


JACKSON UROLOGICAL ASSOCIATES 

Today’s Date: ___________________________________Appointment  Date:   ________________________________

Preferred  Pharmacy
Pharmacy  Name: ___________________________________________Phone  #:_______________Fax  #:____________    
Address:  _________________________________________________________________________________________                              
City:  ______________________________________State:_______________________Zip________________________    
Primary  Care  Provider:    _______________________________Referring  Provider:    ______________________________                                
	
  

Patient Information 
Last  Name: ____________________________________First:________________________Middle:________________                                  
Preferred  Name:    ________________Prefix:     Dr.       Miss       Mr.       Mrs.     Ms.    Suffix:   Jr. Sr.   I      II     III IV                                    
DOB:  ________________Sex:____________  SSN:  ________________________Race:__________________________                              
Marital  Status:       Divorced       Married       Single   Separated       Widowed Driver  License  #:    _____________________  
Mailing  address:  ___________________________________________________________________________________    
Zip: ________________City:_________________________________State:___________________________________  
Phone:        Home:                                                            Work:                                                               Cell:                                                                  Primary:   one           Home           Cell                                  
Fax  #:                                                                                                                                                                Email  address:    _______________________________________  
Emergency  Contact:  (not  spouse) _________________________________Relationship:                                                          Phone  #: ____________  
Patient’s Employer:  __________________________________________________Occupation:    ____________________      
Employer  Address: _________________________________________________________________________________  
Zip:                                                                    City:                                                                                                                                    State:    __________________________________  
Spouse  Information
Last  Name:    ___________________________________First:    _______________________Middle:    _________________  

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  

Responsible Party Information (complete only if patient is a minor)  
Last	
  Name:	
  ___________________________________First:________________________Middle:___________________	
  

DOB:	
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onship	
  to t:	
  	
   	
  Father	
  	
  	
  	
  	
  	
  	
  	
  	
   	
  	
  Mother	
  	
  	
  	
  	
   	
  	
  Other,	
  please	
  specify:	
  ___________________________________	
  

Mailing	
  address	
  (if	
  di nt	
  from	
  pa ):________________________________________________________________	
  

Zip:	
  _______________City:___________________________________State:____________________________________	
  

Employer: ________________________________________________________________________________________      
Employer  Address: _________________________________________________________________________________  
Employer  Phone  #:_______________________________________Employer  Fax  #:_____________________________  
	
  

Insurance Information 
Primary: 	
  ____________________________________________________Policyholder:____________________________	
  

onship	
  to ent:	
  ____________________________DOB:_______________________SS#:___________________	
  

Policyholder’s Employer: __________________________________________Phone:    ___________________________
Employer  Address:  ________________________________________________________________________________  
Zip:                                                                  City:                                                                                                                                        State:  __________________________________  
Subcriber/ID#:______________________________________________________Group#__________________________	
  

Secondary:	
  __________________________________________________Policyholder:___________________________	
  
onship	
  to ent:	
  ____________________________DOB:_______________________SS#:___________________	
  

Policyholder’s Employer:  __________________________________________ Phone:  ___________________________   
Employer  Address:  ________________________________________________________________________________  
Zip:                                                                  City:                                                                                                                                        State:  __________________________________  
Subcriber/ID#:_____________________________________________________Group	
  #:	
  	
  ________________________	
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Jackson Urological Associates, P.C.

History of Present Illness

Location of the problem
Abdomen

Other

On a Scale of 1-10, with 10 being the most severe,
circle the number that best describes the problem:

When did you first notice the problem?

Does anything help or make the problem worse?

How long does the problem last?

Is anything else occurring at the same time?

Is the problem constant or variable?

Does the problem interfere with your normal function?

Yes No If yes, please explain

Moving around
Other

Other

Nausea

Dull then sharp

Yes

# Answers
1 - 3
4+

1  or  2
3  -  5

Level of Service

If yes, please explain

Very sharp then leaves Always there

Other

Other

Rash Headaches

30 minutes 1 hour It is always there

Standing Up Lying on my side

2 days ago
Other

Physician use only:  (Comments/Notes)

2 weeks ago 1 month ago

1  2  3  4  5  6  7  8  9  10

Back Leg

BackFront

Patient History Form
TODAY’S DATE DATE OF LAST PHYSICAL EXAM

LAST NAME

SOCIAL SECURITY NUMBER

What is the main reason for your visit today?  (Describe your problem in detail.)
CHIEF COMPLAINT

DATE OF BIRTH

FIRST NAME

Please answer the following questions.

MIDDLE

JU
A



Name:  ______________________________________________Date:____________ Date of Birth_____________ M______ F________ 
 

of nosaeR r visit:  _________________________________________________________________________________________________ 
Past Medical History

_____Arthritis 
_____Asthma 
__  recnaC___
__  stcarataC___
_____Cirrhosis 
__  redrosiD gnittolC___
_____  eruliaF traeH evitsegnoC
_____Diabetes 

 amesyhpmE_____
_____Gallstones 
_____Glaucoma 
_____Gout 
_____HIV/AIDS  
_____Heart Attack 
_____Hea  esaesiD tr
_____Hepatitis 

_____Hernia 
_____High Blood Pressu er

 esaesiD yendiK_____
 senotS yendiK_____

_____Mental Illness 
_____Pancreatitis 
_____Pneumonia 

 smelborP etatsorP_____

 reveF citamuehR_____
_____Seizures 
_____  esaesiD dettimsnarT yllauxeS

 sreclU hcamotS_____
_____Stroke 
_____  esaesiD dioryhT
_____  sisolucrebuT

 snoitcefnI tcarT yranirU_____
 
List any other current or past illnesses not mentioned and the date that t  :derrucco yeh
1.________________________________________________________ 5.___________________________________________________ 
2.________________________________________________________ 6.___________________________________________________ 
3.________________________________________________________ 7.___________________________________________________ 
4.________________________________________________________ 8.___________________________________________________ 
List operations, hospitalizations, and injuries and the  :derrucco yeht hcihw ni raey
1.________________________________________________________ 5.___________________________________________________ 
2.________________________________________________________ 6.___________________________________________________ 
3.________________________________________________________ 7.___________________________________________________ 
4.________________________________________________________ 8.___________________________________________________ 
Current Medications: (include doses and any  )sbreh ro sgurd noitpircserpnon
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________ 
Allergies (list all known allergies, especially t  )snoitacidem o
______________________________________________________ ____ :noitcaeR ____________________________________________ 
______________________________________________________ ____ :noitcaeR ____________________________________________ 
___________________________________________________ ____ :noitcaeR ___ ____________________________________________ 
Social History: 
Marital Status: M_____W_____ S_ _____  :noitapuccO _______D _____ ____________________________________________________ 
Smoking: (p  yad rep skca  _______________________ Alcohol Use:_______________ Recreational Drugs:_____  _______
Family Medical History:  
Please list any family members (Mother, Father, Siblings, and Grandparents) with the f  :sessenlli gniwollo
Disease Family Member Disease Family Member 
Blood Clotting Disorder  Prostate Cancer  
Breast Cancer  Seizures  
Colon Cancer  Stroke  
Diabetes  Thyroid Disease  
Heart Disease  Tuberculosis  
High Blood Pressure  Other Cancers  
Kidney Disease  Other Diseases  
Liver Disease    
   Living (age)/Deceased (age of  )htaed               o esuaC  f Death      Disease 
Father: _________________________________________________________________________________________________________ 
Mother: ________________________________________________________________________________________________________ 
Siblings: _______________________________________________________________________________________________________ 
 
Females Only: OB/GYN History: Age at fi ___  :doirep tsr ______Frequency:_______  __________
Duration:_________________________   
Number of pregnancies ____________ Obstetrical Complications ________________________________________________________ __
 
Tests (Please Give the Year of the Most Recent Test or Immun  . )snoitazi

 raemS paP Chest X-Ray  ypocsodiomgiS elbixelF Mammogram 
Flu Shot TB Skin Test EKG  loretselohC
Tetanus  ypocsonoloC Pneumovax  
 

JU
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and # of years)

JACKSON UROLOGICAL ASSOCIATES, P.C.
PERSONAL HEALTH HISTORY QUESTIONNAIRE
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