
Urology Specialists of Wisconsin, S.C. 
Patient Medical History Form 

 
Patient’s Name_______________________________________________________DOB ______________________ 
 
Reason for Appointment__________________________________________________Today’s Date______________ 

Past Medical History: (Circle all that apply to you)                                Check here  if none  apply _____ 
  
 Asthma    Bleeding Disorder    Bronchitis    Chest Pain    Depression    Diabetes    Emphysema    Gout 
 
 Heart Attack   Heart Disease   Heart Murmur   Heart Valve Problems   High Blood Pressure   Irregular Heartbeat 
 
 Jaundice    Kidney Disease   Stroke   Thyroid Problems   Tuberculosis   Ulcers   Vein Disease 
 
 Cancer : (Please list type) _________________________________________________________________________ 
 Other: (Please explain) ___________________________________________________________________________ 
______________________________________________________________________________________________ 
Past Surgical History: (Circle all that apply to you and list applicable dates            Check here if none _______ 
  Appendix____________     Back Surgery____________      Bone or Joint Surgery____________ 
  Gallbladder____________ Hernia Surgery____________   Open Heart Surgery _____________ 
  Tonsils____________         Other: (Please explain)_______________________________________ 
 
Female:            Check here if none_____ 
 Hysterectomy_____________     Ovarian Surgery____________     Tubal Ligation____________ 
 Other (please list) _________________________________________________________________ 
 Number of Pregnancies Delivered Vaginally____________     Number of C-Sections__________ 
 
Male:               Check here if none______ 
 Prostate Surgery____________     Vasectomy___________     Other (list)___________ 
______________________________________________________________________________________________ 
 
Medications: Please list all the medications you are taking now and the dose            Check here if none________ 
 1.____________________ 2.___________________ 3.____________________ 4.____________________ 
 5.____________________ 6.___________________ 7.____________________ 8.____________________ 
______________________________________________________________________________________________ 
Allergies: List the allergies to Medications and the Type of Reaction                    Check here if none ____________ 
 1.____________________ 2.___________________ 3.____________________ 4.____________________ 
 5.____________________ 6.___________________ 7.____________________ 8.____________________ 
 Circle any other allergies that apply to you. 
 Iodine     Latex     Shellfish     X-ray Dye     Other (Please list) __________________________________ 
______________________________________________________________________________________________ 
Past Family History: (Circle all that apply to your immediate family and indicate the family memebers) 
 Diabetes________________    Heart Attack_________________ Heart Disease_____________ 
 High Blood Pressure______________     Kidney Disease_______________     Stoke______________ 
 Cancer (List type)________________________________ 
______________________________________________________________________________________________ 
Social History: 
 Do you smoke?    Yes     No     If so, how much and for how long?_________________________________ 
                                                   If you quit, how long ago?______________________________ 
 Do you drink alcoholic beverages?     Yes    No     If so, how much and how often?______________________ 
 Occupation:_______________________________________________________________________________ 

Over Please 



Do you or have you had any problems related to the following? Please circle Yes or No. 
PLEASE EXPLAIN ALL YES ANSWERS 

Constitutional Symptoms 
Fever    Yes   No_______________________________________________________________________________________ 
Weight gain or loss    Yes   No_______________________________________________________________________________________ 
_____________________________________________________________________________________________________________________
Eyes 
Blurred or double vision   Yes   No_______________________________________________________________________________________ 
Cataracs                               Yes   No_______________________________________________________________________________________ 
Glucoma                              Yes   No_______________________________________________________________________________________ 
_____________________________________________________________________________________________________________________ 
Respiratory 
Wheezing  Yes   No_______________________________________________________________________________________ 
Frequent Cough  Yes   No_______________________________________________________________________________________ 
Shortness of breath Yes   No_______________________________________________________________________________________ 
Asthma/Bronchitis/ 
Emphysema/Pneumonia Yes   No_______________________________________________________________________________________ 
Tuberculosis  Yes   No_______________________________________________________________________________________ 
_____________________________________________________________________________________________________________________ 
Genitourinary  
Frequent urination  Yes   No_______________________________________________________________________________________ 
Painful urination  Yes   No_______________________________________________________________________________________ 
Noctturia (getting up at  
night to  urinate)  Yes   No_______________________________________________________________________________________ 
Blood in urine  Yes   No_______________________________________________________________________________________ 
Incontinence (leakage) Yes   No_______________________________________________________________________________________ 
Slow Stream  Yes   No_______________________________________________________________________________________ 
UTI’s    Yes   No_______________________________________________________________________________________ 
_____________________________________________________________________________________________________________________ 
Integumentary        
Skin rash   Yes   No_______________________________________________________________________________________ 
_____________________________________________________________________________________________________________________
Hematologic/Lymphatic    
Enlarged lymph nodes Yes   No_______________________________________________________________________________________ 
Bleeding  problems Yes   No_______________________________________________________________________________________ 
History of cancer  Yes   No_______________________________________________________________________________________ 
_____________________________________________________________________________________________________________________ 
Cardiovascular 
Chest pain  Yes   No_______________________________________________________________________________________ 
Rheumatic fever  Yes   No_______________________________________________________________________________________ 
Rapid heart beat  Yes   No_______________________________________________________________________________________ 
High blood pressure Yes   No_______________________________________________________________________________________ 
Pain in calves with walking Yes   No_______________________________________________________________________________________ 
_____________________________________________________________________________________________________________________ 
Gastrointestinal 
Abdominal pain  Yes   No_______________________________________________________________________________________ 
Nausea and or vomiting Yes   No_______________________________________________________________________________________ 
Rectal bleeding  Yes   No_______________________________________________________________________________________ 
Diarrhea/Constipation Yes   No_______________________________________________________________________________________ 
Hepatitis   Yes   No_______________________________________________________________________________________ 
_____________________________________________________________________________________________________________________ 
Musculoskeletal 
Joint pain  Yes   No_______________________________________________________________________________________ 
Back pain  Yes   No_______________________________________________________________________________________ 
Arthritis   Yes   No_______________________________________________________________________________________ 
____________________________________________________________________________________________________________________ 
Neurologic 
Seizures   Yes   No_______________________________________________________________________________________ 
Paralysis   Yes   No_______________________________________________________________________________________ 
Tingling   Yes   No_______________________________________________________________________________________ 
_____________________________________________________________________________________________________________________ 
Endocrine  
Thyroid problems  Yes   No_______________________________________________________________________________________ 
Diabetes mellitus  Yes   No_______________________________________________________________________________________ 
Increase thirst  Yes   No_______________________________________________________________________________________ 
Heat or cold intolerance Yes   No_______________________________________________________________________________________ 
Excessive urination Yes   No_______________________________________________________________________________________ 

Reviewed:________________________________Date:_____________ 


