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Patient Name: Date of Birth:

Main Reason for your visit:

Any New Allergies? o NO o YES
Any New Medical Problems? o NO o YES
Any New Surgeries? o NO o YES

Any Change in Family History? o NO o YES
Any Change in Marital Status? o NO o YES
Do you Currently Smoke? o NO o YES

ec
Constitutional: a Chills o Fever D”W.eigl;t loss Cardio: o Chest Pains DSwollen ’éri\kl‘es o High Blood Pressure
Eyes: O Blurred Vision 0 Eye Paino Worsening Eyes | Skin: o Rash o Lesions o Psoriasis
Allergies: oDrug o Food o Seasonal Musculoskeletal: o Arthritis o Cramps 1 Gout
Neurological: oDizzy o Headache o Seizures ENT: o Sore Throat o Ear Infections o Sinus Problems
Endocrine: o Thirst o Tired o Hot/Cold Respiratory:  DAsthma 0 Shortness of Breath o Cough
GI: oHeartburn o Diarthea o Constipation Hematologic: oDAnemia o Easy Bleeding o Swollen Glands
Kidney Disease: O Renal Failure o Transplant Psychologic: 0 Anxiety o Depression 0 Suicidal Thoughts

~ Neve

How often do you have the sensation of not

emptying your bladder completely? = 0 O . = =
}Plloolxsoffeélr iciloa t}ilrtiz?have to urinate again within 2 0 . O O O O
:i{r(r)l\;vsodfltl?ntéa:g g;?osr;tgpped and started several O 0 O O O 0
Srci)l:\;tci)gf; have you had difficulty in postponing O O 0 O O O
How often is the urinary stream weak? O O O O O O
How often do you strain to begin to urinate? O Od Od O O O
g;)l::tr;}?any times do you get up at night to 00 o1 02 03 04 O S+

Do you have burning pain upon urination? 0 YES O NO

Do you have leakage of urine? [ YES [ NO

Do you see blood in your urine? [ YES 0 NO

How would you feel if you had to live with your urinary condition the way it is now, no better and no worse, for the rest of your life?
O Delighted OPleased OMostly Satisfied OMixed OUnhappy OTerrible




