[image: image1.jpg]’ST. PETE UROLOGY




Medical History Form
	Patient Name:


	Date:

	Medication List:
	

	
	

	
	

	
	

	Are you on any blood thinners?  □  No    □  Yes (List)   

	Allergies (Medication or Other):

	Surgery History:
	

	
	

	
	

	Medical History:
	

	
	

	
	

	Do you drink coffee daily?  □  No    □  Yes  (□  Regular    □  Decaf)  

	Do you drink tea daily?  □  No    □  Yes  (□  Regular    □  Decaf)  

	Do you smoke?  □  No    □  Yes 
	How much?
	How long?

	Do you drink alcohol?  □  No    □  Yes
	How often?

	Mark an “X” on any condition in your immediate family:

	□  Diabetes    □  High Blood Pressure    □  Stroke    □  Kidney Stones    □  Kidney Failure   

□  Cancer (Type_____________)     □  Other_____________________________________

	Mark an “X” if you currently have a significant and persisting problem or have had in the past:

	General

     □  Fevers                     

     □  Weight Loss 

         (> 10 pounds/in 6 months)
	Eyes

     □  Cataracts                    

     □  Vision Loss

     □  Double Vision             

     □  Glaucoma
	Neurology

   □  Dizzy Spells                   

   □  Frequent Headaches

   □  Seizures           

   □  Stroke

   □  TIA           

   □  Tremors
	Gastrointestinal
   □  Ulcers                   

   □  Abdominal Pain

   □  Nausea

   □  Heartburn

   □  Colon Cancer

   □  Blood in Stool

	Cardiovascular

   □  Chest Pain                   

   □  Heart Attack

   □  Irregular Heart Beat

   □  High Blood Pressure

   □  Feel Heart Racing
	Skin

     □  Skin Cancer                    

     □  Melanoma

     □  Persistent Rash             

     □  Yellow Jaundice

     □  Breast Cancer                  
	Musculoskeletal

     □  Back Pain                    

     □  Neck Pain

     □  Arthritis        

     □  Use Wheelchair


	ENT

     □  Hearing Loss                    

     □  Sore Throat

     □  Sinus Infection 



	Respiratory

   □  Shortness of Breath                   

   □  Asthma

   □  Lung Cancer

   □  Emphysema/COPD

   □  Require Oxygen
	Blood/Lymphatic

     □  Anemic                    

     □  Swollen Glands

     □  Bleed/Bruise Easily             

     □  Blood Transfusion


	Psychiatric

     □  Depression Treatment                   
	Gynecologic

   □  Hysterectomy                  

   □  Abnormal PAP

   □  Cervical Cancer

   □  Vaginal Bleeding

   □  Vaginal Discharge
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