QUi

ADVANQ}ED URCLOGY
B ADVANCED UROLOGY INSTITUTE
ANNUAL VISIT — PATIENT HISTORY FORM

DATE OF BIRTH

TODAY'S DAY,

NAME

NAME OF YOUR PRIMARY CARE DOCTOR:

CHIEF COMPLAINT/REASON OF VISIT

PHARMACY NAME AND LOCATION

ALLERGIES TO ANY MEDICATIONS, FOODS OR IV CONTRAST/X-RAY DYE

. PLEASE COMPLETE YOUR M(OST CURRENT MEDICATION LIST:

: LNama of Medlcatlon/Over the Countat meds/Vitamins/Hearbal Meds Strength # of times taken per day

1.

10,

11

12,

PAST MEDICAL HISTORY
PLEASE LIST ANY NEW MEDICAL PROBLEMS OR SURGERIES YOU HAVE HAD IN THE PAST YEAR (OR SINCE YOUR LAST VISIT)




QUi

ADVANCED UHGLG GY
TITUYE

NAME__

TQDAY'S DAY

ADVANCED UROLOGY INSTITUTE
ANNUAL VISIT - PATIENT HISTORY FORM

DATE OF BIRTH

SOCIAL HISTORY:

Do you smoke clgarettes?

IFNQ, have you ever smoked?

Da you drink aleohol?

ARE YOU: MARRIED

REVIEW OF SYSTEMS:

General/Constitutional
Headache
Chills
Fever

Opthamologic
Blurring of Vislon
Dotble Vision
Eye Pain
Glaucoma

HEENT/Neck
Ear infaction
Sinus Problams
Sore Thyoat

Endocrine
Excessive thirst,
Too hotftoo cold
Fatlgue

Rasplratory
Cough
Shortness of breath
Wheezing

Cardiovascular
Chest Pain
High Blood Pressure
Varicose Velns

Urclogic
Urinary Retention
Painful Urination
Urinary Frequency

Never

Please chaeck YES or NO

{ es { N
{ Wes { ) No
[ JYes { )No

{ Wes { IN

{ es { )NG
{ Wes { )No
{ JYes |

JYes { )No
)YES { No
-{ J¥es { JNo

(
[ Wes {
{ Wes {

{ JYes ( )No

{ JYes { JNo
( JYes { JNo

Dceaslonal

YES How many packs per day?

YES ~ When did you quit?

Neurologic
Dizzihess
Numhbness/Tingling
Tremor

Musculoskeletal
Neck Pain
Bacl Pain

Joint Paln

Permuatologlc
Boils:
Hching
Rash

Hematology
Swollen Glands
Blood Clotting problem

bsychlatric
Insomnia
Anxiety
Dépression

Gastrointestinal
Abdominal Pain
Hearthurn/Indlgastion
Nausea/Vomliing

COMMENTS;

Daily - # of Drinks per day

SINGLE (NEVER MARRIED) WIDOWED

{ )es [ )No
{ }Yes { )No
{ Wes [ JNo

J¥es { )No
( JYes { No






