= &= g professional service corporation

Name

Who referred you to us?

Patient Information

Date of Birth

Reason for visit:

HISTORY
Describe Symptoms: S~

Previous Treatments:

Any recent lab tests or X-rays (where and when)?

Previous urology evaluation:

Recent ER visit?

PAST MEDICAL HISTORY Y: Yes or N: No
or or
Diabetes
High Blood Pressure
Glaucoma

Kidney Disease
Kidney Stones
Radiation Therapy
Prostate, Kidney, or
Bladder Cancer
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Other llinesses:

Vasectomy
Hysterectomy
Appendix Removal
Gallbladder Removal
Hernia Surgery
Chemotherapy
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Other Surgeries:

Previous Hospitalizations (Date and Place):
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Drog .  Dose. - T breg . bose

Drg ~ Doge:. Druge Doser _

Drug: Dose: Dwg. - Dose

Drog: Daose: Dewpge Dose:

Dvug Dose: g Dose:.

Drug ~ Dose: bg. ~ Dose.

I.ist all allergies, particularly medication and food allergies:

Allergic toiodine?  Yes No Reaction.

Allergic to seafood?  Yes No Reaction: o S

Allergicto. o Alergicto: -

Allergicto: ) , Allergic to: ,,\,i e

Have You Ever Had?

Cancer: ~__Bladder  Prostate ~_Skin Other:

Diabetes: ~ Typel ~ Typell  HI ~ Insulin
Nephritis (Bright's Disease) . e - ~ -
Kidney Stones:

Bleeding Tendencies:

Heart Trouble:  Yes  No ~ Attack  By-Pass  Pace Maker Other:

ITigh Blood Pressure: Yes No - Stroke  Other:
Do you smoke? O Yes O No D Quit __years ago

If yes, how many packs per day? ,

How many years? I

Do you drink alcoholic beverages? O Yes O No O Quit _ _____years ago

If yes, how much? e

Do you drink caffeinated beverages? O Yes O No
[f yes, how much per day (ounces, cups)? e
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