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Please print form, fill out by hand and bring to your next office visit. 

Last Name_________________________ First Name_______________________ 

Today’s Date: _____/_____/___________AGE:______________ 

 

What brings you in today? (Describe in detail) ________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________ 

 

History of Present IllnessHistory of Present IllnessHistory of Present IllnessHistory of Present Illness    

    

How long have you had this problem?  ______________________________ 

What treatments have you tried?____________________________________ 

Have they worked?___________________________________________________ 

If there is discomfort, where is it?___________________________________ 

Are there any associated issues?____________________________________ 

Have you had blood in the urine?      Y      N 

Erectile dysfunction or curvature?      Y      N 

Pain with urination?    Y N 

 

 

 

Physician Use A/P 

 

 

1.  

Med Complex 

3     4     5 

 

 

2. 

Data 

3     4     5 

 

 

 

3.   

Decision Making 

3     4     5 

 

 

 

 

  

       4+ = 3-5 
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                   PAST MEDICAL HISTORYPAST MEDICAL HISTORYPAST MEDICAL HISTORYPAST MEDICAL HISTORY    

    

Do you have any allergies?______________________________________________ 

Do you take medication?  (List here, include herbal/ OTC)_____________ 

___________________________________________________________________________ 

____________________________________________________________________________   

____________________________________________________________________________ 

Do you take Aspirin?   YES/ NO 

Do you have any medical problems? (Please list)_______________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

Heart issues?_Y/N_______________________________________________________ 

Bleeding or clotting Problems?_Y/N___________________________________ 

Have you ever had surgery? (Please list all include childhood)_______ 

___________________________________________________________________________ 

___________________________________________________________________________ 

Family HistoryFamily HistoryFamily HistoryFamily History    

    

Father: Age? _____  Living?   Y   N    Medical problems? ______________ 

Mother: Age?______Living?   Y   N    Medical problems?_______________ 

Siblings:  # of Sisters__________ Medical problems?_______________ 

  # of Brothers________ Medical problems?_______________ 

Prostate Cancer?   Y   N     If Y, Who?_________________________ 

Heart Disease?    Y   N   If Y, Who?_________________________ 

Social HiSocial HiSocial HiSocial Historystorystorystory    

    

What work do you do?__________________________________________________________ 

Do you smoke?   Y / N   Do you drink alcohol? Y / N.   # Drinks per week?______ 

Have you ever smoked?  Y / N For how long?___________________ 

Do you use drugs?  Y / N  If so, what? ______________________ 
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REVIEW OF SYSTEMSREVIEW OF SYSTEMSREVIEW OF SYSTEMSREVIEW OF SYSTEMS    

    

    

Do you haveDo you haveDo you haveDo you have any of the following?   any of the following?   any of the following?   any of the following?      Circle Circle Circle Circle YYYYes or es or es or es or NNNNoooo; explain any Yes answer in margin.; explain any Yes answer in margin.; explain any Yes answer in margin.; explain any Yes answer in margin.    

    

Constitutional:  

    Fevers?              Y    N                   Weight loss?                                  Y     N 

 

Vision:  

     Blurred vision?      Y     N        Temporary Blindness in one eye?    Y    N 

 

Ear/Nose/Throat 

     Deafness?      Y     N           Swollen lymph nodes?           Y     N 

 

Respiratory: 

     Shortness of Breath    Y     N  Chronic Cough         Y      N 

 

Cardiovascular: 

     Chest pain       Y     N   Palpitations        Y     N 

 

Gastrointestinal: 

     Vomiting       Y     N  Abdominal Pain               Y     N 

 

Musculoskeletal: 

     Joint Pain       Y     N  Muscle aches          Y     N 

 

Neurological: 

     Dizziness  Y     N  Fainting    Y     N 

 

Skin: 

     Rashes/ lesions  Y     N  Itching    Y     N 

 

Endocrine: 

     Excessive thirst  Y     N  Too hot/ cold   Y     N 

 

Lymphatic: 

     Swollen glands  Y     N  New Lumps    Y     N 

10+ = 4-5 

 

Physician Signature 


