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PATIENT HISTORY AND PHYSICAL EXAMINATION FORM
Last Name_________________________ First Name____________________Date of Birth______________ 

Today's Date ____________ Date of Last Visit:____________ Doctor referred by: ____________________

Reason for today’s visit: ____________________________________________________________________

___ Check here if there are no changes compared with last visit; if there are changes, please note below
Past Medical History (Medical Problems):
Past Surgical History (Previous Surgery)





Medications (List all and doses):






(  )attached list reviewed

Allergies (Include X-Ray Contrast/Dye):

_____________________________________________________________________________________________

Social History:  (  )Single  (  )Married  (  )Divorced   (  )Widowed
                (  )Number of children_____ 

Tobacco Use: ___# packs/day ___ # years;  When did you quit? _____     ;  Never smoked_____

             Alcohol Use ___# drinks/wk ;   No alcohol use____
Occupation:  _________________________

____________________________________________________________________________________________

Family History (medical problems in other family members NOT including yourself):



(  )none     Cancer:            (  )Kidney   (  )Bladder   (  )Prostate   (  )Testis   (  )Other:   

(  )none     Genitourinary Problems:  (  )Kidney Stones (  )Kidney Failure (  )Other:  

(  )none     Major Medical Problems:   (  )Heart disease  (  )Diabetes  (  )Stroke  (  ) other:__________                                                                                         
____________________________________________________________________________________________Please check YES or NO to any of the problems you currently may have (Review of Systems):       

YES  NO
YES  NO                                   YES  NO                               YES  NO

(  )  (  )Fever  
(  )  (  )Blurred vision      (  )  (  )Tremors             (  )  (  )Excessive thirst
   

(  )  (  )Chills  
(  )  (  )Double vision       (  )  (  )Dizzy spells        (  )  (  )Too hot/cold

(  )  (  )Headache  
(  )  (  )Eye Pain               (  )  (  )Numbness          (  )  (  )Tired/sluggish_______
(  )  (  )Abdominal Pain  
(  )  (  )Chest Pain            (  )  (  )Skin rash           (  )  (  )Joint pain

(  )  (  )Nausea/Vomiting  
(  )  (  )Varicose Veins     (  )  (  )Boils                   (  )  (  )Neck pain

(  )  (  )Indigestion
(  )  (  )High Blood Pressure  (  )  (  )Persistent Itch  (  )  (  )Back Pain__________

(  )  (  )Ear Infection 
(  )  (  )Wheezing              (  )  (  )Swollen glands  (  )  (  )Painful urination

(  )  (  )Sore Throat   
(  )  (  )Cough                    (  )  (  )Easy bleeding    (  )  (  )Urinary frequency

(  )  (  )Sinus Pain   
(  )  (  )Shortness of Breath (  )  (  )Easy bruising    (  )  (  )Bladder pain _______

(  )  (  )Difficulties sleeping
(  )  (  )anxiety                   (  )  (  )Difficulty concentrating 


                                                        Reviewed with patient_______  Date:________


