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Name:  ____________________________________________    Today’s date (day/month/year): __________________

Referring Doctor/Family Doctor _______________________________  

Age _____________________

Reason for visit __________________________________________________________________________________
UROLOGICAL HISTORY   Please indicate if you have had any of the following urological conditions:
	□ Blood in urine
	□ Kidney or bladder stones
	□ Urinary tract/bladder infection

	□ Bladder cancer or bladder tumor
	□ Prostate cancer
	□ Previous prostate biopsy

	□ Family history of kidney cancer
	□ Family history of prostate cancer
	□ Interstitial cystitis


PAST MEDICAL/SURGICAL HISTORY   Please indicate if you have had any of the following:
	Cardiovascular
· Coronary artery disease

· Heart surgery

· Angioplasty/stents

· High blood pressure

· Diabetes

· Stroke

· Arrhythmia/atrial fibrillation
· Valve abnormalities
	Respiratory
· Emphysema/COPD

· Asthma

· Sleep apnea

· DVT or pulmonary embolism

Cancer
· Cancer surgery

· Chemotherapy

· Radiation treatment
	Gastrointestinal
· Crohn’s disease

· Ulcerative colitis

· Irritable bowel syndrome

· Bowel surgery
Musculoskeletal
· Joint replacement

· Gout

	Previous surgery
· Hysterectomy

· Incontinence surgery

· Vaginal surgery

· Prostate surgery

· Bladder surgery

· Kidney surgery

· Kidney stone surgery

· Scrotal/testicular surgery

· Hernia repair


	Other

___________________
___________________
___________________
___________________
___________________
___________________
___________________


MEDICATIONS   Please list all medications you are taking (including name and dose): 
__________________________________________________________________________________________________

__________________________________________________________________________________________________

In addition, Do you take any of these medications?
□ Coumadin/warfarin  □ Plavix/clopidogrel  □ Aspirin/ASA  □ Pradaxa/dabigatran  □ Xarelto/rivaroxaban
ALLERGIES   Do you have allergies to any medications? Please list the medications and the type of reaction.

__________________________________________________________________________________________________
__________________________________________________________________________________________________
	SMOKING
	Do you currently smoke? ________________________

For how many years have you smoked? ___________

How many packs per day (on average)? __________
	Have you smoked in the past? _______

When did you quit? _________________

	ALCOHOL
	How many drinks do you have per week (estimate)? _____________________________________

	CAFFEINE
	How many caffeinated drinks (coffee, tea, cola) do you drink each day? ___________________



RECENT IMAGING (ULTRASOUND/CT SCAN) ________                Location of Test? ____________________
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