Advanced Urology

NAME PLATE
@ A Division of 21% Century Oncology, LLC
NAME Age M F DATE _
ADDRESS PHONE
O Years smoked [ Packs per day
HISTORY OF PAST ILLNESS: Have you had
Childhood:
O Measles OMumps [ Chicken Pox SOCIAL HISTORY (continued):
[ Congenital Abnormalities O Rheumatic fever or heart disease Areyou employed? Full time Part time
What is your job?
Adult:
O Asthma [0 High Blood Pressure [ Cancer (Site )
[J Diabetes O Ulcer or Gastritis O Thyroid Problems
OTuberculoss  [OKidney Problem OLiver Problems Areyou exposed to fumes, dusts or solvents?
[OBlood Problem [Venereal Disease O Heart Failure
[ Heart Attack [ Abnormal Heart Rhythm
How much time have you lost fromwork because of your health during the
Have you had any serious illness? No Yes past:
Have you ever had a transfusion? No Yes Six months One year Five years
Have you ever been hospitalized or Education (Y ears):
been under medical care for very long? No Yes Grade school College Post graduate
If yes, for what reason? Do youwear seatbelts? CAways O Sometimes [INever
FAMILY If Deceased, Cause of
HISTORY AGE HEALTH | AgeatDeath | Death
Most recent immunizations: Father
Hepatitis B (date) Flu Vaccine (date)
Pneumovax (date) Tetanus (date) Mother
OPERATIONS: Brother/Sister
Have you ever had any surgery?
List: D Appendectomy [ Hysterectomy (If so, reason )
[JOvaries removed [JJoint replacement
O Gallbladder [OBypass (if so, what )
O
Other
Husband/Wife
ALLERGIES:
Son/Daughter
MEDICATIONS:
'NJL'{IRlESi , oisy inired orvehclaciden?  No Y Has either parent, sister, brother, child or
ave you ev er been seriously injured in amotor vehicle accident? o Yes -
Have you had any head concussions or injuries? No Yes grandparent ever had*
Have you ever been knocked unconscious? No Yes Stroke No Yes Heart Trouble No Yes
SOCIAL HISTORY: Tuberculosis No Yes High Blood Pressure No  Yes
Circle One: Single Married Separated Diabetes No Yes
Divorced  Widowed  Significant Other -
With w hom do you live? Has any blood relative ever had?
) Cancer No Yes | Bleeding Tendency No Yes
Recreational drug usage? No Yes Type: Gout or other crippling arthritis
Do you have any problems w ith sexual function? No Yes ype: PRing
Suicide: No Yes No Yes
Eg;zfa;%n travelwithin Ias_ltg/: ar Cola's (per day) Mental lliness No Yes [ Hereditary Defects No Yes
Alcoholic beverages: Never <1 Per Week
1-5 Per w eek Other

Tobacco: O Never smoked O Quit years ago




NAME PLATE

Advanced Urology

& ROBOTIC SURGERY

@ A Division of 21% Century Oncology, LLC

CIRCLE NO ORYES FORTHOSETHAT APPLY

SYSTEMIC REVIEW: Do you have any of the follow ing? Neck:
General: Maximum w eight Minimum Weight SHIFNESS. . No Yes
Recentweight change?.........ccccoe i No Yes Enlarged glands..........cocoiiiiiiiiiii e No Yes
Have you been in good general health most of your life?...No Yes N )
Have you recently had? Genitourinary;
OWeakness C1Fever [IChills [ Night Sweats Loss cf UFINE....viiiii s Yes
OFainting [ Problems Sleeping Blood in uring....... Yes

Skin: Frequent urination .. Yes

KN DISEASE......vveeeeeeeeeeeeeeeeeeeeeeeeeseeeeeesee e Yes B_urnin‘g or P‘?i”“.” Yes
Jaundice.......... Yes N!ght time urinating. Yes
Hives, eczema or rash Yes Kidney trouble............ccocoocoviiiiiniinininns Yes

Problem stopping/starting flow of urine... . Yes

Head-Eyes-Ears-Nose-Throat (cont'd): TeSHCUIAr MASS ...ceviiiiieiieeree e Yes
Dry €yes or MOULh .........cceiiiiiiiiiiiicce e Yes TeSHCUIAr PAIN.....ccviiiiiiiiie e Yes
Bleeding Gums — Frequent or Constant. Yes Prostate problem.... Yes
BIUITEd ViISION ..o Yes Sexual Dysfunction. . Yes
Date of Last Eye Exam STD/ AIDS RISK .....coiiuiieiiiieiiii et Yes
Sniffling Or ruNNY NOSE........ociiiiiiicice e Yes .

Nosebleeds — Frequent.... Yes Gynecologicat .

ChIONIC SINUS TOUDIE. .......oovvoeeeeeeeeeeee e Yes First day of last period

BAr QISEASE........veeceeeeeieeee v eeteeeeee st en s Yes Age periods started

Impaired hearing...........c..ccoveveverevernnenns Yes How long do periods last Days

Dizziness or sensation of room spinning Yes Frequency of periods every Days

Frequent or Severe headaches. .......................ooooovovoooooeee. Yes Pain w ith periods...... T No Yes
Number of pregnancies

Respiratory: Number of miscarriages
Asthma or Wheezing.........ccccevueiiiiieniiiic e No Yes Date of last cancer smear and results
Difficulty breathing Yes Breast lUMp ..o Yes
Any trouble With IUNGS..........cooiiiiiii e No Yes Abnormal vaginal discharge..........cccooeeiiiiiiiiiiineeen Yes
Pleurisy or pneumonia..........cocvvvereiieniese e No Yes Breast disCharge..........cooveiiiiiiiiicciece e Yes
Cough up blood (EVEN).......coiiiieiieiiieeee e No Yes Pain w ith intercourse..... Yes

Cardiovascular: Skin change of breast.......... Yes
Chest pain, pressure, or tightness..........cccocveriieiiieeicieeene No Yes NIPPIE FBIACHON -.vosvosvvs vt ves
Shortness of breath with walking or lying down.................. No Yes Locomotor-Musculoskeletal:

Difficulty walking two blocks Yes Stiffness or pain in joints (check all that apply)

Palpitations ...........ccoveerenicinien. Yes [ Finger 0 Hands 0 Wrist [ Elbow s [J Shoulder [INeck [ Back
Sw elling of hands, feet or ankles Yes OHp [OKnee OToesdFoot [OTemporomandibular Joint
Awakening in the nights smothering..........c.cccccvveviiienneen. No Yes Weakness of muscles or joiNtS ..........cccoceveiieeiiiiinicennenn No Yes
Heart MUIMUL ... No Yes Any difficulty inwalking...........cccooiiiiiiii e, No Yes

Gastrointestinat Any pain in calves or buttocks onwalking
Vomiting blood or food Yes relieved DY reSt........coiiiiiiiiceee e No Yes
Gallbladder disease.... Yes Neuro-Psychiatric:

Change in appetite . Yes O Transient blindness [J Tremor I Numbness in fingers (1 Weakness
Hepatitis/Jaundice ............... Yes Have you ever had counseling for your mental health?...... No Yes
Painful bow el movements. ..o Yes Have you ever been advised to see a psychiatrist?............ No Yes
Bleeding with bowel movements............ccoccceiiieinieiiieeene. Yes Do you ever have, or have had, fainting spells?................. No Yes
Black StoolSs .........ccoovevrieriiniinne Yes CONVUISIONS ...ttt Yes
Hemorrhoids or piles............... Yes Paralysis........ccccooveerienninen. Yes
Recent change in bowel habits... Yes Problemw ith coordination ... Yes
Frequent diarrhea.................. Yes DOMESHIC VIOIENCE ......ooiiiiiiiie e Yes
Heartburn or indigestion...................... Yes Depression Symptoms (difficulty sleeping, loss of appetite
Cramping or pain in the abdomen...........ccccceiiiiiiiiiiens No Yes loss of interest in activities, feelings of hopelessness).....No Yes
Food sticks in the throat...........cocevveiiniiesceee e, No Yes )

Hematologic:

Endocrine: Yes
HOrmone therapy ........coocveeiieieeiecee e Yes Yes
Any change in hat or glove size........... Yes Yes
Any change in hair grovth ..., Yes Have you had difficulty with bleeding excessively
Have you become colder than before — after tooth extraction or SUrgery?........ccccceeveeeeeieescieeeene. No Yes

or SKin become dryer.........ccoveeiiiiiiee i No Yes Have you had abnormal bruising or bleeding?.................... No Yes

Source of information, if other than patient:

Signature of person acquiring this information:

Provider Date Signature of Patient \06/04



Source of information, if other than patient:

Signature of person acquiring this information:

Provider Date Signature of Patient \06/04



