
Treatment & Surgery


Name:





 Date of Birth: 


 Date: 



Referring Doctor:​​​​​​













Why are you seeing the doctor today?


                     





CURRENT MEDICATIONS- Please list ALL medications you are currently taking, including over the counter medications.

Drug Name:



Strength:

Directions/How you take it:

*Attach list if necessary

ALLERGIES- Please list ALL types (Drug, seasonal, pets, environmental foods)
Are you allergic to Latex:
Yes  or   No
PAST MEDICAL HISTORY

Please CIRCLE if you have or have had any of the following diseases or conditions:
Cardiovascular

Atrial Fibrillation
Congestive Heart Failure (CHF)
Coronary Artery Disease (CAD)
Deep Vein Thrombosis (DVT)
Heart Attack
High Blood Pressure
Heart Stents

Bypass

Endocrine/Metabolic

Diabetes Mellitus

Hyperthyroidism

Hypothyroidism

General

Hepatitis A

Hepatitis B

Hepatitis C

High Cholesterol
Infectious Disease
HIV/AIDS
GI

Crohn’s Disease

Diverticulitis

GERD

Liver Failure

Pancreatitis

GU

Bladder Stone
Bladder Cancer
Kidney Failure

Interstitial Cystitis
Incontinence
Kidney Cancer

Kidney Stones

Neurogenic Bladder

Polycystic Kidney Disease

Prostate Cancer

Radiation or Nuclear Exposure

Testicular Cancer

Transplant Recipient

Urinary Tract Infection
GYN/OB

Breast Cancer

Endometriosis

Menopause

Osteoporosis

Ovarian Cancer

Uterine Fibroids
Uterine/Endometrial Cancer
HEENT

Blindness
Deafness
Glaucoma

Musculoskeletal

Arthritis

Fibromyalgia

Neurological/Psychological

Alzheimer’s Disease
Parkinson’s
Spinal Cord Injury
Stroke
Seizures 
Suicide attempt
Multiple Sclerosis
Depression
Respiratory

Asthma
COPD
Sleep Apnea

Tumors

Brain Cancer
Brain Tumor

Cervical Cancer

Colorectal Cancer
Stomach Cancer

Lung Cancer

Lymphoma

Melanoma

Pancreatic Cancer

Other:














Have you had a colonoscopy?  


Yes  or   No


If yes, when and where was it done?







Have you had a pneumonia vaccine?


Yes  or  No


If yes, when and where was it done?







Have you had an influenza vaccine in the past year?  
Yes  or  No   

 If yes, when and where was it done?






SURGICAL HISTORY
Please list any surgeries you have had including the date of surgery:
Surgery: 







Date: 



Surgery: 







Date: 



Surgery: 







Date: 



Surgery: 







Date: 



Surgery: 







Date: 



Surgery: 







Date: 



SOCIAL HISTORY

Marital Status:

Single
  Married 
        Separated
   Divorced          Widowed
    Life Partner


Alcohol Consumption:
None
Yes
Occasional/Social       # of drinks per day



Tobacco Use:

None
Yes
#_____packs/day       # _____Cigarettes/day      ____Smokeless Tobacco        ____ Cigar
If you previously smoked, when did you quit?





Recreational Drugs:
None
If Yes, Please list:









Caffeinated beverages:
None
Low
Moderate          Excessive

Recent Foreign Travel:
None
Americas



     Worldwide





FAMILY HISTORY

​Please LIST the family members that have or have had any of the following: (i.e. Mother, Father, Grandmother, Grandfather, Siblings, Aunt, Uncle)
Bladder Cancer



 
Kidney Disease




Prostate Cancer




Kidney Stones




Kidney Cancer




Kidney Failure
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