STATE COLLEGE URDLOGIC ASSOCIATES, INC
MEMCAL HISTORY INFORMATION

PLEASE PRINT DATE:
MAME: =
DATE OF BIETH: AGE] SOCIAL SECURITY MNIMBER:
IS YOUR YISIT RELATED TO AN ACCIDENTT YES Pk
Ifyes:  TYPEOF ACCIDENT: AUTO  WORBEMAN'S COMEP (FTHER
DATE OF ACCIDENT: TIME OF ACCIDEMT
PLACE OF ACCIDENT:
DD ARDTHER PHYSICIAN REFER YOU HERE? YES MO IF YES, NAME
REFERRING PHYSICEAN'S PHONE ANDMR ADDRESS:
B REANY CHEILDREMN I YOL HAVE? HAVE Y06 EVER HAD & PROBLEM WITH ANESTHESIAY YEE WO

MEMMCATHING (Froscribed and/or ever-the-connter) YOU ARE PRESEMTLY LiSING: _
DAME OF MEDICATHON [HISAGE YTA

i ———

ARE YO ALLERGIC TOARY MEDICATIONST 1F 5( PLEASE LEST NAME OF MEDRCATRON AND REACTION:

LAST ALL OPERATIHONS YOU HAVE HAD WITH THE DATE PERFORMED (¥ ewr Performed)™

LIST MOSMTALIEATHINS OTHER THAMN FOR SURGERY {Year Admbitedy:

FAMILY HISTORY (FLEASE LIST PERTINENT ILLNESSES WITH MOTHER, FATHER. SIBLINGS, ETC.E

FLEASE COMTINLE T FAGE T



PATIENT INFORMATIHON PAGE 2

UROLOGHT HISTORY:

A HAYE YOU HAD PFREY A UROLAHGIC INFECTIHOMST
B, HAYE Y (M EVER HAD BLOCH IM YOUR URIME?
O 03 VO HAVE BURNING 0N URIMATION?

Ik [HD YO HAYVE A FROBLEM WITH INFERTILITY?

E. HAVE VOU EVER HAD A KIDNEY STONE?
F. D %00 HAYE PROBLEMS CONTROLLING YOUR LRINE?

G, [ YOU HAVE A WEAK STREAM?

L DO Y0 HAYE TOGET UP AT MIGHT TO URINATET

L0 YOU HAVE BACK R KIDNEY PAIN?

HEART HESTORY:

A DO YR HAYE HIGH BLIND PRESSURET

B, 0 YOU HAVE A HEART MURMURY
. DEYOU HAVE CHEST PAINT

. HAVE YOU HAD A HEART ATTACHT YEART

E. HAVE YOU HAD HEART FAILURE?
F, HAVE Y{ HAD HEART SURGERYY

G PO YOU HAVE AN IRREGULAR HEART BEATT

H. THF YO HAVE & FACEMARERY

LIS BESTORY:

A TR WO DFTEN COUGH DT PRLEGM?
B D YO HAVE ASTHMAT
YO0 TAYE EMPITYSEMAY

YO HAYE A IISTORY (5F:

A BLEEDING TENDBENCIES?

B. BLOODD CLOTS?

L, UANRCERT

b DIABETES?

. HEPATITIS?

Fo JAUNDICE?
LTI RCHD IHSEASE?

I, BRI FROGLEMS?

L MUSCULDSEELETAL MPROBLENS?
4, GASTHOINTESTINAL FROBLEMET

Describe any ves"s

HANVE WO EVER HAD A NEURGLOGI DISEASE WIICH REQUIKED TREATMENT? YES N

ke iribee

MEMSTRUAL NISTORY:

A 15 YOU MERSES REGULAR? TRREGLART IATE OF LAST MENSES?

B, ARE YOU POST-MENGFALSALY YES RO

k. SUMBER OF BPRMAL DELIVERIES?

SOHCTAL HESTORY:

A DO YO SMOKE?

e Eed YOO COMNSLIME ALCOWOLIC BEYVERAGEST

. NUMBER OF PREGNANCIES?

E. NUMBER OF CHILDREN?

YEX

YES
il

N YES FAMILY MEMBER
[if mpplicabis)
_ — MOFTIMEE
— — =
[edrcle ane
L] W FER DAYMWEER

I FER DAY WEEK



