Sisbarro Urological Specialists

Medical History Questionnaire

This questionnaire should be completed to the best of your ability. The doctor will review this information
with you. It is confidential and will not be released without your written consent.

Today’s date (month/day/year): / / Birth date: (month/day/year): / /
Patient’s Name:

Last First Middle
Family Doctor: Practice Name:

If there are other doctors you would like reports sent to, please list their names and addresses.

Please describe in your own words what brought you here today.

Has your family doctor or another doctor you have seen already done tests, x-rays or labs to help diagnose
and treat your problem? If yes, what was done?

Have you been on antibiotics or another medication for this problem already? If yes, which ones?
Medical IlInesses/Problems

Please list all medical illnesses, medical problems and hospitalizations. List the year it was first diagnosed,
which doctor treated you, and if you are still being treated for this condition or problem.

Problem/IlIness Year Doctor Still under treatment?
Yes/ No

Past Surgeries
Please list all surgeries or operations of any type that you have had in the past, and which doctor treated you:

Operation Year Hospital/Surgeon

Male Physician’s Initials 1




Medications:
Please list all medications you take, (including vitamins and non-prescription medicines), when and how much
you take, and why you take them:

Medicine Dosage / times per day Reason

Do you take any medications that may affect your blood clotting? (e.g. [ coumadin [J aspirin [J Lovenox
€ pain medication other than Tylenol)? L1 None

Allergies:
Please list all medications to which you are allergic, and any reaction you may have had (nausea, hives, rash,
told you were allergic since childhood etc.)

Medication What happened?

Are you allergic to: [ x-ray dye LI iodine O shellfish [0 No allergies to any medication

Family History:
Has anyone in your family been diagnosed with [J prostate cancer I urinary tract cancer (kidney,
ureter, bladder) O kidney stones [ bone cancer If yes, who?

Relation If living, current age Medical Problems Age and cause of death

Father

Mother

Siblings:

Children:

Social History:
Tobacco use: [ never [J used to CIstill smoke | smoke(d) _ packs per day for __years from age __until _.
Alcoholic beverages: [0 never [ occasionally [ every evening [ heavy drinker
Illegal drugs: [ yes O no

Marital status: [ single O married O divorced O widowed  Number of children:
Employment status: O employed [ retired O unemployed O student
Occupation: Position:

Hobbies:
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What was your last PSA blood test for prostate cancer? When was it drawn?
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1. Over the past month or so, how often have you had the sensation of not 0 1
emptying your bladder completely after you finish urinating?
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2. Over the past month or so, how often have you had to urinate again less | 0 1
than two hours after you finished urinating?

3. Over the past month or so, how often have you stopped and started again | O 1 2 3 |4 5
several times when you urinated?

4. Over the past month or so, how often have you found it difficult to 0 1 2 3 |4 5
postpone urination?

5. Over the past month or so, how often have you had a weak urinary 0 1 2 3 |4 5
stream?

6. Over the past month or so, how often have you had to push or strain to 0 1 2 3 |4 5
begin urination?

7. Qver the past month or so, how many times did you most typically get 0 1 2 3 |4 5
up to urinate from the time you went to bed until the time you got up in the
morning?

If you were to spend the rest of your life with your urinary condition just as it is now, how would you feel
about that?

[0 Delighted [ Pleased [ Mostly satisfied [0 Mixed [ Mostly dissatisfied [0 Unhappy [ Terrible
If you have problems with your erections, please answer the following questions; if not, go to the last page.

1. How do you rate your confidence that you could keep an erection?

Very low Low Moderate High Very high
1 2 3 4 5

2. When you had erections with sexual stimulation, how often were your erections hard enough for
penetration (entering your partner)?

No sexual activity Almost never or A few times (much Sometimes (about Most times (much Almost always or
never less than half the half the time) more than half) always
time)
0 1 2 3 4 5

3. During sexual intercourse how often were you able to maintain your erection after you had penetrated
(entered) your partner?

Did not attempt Almost never or A few times (much Sometimes (about Most times (much Almost always or
intercourse never less than half the half the time) more than half) always
time
0 1 2 3 4 5

4. During sexual intercourse, how difficult was it to maintain your erection to completion?

Did not attempt Extremely difficult Very difficult Difficult Slightly difficult Not difficult
intercourse
0 1 2 3 4 5

5. When you attempted sexual intercourse, how often was it satisfactory for you?

Did not attempt Almost never or A few times (much Sometimes (about Most times (much Almost always or
intercourse never less than half the half the time) more than half) always
time)
0 1 2 3 4 5
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Review of Systems
Please check off any of the items below that may have been a problem for you recently.

[J weight loss > 20 Ib.
] recent severe pain

O joint pain
O bone pain

O chronic fever
O night sweats

Constitutional

Eyes O glaucoma [ blurry vision [ cataracts [ double vision [ retinitis pigmentosa

O chronic sore throat
O hoarseness

[ dizziness
[ nose bleeds

L] earaches
O ringing in ears

Ear/Nose/Throat

O heart failure
I palpitations
O chest pressure

[ heart attack
[ atrial fibrillation
[ chest pain

Cardiovascular I heart murmur [ irregular heart beat
O rheumatic fever [ artificial heart valve

[ chest tightness [ pain in legs when

Respiration

Gastrointestinal

Genitourinary

Musculoskeletal

Skin

Neurolological

Psychiatric

Endocrine

[ leg swelling

[ shortness of breath
[ coughing up blood

O ™ appetite
O nausea

O vomiting
[ gallstones

[ venereal disease
O sexually transmitted

disease
I urinary strictures

[ use nitroglycerin  on exertion

O pneumonia 1 emphysema

[ asthma I wheezing

I hepatitis ] bloody stools
I tliver trouble I diarrhea

O jaundice [ incontinence of

O hiatal hernia stool

O split urinary [ kidney stones
stream
[ protein inurine  [J sugar in urine

[ blood inurine [ ™ sex drive

O infertility O epididymitis [ prostatitis

O arthritis O back pain O disc disease

O muscle weakness O artificial joints

O unexplained rashes O redness O hives

O seizures O numbness L] stroke

O tingling O memoryloss [ mini-stroke

O schizophrenia [ anxiety [ paranoia [ depression

[ diabetes [ weight gain [ increased thirst

O thyroid O weight loss I breast lumps
trouble

Hematologic/Lymphatic/Immunologic

Male

[ swollen lymph nodes [ easy bruising

O anemia
O mumps

O lupus
[ abnormal bleeding
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walking
[ chronic cough
O tuberculosis

[ ulcers
O heartburn
[ constipation

[ incontinence
O trouble with

ejaculation
O kidney infection

O moles

[ difficulty walking
O tremor

O bipolar disorder
[ growth delays
O late puberty

O sickle cell
O nosebleeds
[J HIV/IAIDS



