
THE UROLOGY CENTER

HISTORY AND PHYSICAL EXAMINATION

NAME INSURANCE

REFERRING MD OTHER MD’S

DATE DATE OF BIRTH AGE PHONE:

CC:

HPI:

PAST MEDICAL HISTORY: (List ALL Medical Problems) PAST SURGICAL HISTORY:  (List ALL Operations)

MEDICATIONS OVER THE COUNTER/VITAMINS ALLERGIES

Social History FAMILY HISTORY  (MEMBERS OF YOUR FAMILY)
Tobacco qY qN Prostate cancer qY qN

Alcohol qY qN Bladder cancer qY qN

Street drugs qY qN Kidney cancer qY qN

Kidney disease qY qN

Occupation Kidney stones qY qN

Colon cancer qY qN

Heart disease qY qN

Diabetes qY qN
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REVIEW OF SYSTEMS:
NAME DATE

PLEASE ANSWER ALL OF THE QUESTIONS BELOW. PLEASE GIVE DETAILS OF ALL MARKED ITEMS.
FEVER qN

WEIGHT LOSS qINTENTIONAL qUNINTENTIONAL qN

EYE PROBLEMS qGLAUCOMA qBLINDNESS qN

EAR NOSE MOUTH THROAT qN

CARDIOVASCULAR PROBLEMS

qHYPERTENSION qHEART ATTACK qCHEST PAIN qPALPITATIONS

qIRREGULAR BEAT qCLAUDICATION

qN

RESPIRATORY PROBLEMS

qASTHMA qDYSPNEA qEMPHYSEMA qBRONCHITIS
qN

GASTROINTESTINAL PROBLEMS

qCHANGE IN HABITS qDIARRHEA qCONSTIPATION qMELENA

qHEMATOCHESIA qSATIETY qJAUNDICE qABDOMINAL PAIN

qN

ENDOCRINE PROBLEMS

qDIABETES qTHYROID qVASCULITIS
qN

HEMATOLOGICAL PROBLEMS

qBLOOD CLOTS qBLEEDING qANEMIA
qN

NEUROLOGICAL PROBLEMS

qSTROKE qTIA qPARALYSIS/WEAKNESS qPARKINSONS qMS
qN

SKIN PROBLEMS   qCANCER qRASH qN

INFECTIONS qSTD qHIV qHEPATITIS q PNEUMONIA qTB

qUTI/KIDNEY qDIVERTICULITIS

qN
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