SOUTHWEST UROLOGY ASSOCIATES


PATIENT MEDICAL HISTORY / ROS

NAME:____________________________     AGE:_______
 DATE OF BIRTH:___________________

Who referred you for this condition (Doctor & Clinic)___________________________________________________________

What is the reason for your visit?__________________________________________________________________________________________________________

Do you have any associated problems?______________________________________________________________________________________________________ 

When did this start?____________________________________


Is this the first time you are being seen for this?______________________

PLEASE RESPOND TO THE PROBLEM LIST BELOW BY CIRCLING THE RESPONSE WHICH MOST ACCURATELY RELATES TO YOU






               Less than 1            Less than            About half            More than 
                Almost
              Does





          Not at all          time in 5           half the time
    the time               half the time                 always                    not apply

1.Sensation of not emptying bladder? 

0
     1

2
         3

    4

    5
                (  )          

2.Urinating less than 2 hrs after urination 
0
     1

2
         3

    4

    5
                (  )                                 

3.Stopping & starting during urination

0
     1

2
         3

    4

    5
                (  )                                                                                                                                                                                                 

4.Difficulty in postponing urination

0
     1

2
         3

    4

    5
                (  )                                                                                                                                                                                        

5.Weak urinary stream


0
     1

2
         3

    4

    5
                (  )                                                                                                                                                                                 

6.Pushing/straining during urination

0
     1

2
         3

    4

    5
                (  )                          

7.How may times do you urinate from the 

  time you go to bed at night until you get up?
0
     1

2
         3

    4

    5
                (  )

                                                                                    (none)           (one time)          (two times)         (three times)           (four times)              (five + times)







TOTAL OF THE SEVEN CIRCLED NUMBERS ABOVE:________

Do you experience any pain with urination?      
Y      N

Are you experiencing any problems with erections? 


Y       N     

      

Do you experience any leakage of urine?           
Y      N      

Have you ever had kidney stones?
               


Y       N

      

Do you have blood in your urine?
        
Y      N

Have you ever been told you needed antibiotics before a procedure?
Y       N               

PAST MEDICAL & SOCIAL HISTORY

Have you ever had or been treated for any medical conditions?        No      Yes         -if yes, then please check or write down any conditions you have had.

(   )High cholesterol




(   )Heart Disease   




(   )Mumps

              

(   )High blood pressure



(   )Mitral Valve Prolapse 



(   )Asthma

              

(   )Tuberculosis




(   )Diabetes




(   )Cancer: _________________ 

(   )Glaucoma




(   )Gout





(   )Depression
              

(   )Gastroesophageal reflux   



(   )Prostatits




(   )Blood clot                                 

(   )Heart Attack




(   )Kidney Infection




(   )Sexually transmitted disease  

(   )Herpes





(   )HIV





(   )COPD

              

Other:__________________________________________________________________________________________________________________________________

Have you ever had any surgery?       No      Yes  
              -if yes, then please check or write down any surgeries you have had

(   )Colon



(   )Breast



(   )Thyroid


(   )Hysterectomy
                  

(   )Bladder


(   )Heart Valve


(   )Angioplasty


(   )Heart Bypass



(   )Lung



(   )Inguinal Hernia


(   )Umbilical hernia 
                  
(   )Appendectomy



(   )Knee replacement

(   )Hip replacement


(   )Gallbladder


(   )Back




(   )Prostate


(   )Incontinence


(   )Spleen



(   )Gastric Bypass



(   )Vasectomy / Tubal ligation

(   )Urinary Stone


(   )Kidney


(   )Testicular / Scrotal


Other:____________________________________________________________________________________________________________________________________

Please identify any family history of medical problems.             
   Adopted?     YES           NO

(   )Heart disease


(   )Sickle Cell


(   )Prostate Cancer


(   )Kidney failure



(   )Kidney Tumors


(   )Kidney Stones


(   )Bladder Cancer


(   )Anemia



(   )Liver disease


(   )Diabetes


(   )Tuberculosis


(   )High blood pressure


(   )Kidney cysts


(   )Cystic Fibrosis


(   )Other Cancer _______________
(   )Other:_____________________

Have you ever been  or are you now on any of the below medications?

Viagra / sildenafil

Levitra / vardenafil
 
Cialis / Tadalafil 

Proscar / finasteride

Avodart / dutasteride
  

Uroxatrol / alfuzosin

Flomax / tamsulosin

Cardura / doxazosin

Ditropan / oxybutynin
Sanctura / Tropsium Chloride

Vesicare / Solifenacin
Enablex / Darifenacin
Detral / tolteradine

Cardura / doxazosin 

Hytrin  / Terazosin 

Testosterone

Coumadin

Plavix

PAST MEDICAL & SOCIAL HISTORY

NAME:_____________________


DATE OF BIRTH:___________

Do you have any drug allergies?
YES
NO


Do you or did you ever smoke?

YES
NO

If yes, then please list:





If yes

DRUG

TYPE OF REACTION (rash, nausea, etc.)

How many packs per day?________

____________
____________________________________



____________
____________________________________

How many years?_________

____________
____________________________________



____________
____________________________________

Did you quit?

YES
NO     ; if YES then when:__________









Do you drink alcohol?
YES
NO


Do you take Ibuprofen, Aspirin , Coumadin, Plavix or other




Blood thinners?
YES
NO




If yes, how much and how often:_________________________________________

Are you on any medication (prescription or over the counter)?


Have you or do you use now?:  Marijuana,  cocaine,  anabolic steroids or










other substances?
YES
NO

DRUG

DOSE

HOW MANY TIMES A DAY

___________
_________
_________________________

Are you married?
YES
NO
DIVORCED
WIDOWED

___________
_________
_________________________



___________
_________
_________________________

Any Children?
YES  #_______
NO

___________
_________
_________________________



___________
_________
_________________________

What is your occupation?______________________________________________

___________
_________
_________________________



___________
_________
_________________________

Did you or do you ever work around chemicals?
YES
NO

___________
_________
_________________________



___________
_________
_________________________

If yes, please list:______________________________________________________

___________
_________
_________________________












FOR FEMALES:
Are you or could you be pregnant?
Yes 
No

REVIEW OF SYSTEMS
HAVE YOU RECENTLY HAD ANY PROBLEMS RELATED TO THE FOLLOWING?

CONSTITUTIONAL SYMTPOMS


EYES




NEUROLOGICAL
Fever


Y
N

Blurred Vision

Y
N
Tremors


Y
N

Chills


Y
N

Double Vision

Y
N
Dizzy Spells

Y
N

Headache


Y
N

Pain


Y
N
Numbness/tingling

Y
N

Other:_____________________



Other:_____________________


Other:_____________________

ENDOCRINE




GASTROINTESTINAL


CARDIOVASCULAR
Excessive Thirst

Y
N

Abdominal Pain

Y
N
Chest Pain

Y
N

Too hot / cold

Y
N

Nausea / vomiting

Y
N
Varicose Veins

Y
N

Tired / Sluggish

Y
N

Indigestion / heartburn
Y
N
High blood pressure

Y
N

Other:_____________________



Other:_____________________


Other:_____________________

INTEGUMENTARY



MUSCULOSKELETAL


EAR / NOSE / THROAT / MOUTH
skin rash


Y
N

Joint pain


Y 
N
Ear infection

Y
N

Boils


Y
N

Neck pain


Y
N
Sore throat

Y
N

Persistant  itch

Y
N

Back pain


Y
N
Sinus problems

Y
N

Other:_____________________



Other:_____________________


Other:_____________________

ALLERGIC / IMMUNOLOGIC


HEMATOLOGIC / LYMPHATIC

RESPIRATORY
Hay fever


Y
N

Swollen glands

Y
N
Wheezing


Y
N

Drug allergies

Y
N

Blood clotting problem
Y
N
Frequent cough

Y
N

Other:_____________________



Other:_____________________


Shortness of breath

Y
N

GENITOURINARY






Urine retention

Y
N

Painful urination

Y
N

Urinary frequency

Y
N



Physician signature:____________________________________________________________
Date:__________________









