Review of Systems (please circle yes or ho for each})

Constitutional Psychiatric

Fevers : Yes No Anxiety Yes No

Weight Loss Yes No Depression Yes No

Eyes Hematologic/Lymphatic

Loss of Vision Yes No Bleeding or brusing tendency Yes No
Anemia Yes No

Cardiovascuiar

Shortness of Breath Yes No Neurological

Chest Pain at Rest Yes No Headaches Yes No
Seizures Yes No

Respiratory

Chronic or frequent cough Yes No Integumentary

Coughing up blood Yes No Rashes Yes No

Gastrointestinal Musculoskeletal

Vomiting Yes No New bone pain Yes No

Blood in Stools : Yes No Muscle weakness

Review of Systems Details:

Physician Initials

CONTINUE ON TO THE NEXT PAGE
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NOTE: THIS IS A CONFIDENTIAL RECORD AND WILL BE KEPT IN YOUR DOCTOR'S OFFICE. INFORMATION CONTAINED HERE WILL NOT BE
RELEASED TO ANYONE WITHOUT YOUR AUTHORIZATION TO DO SO.

Past, Family and Social History

Do you take aspirin or any aspirin-containing drugs [Yes] [No]

List all medications, drugs or pilis that you have taken in the last ten (10) days, including over the
counter and vitamins

1. 5.

2, 6.

3. 7.

4. 8.

List all medicines you are allergic to or cannot take

1.

2.

3.

List all previous operations or surgeries

1. 4.

2. 5.

3. 6

List previous serious illnesses and injuries. Also list ongoing medical problems for which you see a
physician. '
1. 4, Women

2. 5. Number of Pregnancies
3. 6 Number of Children

Family History:
Family History of: (Check all that apply):

1 Arthritis [J  Breast Cancer ] Hypertension [J  Muscular Disease
0 Heart Disease [] Prostate Cancer 0 Endocrine Disease Ll Colon Cancer
U Diabetes

Details:

Other Family History:

Social History:

Marital Status: Single_ Married__ Divorced_ Widowed

Occupation:

Use of tobacco: Non Smoker Current packs/day ___ Years ofuse Quit Date
Use of alcohol: Non Drinker__ Type Ounces/Day__ Yearsofuse _  Quit Date

DO YOU HAVE A LIVING WILL? [ ]YES [ ] NO

NAME TODAY'S DATE I Pysncla Initials

DOCTOR TODAY'S DATE
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