: ) Pt. Name:
Address:
UTSouthwestern |
’ Medical Center Cily ‘ State zip
MRN:
DO8:
SSN: XXXXX o SEX: -
Urology Outpatient Clinfc - ’ DOS: ’ .
Review of Systems

Constitutional: In general, on a regular basis, are you experiencing any of the following symptoms?

Yes | No Yes | No Yes Nt?
Fever O 1 O | cnits O | O | weight Loss O] Q.
Weight Gain O C) Malaise/Fatigue O O Excessive Sweating Q C}
General Weakness O O

Skin: In general, on a regular basis, are you experiencing any of the following skin symptoms?

No . Yes | No Yes | No

. Yes .
Rash OO Hehing ‘ (OO | O | New/Changing Lesions O1 0O
Ql1OT

_ Head/Ears/Nose/Throat/Mouth: In general, on a regular basis, are you experiencing any of the following head, ears, nose,
throat, and mouth symptoms? ’

Unusual Hair Loss

Yes | No Yes { No Yes | No
Headaches O 1 O |iicutty Hearing | (O | O | Ringing in the Ears O1O
Ear Discharge O | O |ear Pain O | O | Nosebleeds OO
Nasal Stutfiness O | O |snoring O | O | pifiicutty Swallowing O10O
Sore Throat , O O Mouth Lesions O O '

.Eye: In general, on a regular basis, are you experiencing any of the following eye symptoms?'

Yes | No Yes | No Yes] No

Blurred Vision | () | € | Double Vision (O | OO |Pain Looking at Bright Lights | (O | O

Eye Pain OO | O |Eye Discharge O | O |[Eye Redness O1 0

Cardlov‘ascu!ar: In general,ona reg'ular baéis, are you experiencfng any of the following heart'symptoms?

Yes | No Yes | No Yes | No

Chest Pain O | O [Palpitations O | O | oittieulty Breathing | (O | (O

When Lying Flat

Pain in Legs when Walking| (7) | (0 |Leg or Ankle Swelling O10O

Pulmonary: In general, on a regular basis, are you experiencing any of the following lung symptoms?

Yes | No . Yes | No Yes | No

Cough (3 C) Coughing Blood C) () Sputum Production C) O
Shortness of Breath () C) Wheezing O () :
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Pl Name:
Address:
‘UTSouthwestern |
Medical Center Gty 7 T e i

MBN e
DOB: ..

_ SONI XXX XX- i SEX e

- Urelogy Outpatient Clinic DOS: ' R
Review of Systems

Gastrointestinal: In general, on a regular basis, are you experiencing any of the following stomach and intestinal symptoms?

Yes | No Yes | No Yes | No
Heartburn . O O Change in Appetite O O Nausea O Q _
Vomiting O | O | Abdominal Pain (O | O | piarthea Ol 0O b
Constipation (O 1 O | Blood in the Stool O | O | Biackswoot | O | O '
Incontinence of Stool O O
Genftourinary: In génera!, on a regular basis,'are you experiencing any of the following sexual, kKldney, or bladder
symptoms? .
Yes | No Yes | No Yes

Burning when Urinating O O Urgency to Urinate O O Blood in Urine O
Pain when Urinating O O Vaginal Discharge O (_) Penile Discharge Q
O

Frequency in Urination | () | () |Experience Incomplete | () | () | wake from Sleep
Emptying when to Urinate

Urinating
Incontinence.of Urine | () | () [Sexual Problems O10

Musculoskeletal: In general, on a regular basls, are you experiencing any of the following muscle and bone symptoms?

O0|C) &

Yes | No Yes | No Yes | No

Muscle Pain Q O Neck Pain () O Back Pain ' O O
Joint Pain O | O |Fats OO ' :

Environmental/Allergy: In general, on a regular basis, are you experiencing any of the following symptoms?

Yes | No . Yes | No Yes | No

Environmental Allergies O O Seasonal Allergies O O Frequent Thirst O Q
Heat Intolerance O O .Cold Intolerance O O Abnarmal B(uising/BleedingJ O Q

Neurolg“é ic: In general, on a regular basis, are you experiencing any of the following neurological symptoms?

Yes | No Yes | No . Yes No.
Dizzlness O O Tingling O O Tremor ' st C) O
Numbness (O | O | Speech Change O 1 O ossotstrengh | (O O
Seizures | () | (O | Loss of Consciousness OO

Psychosoclal: In general, on a regular basis, are.you experlencing any of the following psychological symptoms?

Yes | No

Yes | No . Yes | No

| Depression O | O [substance abuse | () | () [Hallucinations IO O
[ Nervous/Anxious O () |insomnia O () Memory Loss ]O’ Q*J

—
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Ut Southwestern o e
~ MedicalCenter | .

Health History Questionnaire

Medication or Substance Reaction

Name - . Dose . Freguency_

Date First Noted Comments
(approximately)

<
']
2
o

e

Allergies

Anemia

Angina

Anxiety Disorder
Arthritis
Asthma
Atrial Fibrillation

Bowel Disease

Breast Cancer

Coiorectal Cancer

Congestive Heart Failure

Chronic Obstructive Pulmonary Disease
(COPD) :

O} O 00000000000
O O 100000000000

Coronary Artery Disease

Form # AMA-HHQ-01/01.10 (Rev. 12.11.14) Page 1 of 4



UT Southwestern
‘ Medical Center

Health History Questionnaire

Ye

[4]]

No Date First Noted Comments
(approximately) .

Depression

Diabetes Type 1

Diabetes Type 2

Diverticulitis

Galibladder Disease

- | Gastric Ulcers

GERD

Heart Attack/M!

Hepatitis

High Cholesterol

Hypertension

Hyperthyroid Disease

Hypothyroid Disease

Refuses Blood Products

Lung Cancer

Memory Loss

Migraines

Multiple Sclerosis

Osteoporosis

Prostate Disease

RenalDisease

Rheumatoid Arthritis

Sejzures

Sickle Cell Anemia

Sleep Apnea

Strokes

Ether:
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Ut Southwestern
- Medical Center

Health History Questionnaire

<
o

e

Occurrence Date
{approximately)

Comments

Abdominal Aortic AneLirysm

Appendectomy

Back Surgery

Bowel Surgery

Brain Surgery

Breast Lumpectomy

Breast Mastectomy

Cardiac Bypass

Cardiac Catheterization

C-Section

Cosmetic Surgery

ENT Surgery

Eye Surgery

Gallbladder Surgery

Heart Surgery.

Hernia Repair

Hip Surgery

Hysterectomy

Kidney/Bladder Surgery

Knee Surgery

Lung Surgery

Mol’s Surgery

Progtate Surgery

Shp’i}lder Surgery.

Spleen Surgery

Tonsillectomy

| Tubal Ligation

Vasectomy

O 0000 00000000000 000000000000

OO0 0 00|00 0O OI0I0IO0I00 OO OIOIOIO0IO OO0 0 &

Other (please specify):
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UT Southwestern e
" Medical Center -

Health History Questionnaire

Status
Relationship Name {Alive or
Deceased)

Allergies
Arthritis
Genltourinary (GU)

Hypertension

Neurological

Other (please specify)

Mother

Father

Sister

Brother

Maternal Grandmother

Maternal Grandfather

Paternal Grandmother

Paternal Grandfather

Daughter

Son

Other (please specity)

Do you use tobacco?

O Current Every Day Smoker O Current Some Day Smoker O -Never Q Former Smoker O Passive

Type of Tobacco?
O Cigarettes O Pipe O Cigars

Quit Date Packs per Day Years

Smokeless Tobacco Use?
Q Current User O Never Used O Former User

Type of Smokeless Tobacco?
O snpet . (O chew o
Argiyou ready to quit? () Yes (O no

KA
Do you use alcohol?

O Yes® O No Comment:

Drinks per week: .
Glasses of wine Cans of beer Shots of liquor
Drinks containing 0.4 oz of alcohol

Do you use recreational drugs?

O Yes ‘OnNo Comment:

Use per Week:
Types? O Cocaine QMarijuana O Methamphetamine O Stimulants
() Depressants O Hallucinoogens
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